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Introduction:
In the elderly, hyporesponsiveness of rennin angiotensin aldosteron system led to increase urinary sodium 
excretion. We report two cases of hyponatremia induced using angiotensin Ⅱ receptor blocker in elderly with 
relative hypoaldosteronism.

Case Report:
Case 1:
A -78 years-old Asian woman, gradually developed disturbance in consciousness. She had been diagnosed 
with diabetes and hypertension thereafter, for which she was taking oral medications including valsartan 
mixed amlodipine and intensive insulin therapy. Laboratory findings revealed severe hyponatremia at 107 
mEq/L, plasma osmolality at 227 mOsm/L, urinary sodium at 41 mEq/L, urinary potassium at 31.5 mEq/L, 
FEna 1.14%, TTKG 6.48%. Anti-diuretic hormone (ADH) level was elevated (1.4 pg/ml), despite low plasma 
osmolality. We initiated treatment for hyponatremia with a continuous intravenous infusion of 3% NaCl and 
prescribed calcium channel brocker. The patient’s symptoms improved remarkably. She was discharged on 
the 30th hospital day.
Case 2:
A-77 years-old Asian woman. She presented with headache which had begun 14 days before presentation. 
She had been experiencing nausea while working in the fields in hot weather for 1 week before admission. 
The patient had been on irbesartan for hypertension, which had been diagnosed some year prior. Laboratory 
findings revealed severe hyponatremia at 120 mEq/L, plasma osmolality at 247 mOsm/L, urinary sodium 
at 77 mEq/L. The ADH level was elevated (1.0 pg/ml) despite low plasma osmolality. Hyponatremia was 
corrected with continuous intravenous infusion of 3% NaCl and prescribed calcium channel blocker. On 
the 13 th hospital day, reusing of ARB led to high level urinary sodium at 120 mEq/L, TTKG at 8.4%. We 
diagnosed hyponatremia induced ARB in elderly who had been relative hypoaldosteronism.

Discussion:
Mineralcorticoid responsive hyponatremia of the elderly (MRHE) characterizing by hyporesponsiveness of 
RAS with aging and comprehensively increasing AVP secretion leading to hyponatremia, improving by using 
Mineralcorticoid was defined by Dr.ishikawa et at al. In our cases, we thought that hyponatremia was caused 
by using ARB to the elderly with relative hypoaldosteronism.
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Background and aim: 
Glycated hemoglobin (HbA1c) is accepted as the most reliable marker to assess chronic glycemia. The aim 
of the present study was to investigate glycemic control in cardiovascular outcome trials (CVOTs) performed 
by the sponsors, at the requested of the United States Food and Drug Administration (FDA), to ensure that 
the newer hypoglycemic agents do not increase cardiovascular risk for patients with type 2 diabetes.

Study Design: 
Descriptive study

Methods: 
We chose ClinicalTrials.gov as a data source to identify randomized, double-blind, placebo-controlled, non-
inferiority CVOTs of hypoglycemic agents approved by the FDA from January 2005 to December 2018 in 
patients with type 2 diabetes.

Measurements and analyses: 
Trial design, glucose control, and safety and efficacy data.

Results: 
We identified 12 CVOTs, all of which were performed in accordance with the FDA guidance. Participants 
received either the treatment or placebo in addition to their existing therapy. On the assumption that HbA1c 
in the placebo group would be higher than that in the treatment group, the use of open-label hypoglycemic 
agents was encouraged as required to help all patients reach appropriate HbA1c targets. As a result, the 
number of patients who received more additional hypoglycemic agents during the trial was greater in the 
placebo group than in the treatment group in ten of the CVOTs. HbA1c was substantially higher in the 
placebo group compared with the treatment group in all CVOTs throughout the observational period. The 
inferior glycemic control in the placebo groups was not taken into consideration to analyze the outcomes in 
any of the CVOTs.

Conclusion: 
The safety and efficacy of new hypoglycemic agents is potentially inflated because the participants in the 
placebo groups received unexpected inferior glycemic control throughout the trial compared with those in the 
treatment groups. This imbalance may distort data interpretation and mask potential risks of the drugs.
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Introduction:
Non-Occlusive Mesenteric Ischemia (NOMI) is mesenteric underperfusion due to reactive vascular spasm 
without demonstrable organic occlusion of the mesenteric vasculature. Several recent case reports have 
described NOMI associated with diabetic ketoacidosis.

Case Record:
An Asian 57-year-old-male was brought to the prior hospital with chief complaint of difficulty in walking 
for three days. He referred to our intensive care unit due to consciousness deterioration for a half day. He 
presented sepsis with GCS E4V5M6, body temperature 99.7 F, blood pressure 67/46 mmHg, heart rate 117/
min, respiratory rate 24/min, oxygen saturation 92% in ambient air, and metabolic acidosis with respiratory 
compensation. No past medical history such as use of vasoconstrictors, like digoxin or catecholamines, 
long-term dialysis, post-heart surgery, impaired cardiac output, volume depletion, and renal failure. Not 
only septic shock but the diagnosis of diabetic ketoacidosis was made of extremely elevated blood glucose 
1,676 mg/dl (93.1 mmol/l), HbA1c 14.4 %. The second ICU day, his consciousness was more deteriorated to 
E1V1M4. Abdominal CAT imaging study demonstrated portal venous gas, then acute exploratory endoscopy 
was performed to identify mesenteric ischemia and serosal adhesion. Blood culture detected Klebsiella 
pneumonia, so administered IV ceftriaxon for 14 days. He stated general fatigue for a half year and appetite 
loss for three months, both before his admission this time, and taking soft drink frequently. All tested 
autoantibodies were negative; Urine C-peptide was 16.1 g/day. After discharge from ICU in 29th hospital 
day, insulin injection was truncated in the 72nd day. Oral hyperglycemic agent has never been needed so far 
in HbA1c~5.3%.

Discussion:
This patient did not have any known high risk factor for NOMI, including diabetes 1). Recent imaging 
studies have been reported to improve diagnosis of NOMI 3)-4), but not easily utilized in clinical setting. 
Consciousness deterioration with sepsis was led to the diagnosis of NOMI in this case.

Acknowledgement:
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Introduction:
Giardiasis is zoonotic, transmitted via Giardia lamblia parasites in mammals like cattle, sheep, and dogs 
through the fecal-oral route. Outbreaks often occur via contaminated water or food. Transmission is often 
associated with farmers and veterinarians. We report the case of Giardiasis, in which medical history help for 
the diagnosis.

Case Description:
A 61-year-old Japanese man presented with a 2-month history of colicky abdominal pain and watery diarrhea, 
associated with 2.5 kg of body weight loss. His abdominal pain was colicky and relieved by defecation, the 
odor of which had changed. He denied bloody stools. He had no past medical history and family history. 
He had begun organic farming using cattle manure 1 year previously. Physical examination revealed mild 
periumbilical tenderness. Laboratory tests showed mild hypoalbuminemia (3.5 g/dL).  Abdominal computed 
tomography revealed the thickening of small intestine wall. A Giardia trophozoite was detected in a fecal 
smear, so giardiasis was diagnosed. Metronidazole (250 mg) three times daily for 10 days resolved symptoms 
completely.

Discussion:
Giardiasis is an intestinal infection caused by Giardia lamblia. Symptoms of acute giardiasis include watery 
diarrhea (90%), foul-smelling fatty stools (75%), and abdominal cramps and bloating (71%). Chronic 
giardiasis is sometimes misdiagnosed as inflammatory bowel disease. In Japan, about 100 cases have been 
reported for public health surveillance, and an outbreak occurred in 2010. Half of these cases were exposed 
abroad; only 1% contracted Giardia through sewage water or feces. Hand-washing and glove use are 
important for preventing transmission. In symptomatic patients, antibiotic therapy with oral metronidazole 
for 5–7 days is effective and simultaneously kills parasites in the stool.
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Introduction:
Mycobacterium tuberculosis can infect various organs other than the lungs and sometimes mislead physicians 
in the diagnosis of extra-pulmonary infection. Here, we report a case of osteomyelitis caused by M. 
tuberculosis, which required time until the definitive diagnosis.

Case Description:
A 59-year-old woman was admitted to our hospital for bone biopsy of the foot. Thirteen months before 
admission, she experienced swelling and pain in the left mid-foot and visited several orthopedic surgeons. 
First, NSAIDs or antibiotics were prescribed. At another time, she was diagnosed with rheumatoid arthritis 
and treated with DMARDs and prednisolone. All of the treatments above, however, did not consecutively 
improve her symptoms. Finally, contrast-enhanced MRI of the foot showed bone erosion at the Lisfranc joint, 
and she was referred to our hospital.
On admission, her left dorsum of the foot was red, warm, swollen, and tender. She lost 3 kg in one year, 
although she did not have other systemic symptoms. On laboratory testing, WBC was 4500/µL, ESR was 
83 mm/h, and CRP was 0.55 mg/dL. Bone biopsy demonstrated acid-fast bacilli by Ziehl–Neelsen staining, 
followed by PCR positivity for M. tuberculosis. The diagnosis of tuberculosis osteomyelitis of the mid-foot 
was confirmed. Careful family history-taking revealed that, in her childhood, her father had hemoptysis and 
was diagnosed with pulmonary tuberculosis. She had a small nodule at S7 in her right lung. However, three 
consecutive sputums and gastric aspirations were negative, and quadruple anti-tuberculosis therapy was 
initiated.

Discussion:
Skeletal tuberculosis is difficult to diagnose. In this case, localized pain limited to the left mid-foot only 
without few systemic symptoms might have caused delayed diagnosis. Careful history-taking and tissue 
sampling contributed to accurate diagnosis. We should consider extra-pulmonary M. tuberculosis infection as 
a persistent pain refractory to conservative therapy.
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Case presentation:
A 68-year-old man presented with chief complaint of dyspnea. He had developed fever and arthralgia 2 
weeks before and left cordial pain 3 days before coming to the hospital. His past medical histories were atrial 
fibrillation and diabetes mellitus. On examination of the patient, the blood pressure was 129/75 mmHg, the 
pulse was 92 beats per minute, the body temperature was 36.3°C and oxygen saturation of the blood was 
95% under administration of oxygen (2L/minute). Physical examination showed just irregular tachycardia. 
In the laboratory tests,  WBC count was 12,600/μL, CRP was 33.2mg/dL and BNP was 241.3pg/mL. ECG 
showed irregular tachycardia and ST elevation in Ⅰ, aVL, aVF and from V2 to V6. Chest X ray demonstrated 
cardiomegaly and CT scan revealed pericardial effusion. We diagnosed him with pericarditis and started 
treatment with NSAID(Loxoprofen) after diagnostic workup. Three days later, one of the blood cultures 
became positive and Campylobacter fetus subsp. fetus was detected. We used ceftriaxone for 10 days 
and switched to ampicillin intravenously. Pericardial effusion gradually reduced and WBC and CRP also 
decreased. We replaced intravenous antibiotics with oral amoxicillin and discharged the patient. 

Discussion:
In developed countries, about 90% of pericarditis cases are presumed to be viral. On the other hand, prulent 
pericarditis accounts for only 1-3%, however antibacterial drug is necessary to cure. Campylobacter fetus 
subsp. fetus is an organism living in gastrointestinal tracts of cattle and sheep. It enters people through 
contact with domestic animals and eating raw meat. Therefore, when curved bacteria are detected from blood 
cultures, it is important to bear the organism in mind, take prudent medical history and choose appropriate 
treatment.
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Introduction:
Exercise-induced rhabdomyolysis is characterised by muscle breakdown associated with strenuous exercise 
or normal exercise under extreme circumstances. We report the case of an exercise-induced rhabdomyolysis 
patient presenting swelling of both arms and chest after push-ups.

Case Presentation:
A 16-year-old healthy boy complained of muscle pain with weakness in both arms and chest after performing 
50 push-ups daily for 3 days. He denied dark urine or drug abuse. Physical examination revealed swelling 
of both arms and chest with tenderness and weakness in the triceps brachii, deltoid, and pectoralis major 
muscles. Laboratory tests showed high creatine kinase level (59,380 U/L). T2-weighted magnetic resonance 
images (MRI) showed diffuse hyperintensity in all affected muscles, with hyperintensity on T1-weighted 
images, which are consistent with rhabdomyolysis. We diagnosed exercise-induced rhabdomyolysis caused 
by push-ups. The patient’s treatment was initiated with aggressive fluid transfusion, and we carefully and 
strictly monitored urine input and output. There was no evidence of acute renal failure or hyperkalemia. 
Creatine kinase level improved progressively (day 2: 28,734 U/L, day 3: 15,386 U/L, and day 4: 11,472 
U/L). Two weeks after symptom onset, creatine kinase level normalized (164 U/L) and all symptoms had 
disappeared.

Discussion:
Approximately 50% of patients with rhabdomyolysis present with the characteristic triad of myalgia (84%), 
muscle weakness (73%), and dark urine (80%). Some present muscle swelling (8.1-52%). Rhabdomyolysis 
may occur due to exercise, known as exercise-induced rhabdomyolysis. Pain and swelling of the affected 
focal muscles is the chief complaint. Although, acute renal failure in exercise-induced rhabdomyolysis is rare, 
failure to recognize rhabdomyolysis can cause diagnostic delay and inappropriate treatment. Physician should 
suspect for exercise-induced rhabdomyolysis in patients with prolonged muscle swelling and tenderness in 
affected muscles lasting several days longer than expected.
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Introduction:
Stiff-person syndrome (SPS) is an adult-onset CNS disorder that causes progressive muscle stiffness and 
spasms. Diagnosis of SPS can be especially difficult in cases when patients have concurrent psychiatric 
diagnoses. Therefore, it is important to consider SPS and conduct the appropriate exams for diagnosis.

Case presentation:
A 52 year-old woman presented with episodic stiffening of her back and thighs trimonthly since 2014. 
The sudden stiffness had been worsening and resulted in multiple falls since 2016. Around the time of 
presentation, she was diagnosed with depression and prescribed SSRIs. Subsequently, the sudden stiffness 
had become painful and cramp-like, and she became unable to walk without a cane. In January 2019, she was 
transferred to a psychiatric clinic with muscle spasms of her bilateral thighs. She was alert, but the episodic 
spasms were repeatedly induced by sudden touch and noise. During her spasms, she started groaning loudly 
and rolling around in pain with hyperpnea, diaphoresis, and her legs extended. She had been given a working 
diagnosis of neuroleptic malignant syndrome. She was referred to our hospital for further examination. On 
examination, there was severe lumbar lordosis. Her lower limbs were held in rigid extension bilaterally 
although there were no symptoms affecting her upper limbs. Cranial nerve examination was unremarkable. 
Laboratory studies showed large elevation of serum anti-GAD antibodies and CSF was positive for 
oligoclonal bands. These findings led to the diagnosis of SPS.

Discussion:
Stiff-person syndrome is an important diagnosis to consider when patients present with muscle stiffness and 
spasms. Clinicians may misdiagnose the condition as psychiatric disorders like panic attacks and neuroleptic 
malignant syndrome. Clinically, it is crucial to recognize that the symptom is progressive, episodic, and 
induced by sudden stimulation such as touch and noise.
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Background: 
Carbon monoxide (CO) intoxication is common chief compliant to visit emergency department. In Japan, 
briquette coal is popular device of heating and cooking, and is also well known as suicide device, which is so 
called “Rentan”. Even though we can’t see any neurological abnormality in the early stage, neurocognitive 
disorder may appear in late phase. We experienced late phase of CO intoxication with curious clinical course.

Case: 
47 years old man came to our hospital with compliant of conscious disturbance. He attempted suicide by 
taking sleeping medication, burning Briquettes in his car and cutting his arms with sawtooth. Unfortunately, 
he recovered his consciousness 2 days later. On arrival to our ER department, his conscious was clear. Blood 
test revealed acute kidney injury, rhabdomyolysis and inflammation. We did a total management. Finally, we 
could manage for surgical repair of his wrist. He never thought to suicide and rehabilitated with enthusiasm. 
Everything was going well, however, we find his abnormal behavior at 12th hospital day, such as urination at 
hand-wash station. Emergency MRI revealed high intensity at bilateral globus pallidus and diffuse deep white 
matter (diffusion weighted image). We diagnosed his status as late complication of CO intoxication. His 
status was getting worse and worse rapidly. After a few days, his four limbs were moved like convulsion, so 
we treated him with Sodium Valproate. We could find no convulsion nor recovery of his consciousness after 
that. Miraculously, he recovered his consciousness after 6 weeks. Additional two weeks, he could walk with 
a caster walker and he could hate himself for suicide attempt. He changed hospital for further rehabilitation 
after 3-month clinical course in our hospital. We did not abandon his recovery because serial MRI revealed 
potential of reversible changes. We present these clinical courses with serial MRI.
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Introduction:
SAPHO syndrome could be a diagnostic challenge due to its low incidence, 1 in 10,000 in Caucasian 
population, and diverse presentations. Among its various presentations, mandibular osteitis is rather rare.

Case Report:
A 61-year-old man with long history of repetitive acne, started to have mandibular pain and swelling on 
24 months before his visit to our department. At first, he was diagnosed with mandibular osteomyelitis 
because of sclerosing and osteolytic changes on his mandible shown by CT with CRP of 3 to 7 mg/dL. Bone 
scintigraphy taken 11 months before his visit revealed low uptakes in right mandibular bone, lower thoracic 
vertebras and bilateral sternoclavicular joints. Despite transient improvement of mandibular pain and acnes 
only with antibiotics and NSAIDs, he visited to our department because of the relapse of right mandibular 
pain. His lower jaw showed swelling without tenderness on clavicular bones. CT and MRI revealed new 
osteolytic lesion on left clavicle. He was diagnosed with SAPHO syndrome due to idiopathic sterile and 
chronic recurrent multifocal osteomyelitis with long history of repetitive acnes. Etodolac 400 mg/day and 
minocycline 200 mg/day improved his pain and inflammatory markers. Surprisingly, marked regeneration of 
his mandibular bone was shown on CT. 

Discussion:
SAPHO syndrome could be a diagnostic challenge due to its low incidence, 1 in 10,000 in Caucasian 
population, and diverse presentations. Among its various presentations involvement of mandibular bone of 
SAPHO syndrome is rather rare, 1 to 10%, which was usually reported to take the type of diffuse sclerosing 
sterile osteomyelitis, just like our case. 
Since treatment with NSAIDs was apparently ineffective in our patient before making correct diagnosis, 
which was considered due to poor adherence of the patient, it is important to make a correct diagnosis 
immediately and give patients appropriate explanations. 
It is mandatory to bear SAPHO syndrome in mind when seeing sterile osteomyelitis even in unusual sites, 
especially with history of skin involvements or slight abnormality within axial bones in imaging tests.
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Introduction: 
Acute parvovirus B19 (PVB) infection has been known to cause false positive results in serological 
examinations. We report a case of acute PVB infection with false positive results for human 
immunodeficiency virus (HIV), hepatitis C virus (HCV), and syphilis.

Case presentation: 
A previously healthy 23-year-old woman presented with rashes for 14 days and fever for one day. She had a 
steady sexual partner. She worked at a nursery where a few children had suffered from infectious erythema. 
Her temperature, blood pressure, heart rate, and respiratory rate were 36.9°C, 127/85 mmHg, 120 beats per 
minute, and 20 breaths per minute, respectively. She had polymorphic erythema on the left elbow and knee, 
and light erythema on both arms. We suspected infectious erythema based on her sick contacts, and syphilis 
based on morphology of the rash. The results of PVB IgM enzyme immunoassay, rapid plasma reagin 
(RPR), and treponema pallidum latex agglutination (TPLA) tests were positive. We performed additional 
tests to detect mixed sexual transmitted infections. The results of HCV antibody chemiluminescent enzyme 
immunoassay and HIV-1/2 antibody chemiluminescent immunoassay were positive, but the confirmatory 
tests for HIV, HCV, and syphilis using western blot, polymerase chain reaction, and fluorescent treponemal 
antibody-absorption tests were negative. After one month, the patient was still positive for PVB IgM, but was 
found to be negative for RPR, TPLA, HCV and HIV-1/2 antibody. These results were considered due to cross 
reactions caused by acute PVB infection.

Discussion: 
This is the first case of acute PVB infection with false positive results for HIV, HCV, and syphilis. Because 
false positives induce mental burden in patients and waste resources, close attention is required while 
selecting screening tests when PVB infection is suspected.
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Introduction: 
The hospitalist system is considered successful in improvement in quality of care and cost effectiveness; 
previous studies have consistently demonstrated clinical efficiency in the United States. Since its recent 
introduction in Japan, there have been high expectations for the impact of the hospital system, but its efficacy 
there has not yet been examined. Japanese medical care is characterized by specialization and fragmentation 
of care. Japanese physicians are reportedly showing high levels of specialty in their respective fields. 
There is increased concern, however, about the capability of each specialist in comprehensive and effective 
management of patients with multiple comorbidities. As Japan is facing the challenge of being a “super-aged 
society”, many elderly patients with one or more complex chronic diseases may require continuous, proactive 
and tailored care. Consequently, the Japanese medical system faces the challenge of coping with the complex 
demands of the “super-aged society” it serves. This study investigates the impact of a hospitalist system on 
quality of care and healthcare economics among a Japanese population.

Methods: 
We analyzed 274 patients 65 years of age or older whose most resource-consuming diagnosis on admission 
was aspiration pneumonia. We stratified patients as those managed by hospitalist service compared with 
those patients managed by other departments (control group). The outcomes of this study were healthcare 
economics (length of stay and hospital costs) and quality of care (duration of antibiotics therapy, rate of 
change to oral antibiotics, number of chest X-rays, and number of lab tests). We also analyzed mortality rate 
and readmission within one month. Propensity score matching was used to minimize selection biases.

Results: 
In matched pairs, length of stay in the hospitalist group was shorter than of the control group. Care by 
the hospitalist system was also associated with significantly lower hospital costs and shorter duration of 
antibiotics therapy. The number of chest X-rays and lab tests were also consistently lower in the hospitalist 
group than in the conventionally treated group. There was no statistically significant difference in mortality 
rate or readmission rate between the groups.

Conclusion: 
Our observational study shows that the hospitalist system could improve on conventional care in healthcare 
economics and quality of care. There is indication that the hospital system could be successfully implemented 
in Japan.
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Introduction:
Chickenpox mainly occurs in patients under 15 years old (90-92% of cases) and rarely in those over 50. 
Neurological complications secondary to chicken pox, such as facial paralysis and encephalitis are very 
rare (0.01-0.03%). They usually occur during or after exanthemata. Typically, early treatment with oral 
glucocorticoids is recommended for all patients with idiopathic facial nerve palsy or facial nerve palsy with 
suspected viral etiology. In chickenpox patients, however, it is reported that glucocorticoids could exacerbate 
the condition.
Our elderly patient had chickenpox with facial nerve paralysis as first the presentation.

Case Description:
A 91-year-old man with diabetes mellitus visited his primary care doctor with symptoms of left peripheral 
facial nerve paralysis. Early treatment with oral glucocorticoids is recommended for all such patients. He 
was therefore prescribed oral corticosteroid as standard. On physical examination a week later, exanthemata 
presented on right-side 6-12 thoracic dermatomes. The next day, exanthemata and vesicular eruptions with 
red halos appeared on the left soft palate, left laryngeal region and the left auricle. Disseminated herpes zoster 
was considered and acyclovir was administered intravenously with cessation of corticosteroid, but painless 
vesicular eruptions increased sporadically. Varicella-zoster virus (VZV) IgM was markedly increased, but 
herpes simplex virus IgM was not, so final diagnosis was chickenpox. The patient was treated with acyclovir 
and valaciclovir for six days. By day 11, all symptoms disappeared and his general condition improved.

Discussion: 
As chickenpox is unusual in geriatric patients, and because neurological complications are especially rare, 
chickenpox was not initially considered in this case. We prescribed oral corticosteroids to treat facial nerve 
paralysis, but patients with facial nerve paralysis should be considered carefully. Infections caused by VZV, 
for example, should be considered, with change to an appropriate treatment if exanthemata appear.
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Introduction: 
Despite the usefulness of medical predictors, few models have focused on high critical lab test values as 
indicators of very short-term outcomes.

Study Design: 
Cross-sectional study, Case-control design 

Setting & Participants: 
Of all data of patients attending the Saitama Medical Center from 2004 to 2013, we included data from 194 
patients with critical high plasma aspartic aminotransferase (AST) levels (over 3,000 U/L). We excluded 
patients with cardiopulmonary arrest or those who were duplicated.

Predictor or Factor: 
We investigated the covariates of age, gender, vital signs, history of smoking, lab tests, Charlson Comorbidity 
Index, and diagnosis of these patients.

Outcomes: 
Primary 72-hour outcome after the AST examinations

Measurements: 
We performed multivariate logistic regression analyses (MLRA) of factors associated with the 72-hour 
outcomes after the AST examinations.

Results: 
The number of fatalities in our group of patients was 63; the other 131 patients survived. The results of 
MLRA indicated that the test results of serum inorganic phosphorus (IP), alkaline phosphatase (ALP), 
creatine kinase (CK), and sodium (Na) levels were independently associated with the 72-hour outcome [IP, 
odds ratio, 11.9 (95% confidence interval, 3.86–36.9); ALP, 4.31 (1.87–9.94); CK, 1.42 (1.01–1.90); and Na, 
6.95 (1.75–27.6)]. By combining these results, the logit function prediction formula for the probability of 
death after 72 hours was 2.48 × [IP] + 1.46 × [ALP] + 0.34 × [CK] + 19.4 × [Na] -114.

Limitations: 
The model derived from MLRA needs to be validated prospectively

Conclusions: 
IP, ALP, CK, and Na serum levels were independently associated with the primary 72-hour prognosis for 
patients exhibiting high critical AST levels.
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Myocardial perforation and cardiac tamponade as an early complication of 
infective endocarditis.

Satoshi Suzukia, Keiko Suzukia, Manami Iwasakib, Yuji Naitoa, Hiroshi Sugikia, Tatsuya Murakamia

a Asahikawa City Hospital
b Hokkaido University Hospital

Introduction:
Left ventricular free wall rupture is a rare complication of infective endocarditis. We report a case of infective 
endocarditis with MRSA, complicated with cardiac tamponade due to myocardial rupture. 

Case description:
A 65-year-old man who had diabetes mellitus presented fever and general fatigue. Medical history was 
remarkable for alcoholism with successful abstinence, hepatic abscess and thoracic surgery for lung cancer. 
MRSA was detected from blood culture and vancomycin was started, although an obvious focus was not 
found through extensive checkup including echocardiogram. A week later, echocardiographic reevaluation 
showed massive pericardial effusion and he developed cardiac tamponade. Immediate pericardiocentesis 
demonstrated bloody effusion with positive culture for MRSA. Purulent pericarditis was the tentative 
diagnosis, however, repetitive echocardiogram revealed mitral valvular vegetation. Cardiac surgery was 
indicated for infective endocarditis because of persistent bacteremia, asymptomatic systemic embolism and 
exacerbating mitral regurgitation. The operation showed valvular perforation on the posterior mitral annulus 
accompanied by dense annular calcification and adjacent cleft on the inferior wall of the left ventricle, 
estimated cause of myocardial rupture and subsequent cardiac tamponade. Mitral valve replacement, annular 
decalcification and closure of the left ventricular cleft was performed. Daptomycin was continued for four 
weeks after the surgery and the patient recovered.

Discussion:
Myocardial perforation is rare to occur as an early complication of infective endocarditis. It is presumed 
to be a consequence of perivalvular extension of infection to adjacent myocardium. In general, it requires 
immediate surgery, however, it was characteristic in this case that pericardiocentesis and conservative 
antibiotic therapy led to elective surgery.
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Being hidden in vessels : lymphoma without lymphadenopathy

Haruka Nambaa, Tomoya Shibab, Mitsuya Katayamaa

a National Hospital Organization Tokyo Medical Center
b Higashisaitama National Hospital

Introduction:
Intravascular lymphoma (IVL) is a rare subtype of large cell lymphoma that is characterized by the 
proliferation of lymphoma cells within the lumina of small blood vessels. We report a case of intravascular 
large B-cell lymphoma (IVLBCL) diagnosed by a random skin biopsy.

Case:
A 63-year-old woman came to the hospital presenting with shortness of breath for 1 month, bilateral pedal 
edema, fever and night sweats for 3 weeks. She underwent a total hysterectomy otherwise she doesn’t have 
any medical history. On physical examination, she appeared pale and her vital signs showed a temperature of 
37.3 °C, blood pressure 126/76 mmHg, pulse 93 beats per minute, respiratory rate 16 per minute, and pulse 
oximetry 89% in ambient air. On laboratory testing, her hemoglobin was 7.5 g/dl, platelet count 12.9×104/μl, 
creatinine 1.82 mg/dl, and LDH 2086 U/l, and uric acid 9.3 mg/dl. In addition to her clinical presentation, her 
blood tests suggested that she might have hematologic malignancies. We performed CT with contrast of her 
neck, chest and abdomen which showed hepatosplenomegaly without any lymphadenopathy. She had bone 
marrow aspiration and skin biopsy was performed which showed monoclonal B cell proliferation in her bone 
marrow and the skin biopsy showed numerous large B-cell lymphocytes infiltrates blood vessels from dermis 
to subcutaneous tissue. Thus, she was diagnosed with IVLBCL and is currently treated with R-CHOP which 
makes her noticeable symptoms including shortness of breath much milder.

Discussion: 
Early recognition of the possibility of IVL from the clinical history is important for prompt diagnosis of it. 
Even without significant lymphadenopathy on images, it is important to perform random skin biopsy for the 
diagnosis of IVL upon taking care of patients with B symptoms, unexplained LDH, uric acid elevation.
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A Tuberculosis(TB) meningitis suspected case managed with information in 
Japanese

Kenichiro Akazawaa

a Shonan Fujisawa Tokushukai Hospital

Introduction:
We look for information when treating a challenging disease. There are many informations and searching 
method will be important. Many Physicians do this in English. But some times languages other than English 
may be more useful, specially when the disease is endemic. Here we report a case suspected of tuberculosis 
meningitis suggesting these facts.

Case Description:
A 58-year-old man developed fever 4 days before admission. 2 days before admission he had double vision, 
and had altered mental status on the day of admission. He works for a publishing company, was healthy with 
a normal height and weight.
On examination, temperature was 40°C, blood pressure was 136/86 mm Hg, pulse 98 beats per minute. He 
had diplopia on left lateral gaze and no meningeal irritating signs. He had no abnormalities with his blood 
test. His Cerebrospinal Fluid(CSF) showed an mononucleosis with a cell count of 399/3/μl, elevated protein 
of 209.5 mg/dl, and a decreased CSF-to-serum glucose ratio of 0.4. The acid fast stain and PCR for TB was 
negative for three times. Though his CSF-to-serum glucose ratio suggesting the probability of TB meningitis, 
we were confused with the acute course and the negative acid fast stain and PCR. Using the Clinical 
Diagnosis Score of The Japanese TB meningitis guide line, we started to treat him as TB meningitis on the 
20th day of admission. He improved with the treatment and is being treated at the out patient clinic now.

Discussion:
The sensitivity of tests against TB meningitis are low and oftenly the diagnosis will be challenging. First we 
looked for information but could not get it in English. TB is less seen in areas that provide useful sources in 
English. On the other hand, TB is much more seen in Japan. Information of endemic disease may be available 
in their local language and searching them in their language could help physicians and patients.
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Acute porphyria: anatomically unexplained abdominal pain

Asako Hoshia, Hiro Takefujia, Tetsuro Hayashia, Mitsuya Katayamaa, Shinji Yoshidaa

a Tokyo Medical Center

Introduction:
Acute porphyrias are disorders of heme synthesis that could cause acute neurovisceral symptoms including 
abdominal pain. The diagnosis is challenging due to their rarity in Japan and nonspecific symptoms. We 
report a case of acute porphyria presenting with abdominal pain and diagnosed only after laparoscopic 
surgery, then discuss when to suspect this rare entity.

Case Presentation:
A 19-year-old woman of Ghanaian and Japanese ancestry presented to our hospital with 2 week history of 
severe abdominal pain. Computed tomography of the abdomen and pelvis revealed an adnexal cyst. On 
suspicion of ovarian torsion, she underwent laparoscopic cystectomy in the gynecology service. Because 
the abdominal pain did not improve after surgery, she was referred to our department for further evaluation. 
She was suffering from urinary retention and numbness of both thighs postoperatively. On examination, 
she appeared distressed by the abdominal pain. The blood pressure was 164/122 mmHg, and the pulse 103 
beats per minute; the other vital signs were normal. The abdomen was soft, with diffuse tenderness. No 
neurological deficit was present. Laboratory testing revealed the serum sodium of 124 mEq/l (fractional 
excretion of sodium 0.7%), C-reactive protein 0.3 mg/dl, negative antinuclear antibody, and normal levels 
of thyrotropin and cortisol. The 24-hour urinary porphobilinogen was markedly elevated to 176.2 mg, which 
confirmed the diagnosis of acute porphyria. Although her abdominal pain improved spontaneously, she 
repeated episodes of abdominal pain even after.

Discussion:
The differential diagnosis of abdominal pain is broad, including rare diseases. The first step in narrowing 
the differential diagnosis is to identify the involved organ. If it cannot be identified, humoral factors should 
be considered as the cause. Acute porphyrias should be suspected especially in patients with dysautonomia, 
neurological symptoms, or the syndrome of inappropriate antidiuresis.
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A rare case of Ramsay Hunt syndrome that involved cranial nerves IX and X, 
but not VII or VIII

Yuichi Hasegawaa, Shusaku Tomiyamaa, Kenichi Nakamuraa, Masatomo Kiyotaa, Hiroshi Imuraa, 
Tadashi Nakajimab

a Iizuka Hospital Department of General Internal Medicine
b Iizuka Hosipital Department of Otorhinology

Introduction:
Ramsay Hunt syndrome is triggered by reactivation of latent varicella-zoster virus (VZV) in the geniculate 
ganglion. The condition typically presents as a vesicular rash (shingles) on the auricles, and with symptoms 
of injury of cranial nerves (CNs) VII and VIII, such as dizziness, hearing loss, tinnitus, and facial paralysis. 
However, there are rare cases in which the neurological deficits are additionally associated with other CNs. 
Here, we report such a case of Ramsay Hunt syndrome with involvement of CNs IX and X, without any 
characteristic signs associated with that of CNs VII or VIII.

Case Presentation:
The patient was a 68-year-old woman with an unremarkable medical history. One week prior to our 
encounter, she felt pain in the left ear and throat. A local doctor diagnosed her with upper respiratory 
tract inflammation, and scheduled her for a follow-up. However, not only her left ear pain and sore throat 
persisted, but she also developed dysphagia and hoarseness of voice. At this point, she visited our hospital 
for an examination. Redness and vesicular lesions were observed on her left auricle; similar lesions were 
observed on her laryngeal fibers. Vocal cord immobility and laryngeal pooling were also noted on the left 
side. VZV antibody testing revealed a positive result. Considering this in conjunction with the dermatological 
findings, we diagnosed her with Ramsay Hunt syndrome. We subsequently started a 7-day course of oral 
valacyclovir.
Consequently, her sore throat and auricular redness disappeared. The vesicular lesions in her throat also 
disappeared, as revealed by the follow-up laryngoscopy. Unfortunately, her left vocal fold immobility and 
hoarseness did not improve. The vocal cord paralysis is often intractable, and thus, requires a long-term 
follow-up. Our hospital will continue to monitor this case on an outpatient basis.

Discussion:
We observed a rare case of Ramsay Hunt syndrome, which involved CNs IX and X, but not CNs VII or VIII. 
There are reports of cases of Ramsay Hunt syndrome that were associated with polyneuropathy, such as palsy 
of the glossopharyngeal and vagus nerves, without the classic paralysis of the facial and vestibulocochlear 
nerves. The early diagnosis of the disease is difficult when neurological symptoms precede the classic 
dermatological signs. Examining the oropharyngeal cavity of patients with the chief complaints of sore throat 
or ears is a crucial opportunity to diagnose and treat Ramsay Hunt syndrome at an early stage.
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Nosocomial fatal necrotizing soft tissue infection by Aeromonas hydrophila in 
a patient with alcoholic anorexia nervosa

Manabu Hayakawaa, Kazuo Hakkakua, Takao Gotoa, Keita Endoa, Rentaro Odaa, Yasuhiro Norisuea, 
Eiji Hiraokaa

a Department of Internal Medicine, Tokyo Bay Urayasu Ichikawa Medical Center

Introduction:
Necrotizing soft tissue infection (NSTI) is life threatening condition and need timely diagnosis and treatment. 
We present a rare case of nosocomial NSTI caused by Aeromonas hydrophila (A. hydrophila).

Case description:
A 45-year-old alcoholic woman with anorexia nervosa (AN) and alcoholism was admitted to our hospital 
for altered mental status. She was cachectic. Blood pressure was 66/47 mmHg. Other physical findings 
were within normal limit. Laboratory test showed elevated liver enzymes and hypoglycemia, and otherwise 
normal. Her consciousness became clear after glucose administration and her blood pressure was normalized 
after intravenous fluid. Blood culture grew up none. Cause of hypotension and hypoglycemia were 
considered to be malnutrition complicated with AN and alcoholic liver disease. She had been well with 
intravenous therapy after admission. On hospital day 4, she developed skin break with no pain in bilateral 
legs. These were cleaned by daily tap water irrigation and covered by dressing. On day 10, severe pain with 
purpura occurred in his right leg and she became in shock state, being diagnosed with NSTI. In spite of 
intensive care, she died the next day. The cultures of blood and the wound grew up A. hydrophila group.

Discussion:
We experienced nosocomial NSTI due to A. hydrophila in a patient with AN and alcoholic liver disease. 
Reportedly, 30-50% of A. hydrophila bacteremic cases are nosocomial, and the risk factor is chronic liver 
disease. A. hydrophila can be isolated from hospital water, which may be source of the infection, especially 
when moist pack therapy is postulated for wound like our case. Although it is rare, the rapid worsening of 
the wound infection in the setting of being treated with tap water irrigation should alert the clinician to the 
possibility of NSTI with A. hydrophila even in the hospitalized patients.
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An unusual case of Guillain-Barre syndrome following completion of 
chemotherapy with R-CHOP for diffuse large B cell lymphoma

Tomoko Kumakawaa, Yuji Yamadaa, Hidetomo Nakamotoa, Yoshitaka Miyakawaa

a Department of General Internal Medicine, Saitama Medical University Hospital

Introduction:
Guillain-Barre syndrome (GBS) is an autoimmune disorder of the peripheral nerves, often preceded by 
infection with Campylobacter, Mycoplasma or viruses. We report a rare case of GBS without prior infection 
following completion of R-CHOP for diffuse large B cell lymphoma (DLBCL).

Case Presentation:
A 76-year-old Japanese man presented with progressive muscle weakness of four extremities. He completed 
initial chemotherapy with six cycles of R-CHOP, which suppresses B cells, for advanced-stage DLBCL 
four weeks prior to presentation. The clinical course was complicated by chemotherapy-induced peripheral 
neuropathy causing stable paresthesia in the hands and feet. Two weeks later, he developed symmetric 
muscle weakness starting in both hands. He also gradually developed difficulty walking and finally fell, upon 
which he visited the emergency room. He had no preceding episodes of infection. On examination, vital signs 
were all within normal range. Neurological examination showed 3/5 and 4/5 muscle weakness in bilateral 
upper and lower extremities, respectively. Muscle tone in all four extremities was reduced. Deep tendon 
reflexes in the four extremities were all absent. Paresthesia was stable. Laboratory data were not significant, 
except for IgG of 451mg/dL and CD19-positive lymphocytes of 0/µL. Cerebrospinal fluid analysis 
revealed albuminocytologic dissociation. The patient was diagnosed with GBS and initiated on intravenous 
immunoglobulin.

Discussion:
Antecedent infection is associated with 70–90% of GBS cases. However, multiple cases have been reported 
regarding chemotherapy-related GBS. Though polyneuropathy is a common side effect of chemotherapy, 
GBS should still be considered as a differential diagnosis in cases with progressive peripheral nerve signs 
excessive for such adverse events.
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A rare case of systemic AA amyloidosis and protein-losing gastroenteropathy 
caused by undifferentiated carcinoma

Shota Kamia, Akihiro Shiroshitab, Kei Nakashimab, Ayumu Otsukib, Wataru Uegamic, 
 Keishin Sunagawac, Ayumi Saitod, Junya Fukuokac, Mashiro Aoshimab

a  Postgraduate Clinical Training Center, Kameda Medical Center
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c Department of Anatomic Pathology, Kameda Medical Center

d Department of Oncology, Kameda Medical Center

Introduction:
Protein-losing gastroenteropathy is a rare disease that causes edema and chronic diarrhea because of low-
molecular-weight protein leaking from blood vessels to the intestinal tract. Amyloid A (AA) amyloidosis 
is one of the causes of protein-losing gastroenteropathy caused by chronic inflammation, especially 
autoimmune diseases and neoplasms. To date, there have been no cases of protein-losing gastroenteropathy 
with AA amyloidosis due to undifferentiated carcinoma of unknown origin. 

Case Description: 
The patient was a 66-year-old woman with Kartagener’s syndrome who complained of intractable watery 
diarrhea for 2 months. On physical examination, she was alert and oriented. Her blood pressure was 105/66 
mmHg, pulse rate was 68 beats/minute, respiratory rate was 16 breaths/minute, oxygen saturation was 
100% in room air, and body temperature was 36.5°C. An abdominal examination showed hyperactive bowel 
sounds and did not reveal pain on palpation. Her skin was normal, and she denied arthralgia. Laboratory 
results revealed severe hypoalbuminemia and no proteinuria, so she was suspected with protein-losing 
gastroenteropathy; her total protein level was 5.7 g/μL and albumin level was 1.5 g/μL. Further examinations 
including gastrointestinal endoscopy and colonoscopy that showed AA amyloid deposition in the duodenum 
and large intestine. Based on the result of 99mTc-diethylenetriaminepentaacetic acid human serum albumin 
scintigraphy, the diagnosis of protein-losing gastroenteropathy was confirmed. Computed tomography (CT) 
with contrast and positron emission tomography-CT revealed an intrapelvic mass with multiple lymph node 
metastases. Laparoscopy was performed, and the pathological results showed undifferentiated carcinoma. 
After the surgery, her watery diarrhea and severe hypoalbuminemia resolved in a month. There has been no 
recurrence since then. 

Discussion: 
Undifferentiated carcinoma can be one of the causes of AA amyloidosis and protein-losing gastroenteropathy. 
Early recognition and interventions could lead to an increased likelihood of regression of amyloidosis.



P-28 (Senior Resident)

Abdominal pain can be the only manifestation of Legionella pneumonia: 
 Role of routine chest X-ray.

Futoshi Iwataa, Jun Eharaa, Keiichi Itob, Eiji Hiraokaa

a Tokyo Bay Urayasu Ichikawa Medical Center
b Mie Prefectural Shima Hospital

Introduction:
Routine chest x-ray (CXR) has been reported to be not useful for the management of hospitalized patients. 
We will present a rare case, in which routine CXR lead to the correct and timely diagnosis of Legionella 
pneumonia manifesting with abdominal pain, lacking respiratory signs and symptoms. 

Case Presentation:
A 53-year-old man, who has no past medical history presented with a 5-day history of lower abdominal 
pain, fever, malaise, and constipation. He denied any respiratory symptoms such as cough and dyspnea. On 
examination, the patient looked unwell but was not distressed, the blood pressure was normal, the pulse 
103 beats per minute, the temperature 38.9°C, and there is neither tachypnea nor hypoxemia. There are no 
specific findings on physical exam other than the distended abdomen and lower abdominal tenderness with no 
crackles or wheeze on chest auscultation. Complete blood count was normal. Aspartate aminotransaminase 
and alanine aminotransferase, creatine phosphokinase and C-reacting protein were elevated on biochemistry 
tests. Abdominal computed tomography scan showed edema of the wall of the intestine. We decided to admit 
him with the presumptive diagnosis with infectious enteritis. However, routine chest X-ray on admission 
disclosed infiltrate on the left lung. Thereafter, repeated careful history taking revealed recent exposure to hot 
spring. Final diagnosis with Legionella pneumonia was made based on a positive urine test for its antigen. 

Discussion:
Previous studies have shown that routine CXR on admission is not useful and inappropriate on a cost-
benefit basis. It is reported that Legionella pneumonia sometimes lacks respiratory signs and symptoms, and 
pneumonia is not even suspected, where routine CXR is the only clue for the diagnosis. Routine CXR should 
be performed when a definitive diagnosis is not made among sick patients requiring hospitalization.
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Scurvy in present-day Japan
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Introduction:
Scurvy is known from history as a disease caused by vitamin C deficiency. Although now seen infrequently, 
it still occurs in malnourished patients. We present three cases of recent male patients who presented scurvy, 
each with similar symptoms, including general purpura and loss of appetite.

Case Presentation:
Case 1 was 86-years-old and had recurrent falls, confusion, and convulsions. He had appetite loss and pedal 
edema over two years. He underwent a total gastrectomy thirty years before. body mass index (BMI) was 16. 
He ate mostly carbohydrates. Laboratory study showed low levels of serum vitamin B1 (VB1) (15 µg/mL; 
normal 20-50 µg/mL), vitamin B12 (VB12) (122 pg/mL; normal 180-914 pg/mL), copper (75 µg/dL; normal 
78-131 µg/dL), zinc (53 µg/dL; normal 80-130 µg/dL), and vitamin C (VC) (< 0.2 µg/mL; normal 3.3-13.7 
µg/mL).

Case 2 was 74 years old, bedridden and had anemia. His appetite loss and fatigue developed over a month. 
He also underwent total gastrectomy, 19 years before. BMI was 16.1. Laboratory study showed low levels of 
serum VB1 (15 µg/mL), VB12 (50 pg/mL), zinc (53 µg/dL), and VC (0.3 µg/mL).

Case 3 was 85-years-old and bedridden and unable to move. He ate almost only bread and his appetite loss 
developed over five months. BMI was 16.9, Laboratory study showed low levels of serum VB1 (15 µg/mL), 
VB12 (325 pg/mL), copper (67 µg/dL), zinc (54 µg/dL), and VC (0.2 µg/mL).

Discussion:
VC deficiency is thought to be rare, but many patients may remain undiagnosed. Risk factors of scurvy 
include inactive daily life, being elderly, unbalanced diet and inadequate dietary intake. Our patients each had 
these common features plus wasting, purpura, and multivitamin and micronutrient deficiency. All our patients 
were satisfactorily treated with VC and multivitamins and their symptoms improved. Since scurvy can be 
a killer disease, it is important to identify patients at risk. The possibility of scurvy should be considered in 
elderly, malnourished patients.
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A Case Report of Disseminated Gonococcal Infection Masquerading as 
Crystal Induced Arthritis
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Introduction:
Disseminated gonococcal infection (DGI) results from bacteremic spread of the sexually transmitted 
pathogen, Neisseria gonorrhoeae, which can lead to a variety of clinical symptoms and signs. DGI can a 
difficult diagnosis and is often initially missed.

Case Presentation:
A previously healthy 47-year-old right hand dominant male presented to the emergency department (ED) 
complaining of left wrist pain and swelling that rapidly worsened over 2 days. He denied trauma to the area, 
but complained of subjective fever and chills. He had been sexually active with 2 female partners in the past 
2 months. Physical exam was unremarkable except edema and tenderness of left wrist and finger joints. He 
was suspected to have crystal induced arthritis or cellulitis and oral ibuprofen and intravenous clindamycin 
were initiated with minimal response. The following day, wrist aspiration was performed and sent for 
analysis. White blood cell count could not be performed due to a clotted sample, but 88% polymorphonuclear 
cells and both intracellular and extracellular positively birefringent crystals were identified. He was 
diagnosed with pseudogout, and was sent home. Later on the same day, he was called back to the ED because 
the fluid culture was reported as positive. He underwent debridement and on day 4 the culture resulted as N 
gonorrhoeae, which was susceptible to ceftriaxone and ciprofloxacin. He completed one dose of azithromycin 
plus 7 days of ceftriaxone with improvement in his symptoms.

Discussion:
This case demonstrates the need for a heightened awareness of DGI. The diagnosis of DGI may be difficult as 
the sensitivity of gram stain and culture are low at about 20%. Clinicians should remain suspicious of septic 
arthritis even when crystals are present on synovial exam as both entities can co-exist. If DGI is suspected 
and cultures are negative, PCR of mucous membranes should be performed and will increase diagnostic 
yield.
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Prevalence of potentially inappropriate medications at admission and  
discharge among hospitalized elderly patients.

Junpei Komagaminea, Taku Yabukia, Masaki Kobayashia
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Background: 
Although potentially inappropriate medications (PIMs) should be avoided as possible, hospitalization often 
increase the use of PIMs among elderly patients. Nonetheless, few studies have investigated the prevalence 
of PIM use at admission and discharge among hospitalized elderly patients in Japan.

Study design: 
A prospective single-center cross-sectional study using electronic medical records.

Setting: 
Acute care hospital.

Participants: 
All consecutive patients aged 65 years or older (n = 739) who were admitted to the internal medicine ward 
from May 2017 to May 2018 and who were alive at discharge were included. Patients who were electively 
admitted for diagnostic or intervention procedures were excluded.

Outcomes: 
Prevalence of any PIM use.

Measurements: 
The proportion of patients taking any PIMs at admission and discharge was calculated. The rates of reduction 
in the prevalence of any PIM use from admission to discharge were also calculated. Potentially inappropriate 
medication was defined based on the 2015 Beers criteria.

Results: 
The median patient age was 82 years (interquartile range (IQR) 74 - 88), 389 (52.6%) were women, the 
median Charlson Comorbidity Index was 2 (IQR 0 - 3), and the median number of medications at admission 
was 5 (IQR 3 - 8). The proportion of patients taking any PIMs at admission and discharge was 47.2% and 
32.2%, respectively. The prevalence of any PIM use was significantly reduced from admission to discharge 
(reduction rate 0.32; 95% confidence interval 0.25 – 0.38). The most common categories of PIMs at 
discharge were proton-pump inhibitors, benzodiazepines, hypnotics, and antipsychotics.

Limitations: 
Adherence to and temporal changes in medication use after discharge were not evaluated.

Conclusions: 
Approximately one-third of hospitalized elderly patients were taking any PIMs at discharge, although there 
was a significant reduction in the proportion of PIM use from admission to discharge. Our findings should be 
confirmed at other Japanese hospitals.

Registration: 
This research was registered at the University Hospital Medical Information Network clinical registry 
(Registration number: UMIN000027189)
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No show and delayed diagnosis of lung cancer: importance of the reminder 
system
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Introduction:
Appointment “no-shows” are associated with low quality of care in primary care settings. We experienced 
a case that appointment “no show” for follow-up of lung lesion possibly delayed the diagnosis with lung 
cancer. 

Case Description:
A 44-year-old man without significant past medical history came to our outpatient clinic with a two-week 
history of right hypochondralgia. He denied cough, hemoptysis, or chest pain. He was a current smoker. On 
examination, vital signs were not significant. Lungs were clear to auscultation bilaterally. The abdominal 
examinations were not contributory. There was no skin rash. Laboratory tests were not performed. Chest X 
ray and abdominal ultrasonography didn’t reveal any significant findings. Abdominal computed tomography 
(CT) scan showed a small nodule (5mm) adjacent to pleura and thickness of pleura in the right lung. Our 
radiologist reported it was likely to granulomatous lesion but could be lung cancer. Therefore, follow-up CT 
scan was planned in one month. However, he didn’t show up on the appointment day. Then, he appeared 
two months later when the pain was worse and performance status was worsened to grade 2. Chest CT scan 
revealed multiple tumors in right lung which invaded pleura and thoracic vertebrae. Thoracoscopic tumor 
biopsy diagnosed him as squamous cell carcinoma which express PD-L1. He started to receive anti-PD-L1 
therapy on 18 weeks after the first visit. Ten weeks later, he died of respiratory failure.

Discussion:
This was a case that the diagnosis of lung cancer was delayed because the patient did not show up on 
appointment day and we did not remind him. Appointment “no-shows” are associated with incomplete cancer 
screenings and high level of HbA1c in primary care. And reminder system is effective in lowering no-show 
rate. Reminder system might be needed to improve prognosis in acute care setting as well.
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Hypermagnesemia induced by bowel preparation prior to colonoscopy in a 
patient without renal failure
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Introduction:
Hypermagnesemia can produce life threatening side effect of treatment with magnesium product in patients 
with chronic kidney disease. We present a case of severe hypermagnesemia with normal kidney function after 
colonoscopy preparation with oral magnesium. 
 
Case Presentation:
A 67-year-old asymptomatic man was found to be positive for fecal occult blood test on annual physical 
check-up. Colonoscopy was performed at a local clinic. After 2 hours, he developed lower abdominal 
pain, nausea and vomiting. Then, he was carried into our hospital by ambulance. On examination, he was 
noted to have confusion with dysarthria and quadraparesis. Abdominal computed tomography scan showed 
obstruction in the sigmoid colon. At this moment, we were still not sure of the cause of his neurological 
abnormalities. Laboratory test disclosed serum magnesium level 14.4 mg/dL and normal creatinine. Later, 
we confirmed with his endoscopist that he received magnesium product as colonoscopy preparation. His 
final diagnosis was hypermagnesemia induced by magnesium product and colonic obstruction. Hemodialysis 
lowered his serum magnesium level and improved muscle weakness. He had large amount of soft stool after 
admission and abdominal symptoms improved. Later, his tumor was diagnosed with cancer and was resected.
 
Discussion:
In this case, hypermagnesemia was diagnosed by routine laboratory test, being performed with no clinical 
suspicion. Magnesium citrate is still commonly used as bowel preparation like our case. They do not check 
serum magnesium without clinical suspicion in most hospitals. Even among patients with no history of renal 
insufficiency, even when we do not have information of what preparation is performed before colonoscopy, 
we should check serum magnesium level, when patients present with muscle weakness or altered mental 
status after colonoscopy.
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The usefulness of the telemedical health consultation of employee annual 
medical check-up by the general physician

Takuya Onoa

a Ono Cardiology and GP Office

Importance: 
The general physicians (GP) holding the industry physicians simultaneously can’t have time enough to 
undergo the health consultation (HC) for all employees who have something problems about their health 
check-up. However, it is not established usefulness of the telemedical HC (THC) between GP and employees 
by the using the telemedicine application.

Objective:
To evaluate the affinity and the benefits of THC to employees by GP.
Design, Setting and Participants Questionnaire research was performed at the Civil Engineering Support 
and Training Center of Tokyo Metropolitan Government Burau of Construction. A total of 21 employees 
were consulted through the smart phone by using the telemedical application with GP’s personal computer. 
After THC, they filled out questionnaires and, if agreed, declared for their participation of this projects. The 
questionnaires composed of 8 items; operation, booking, mental stress, response, image and voice quality, 
comprehension, and choice of the real interview or the telemedical interview (TI). 

Main Outcomes and Measures: 
Primary outcome is the results of questionnaire about THC.

Results: 
The mean age of the participants was 58 years. The operation of smart phone and the comprehension by THC 
are evaluated highly. However, the qualities of both its image and sound were lower. The 70% of them chose 
THC.

Conclusions and Relevance: 
THC is beneficial and points to be improved. However, it should be needed to demonstrate the noninferiority 
of THC, comparing with real HC.
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Empagliflozin, Sodium-glucose cotransporter-2 inhibitors (SGLT2-I) may 
increase the risk of urinary tract infections and diabetic ketoacidosis among 

patients with type 2 diabetes mellitus (T2D).

Takara Fukasawaa, Kentaro Okumaa, Tatsuki Fukushimaa, Mitsuya Katayamaa

a Tokyo National Medical Center

Introduction:
SGLT2-I is a newly approved medicine in Japan in 2014 and it is widely used for patients with T2D since 
the approval. The side effect of SGLT2-I include genitourinary infections, diabetic ketoacidosis (DKA) and 
dehydration. Here in, we report a case of DKA and urinary tract infection (UTI) that seems to be caused by 
SGLT2-I.

Case Description:
A 83-year-old woman with T2D and Alzheimer dementia presented to the hospital with altered mental 
status 2 days prior to admission (PTA). Two weeks PTA, she started taking empagliflozin. Thereafter, her 
family member noticed her cognitive function decreased. On physical examination, her JCS was 10-20, 
her temperature was 36.6 degrees Celsius, blood pressure was 119/60 mmHg, heart rate was 106 beats per 
minute, and respiratory rate 22 breathes per minute with kussumaul breathing. Oxygen saturation was 98% 
on room air. Her mouth and armpit were dry. The cost vertebral angle tenderness was present on her left side. 
The laboratory result showed WBC of 22300 /μl, glucose 571 mg/dl, BUN 93.5 mg/dl, creatinine 2.13 mg/
dl, HCO3 18.4 mmol/l and anion gap 24.8 mmol/l. Urinalysis showed pyuria and bacteriuria. We diagnosed 
her with DKA caused by pyelonephritis. She was treated with intravenous normal saline, insulin and 
ceftriaxone with good response. The blood and urine culture showed Eshericia coli and completed the course 
of antibiotics with oral amoxicillin. To avoid recurrence, we discontinued empagliflozin.

Discussion:
In our case, given the timing of starting empagliflozin, the cause of the pyelonephritis and DKA was thought 
to be from empagliflozin. Although the adverse effect of the SGLT2-I rarely occur, further caution for 
diabetic ketoacidosis and UTI is necessary in patients taking SGLT2-I.
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Odontogenic bacteremia in a patient complaining of fever with shaking chills: 
a case report

Koma Hottaa, Hirotaka Yamaguchia, Hiroshi Imuraa

a Aso Iizuka Hospital

Introduction:
Of the bacteria that yield positive blood cultures, about 5% are anaerobic, 2% of which are caused by 
intraoral infection. We report a case with repeated shaking chills diagnosed as an odontogenic infection with 
bacteremia of Parvimonas micra and Prevotella sp. requiring tooth extraction in which we experienced the 
utility of bacteriologic examination in the clinical course.

Case presentation:
A 69-year old ADL independent man presented with shaking chills since 3 days prior. On admission, 
vital signs were BP 127/69mmHg, HR 101bpm, RR 18/min, BT 37.4°C, with dental caries and halitosis 
observed. WBC was 12120/μL, CRP was 0.51mg/dL. We submitted blood cultures but postponed antibiotic 
administration until the source of the infection was detected. On day 2, we consulted a dentist to assess the 
oral manifestations and tooth extraction was deemed necessary. On day 3, anaerobic blood cultures came 
back positive and Gram staining showed chain-like positive cocci whose properties suggested an obligate 
anaerobic bacterium in the oral cavity. Gram negative bacilli were also later detected from anaerobic bottles 
and treated with antibiotics. On day 6, the blood culture bacteria were identified as Parvimonas micra 
and Prevotella sp. Infective endocarditis was not apparent. He was discharged on day 9 and administered 
antibiotics for a total of 14 days including oral antibiotics. A nearby dentist was asked to perform tooth 
extraction.

Discussion:
Shaking chills are regarded as a sign of bacteremia. Bacteriological evaluation including Gram staining 
is useful for clinical reasoning and management when blood cultures are positive. In cases of intraoral 
insufficiency in febrile patients with an unknown infection source, dental intervention including tooth 
extraction should be requested with thought to dental infection induced bacteremia.
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Preceding limbic encephalitis followed by a diagnosis of non-Hodgkin 
lymphoma

Osamu Kanekoa, Yuji Yamadaa, Hidetomo Nakamotoa, Yoshitaka Miyakawaa

a Saitama Medical University General Internal Medicine

Introduction: 
Limbic encephalitis is an inflammatory process affecting the limbic system, which results in psychotic 
symptoms, memory deficit, or altered mental status. This disease can be a paraneoplastic syndrome but the 
number of cases associated with non-Hodgkin lymphoma is limited. We experienced a rare case of limbic 
encephalitis likely related to diffuse large B cell lymphoma (DLBCL), which was diagnosed eighteen months 
after the onset of encephalitis. 

Case presentation: 
A 51-year-old man presented with subacute onset of auditory hallucinations and abnormal behaviors such 
as suddenly getting naked. His temperature was 38°C and physical exam revealed no focal signs. CT of 
the head and spinal fluid analysis showed no abnormalities. He was started on antiviral and steroid therapy 
for possible encephalitis. MRI of the brain showed hyperintensity in the medical temporal lobe on FLAIR 
and he was diagnosed with limbic encephalitis. Spinal fluid herpes simplex virus PCR was negative. He 
completed antiviral treatment and was discharged home after two months with significant improvement. The 
cause of encephalitis remained unclear. Eighteen months after the event, he returned to our hospital because 
of nausea, appetite loss, and back pain. Examination revealed jaundice and laboratory data confirmed 
hyperbilirubinemia and LDH of 938 U/L. CT of the abdomen showed a compressed common bile duct due 
to a bulky mass. CT-guided biopsy of the mass confirmed a diagnosis of DLBCL. R-CHOP was initiated and 
his psychotic symptoms remained stable with antipsychotics. 

Discussion: 
In cases of limbic encephalitis, a diagnosis of malignancy may be confirmed later as seen in our case. 
Underlying neoplasms have been reported to be discovered within the first year in 90% of cases. Patients 
with limbic encephalitis of unknown etiology should be closely followed up and repeatedly evaluated for 
malignancies.
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Sjögren’s syndrome in an elderly woman presenting with gait disturbance: 
 A case report

SHU KOITOa, MASATAKA KUDOa, YUMI INOUEa, HIROSHI IMURAa

a ASO IIZUKA HOSPITAL

Patients with Sjögren’s syndrome exhibit glandular symptoms such as keratoconjunctivitis sicca and 
xerostomia, and extraglandular symptoms such as neuropathy. Approximately 30% of the elderly complain 
of dry eye, dry mouth, and lower extremity pain. Presently, we discuss the case of a patient presenting with 
lower limb pain and gait disturbance which was originally misdiagnosed as spinal stenosis following MRI 
and later, identified as extraglandular symptoms of Sjögren’s syndrome.

An 84-year-old woman visited Iizuka Hospital presenting with an abnormal sensation in the dorsal and 
plantar foot which began several years ago and eventually, spread to the right lower thigh. Physical 
examination confirmed the abnormal sensation of the dorsal and plantar left foot, and right crus (L4-S1 area). 
Lumbar MRI confirmed spinal stenosis of L4-S1 vertebrae; however, the consulting orthopedic surgeon 
concluded the stenosis to be insignificant. Owing to suspicions of mononeuritis multiplex, autoantibody tests 
were conducted which revealed elevated anti-Sjörgen’s Syndrome-A / B antibodies. The patient experienced 
xerostomia and the gum test revealed a value of 6.5 mm whereas, a lip biopsy confirmed the infiltration of 
lymphocytotoxic antibody-positive lymphocytes, and the result of Schirmer test was 4.5 / 1.0 mm. Therefore 
she was diagnosed with Sjögren’s syndrome and symptomatically treated with pregabalin 20 mg / day and 
duloxetine hydrochloride 40 mg / day.

Neuropathy associated with Sjögren’s syndrome reportedly occurs in approximately 10% of the population. 
The neurological symptoms of Sjögren’s syndrome vary, although peripheral neuropathy is common. Owing 
to the long clinical course, our patient received symptomatic treatment; however, early diagnosis warrants 
steroid administration. Therefore, a primary care physician should include Sjögren’s syndrome among the 
differential diagnoses when encountered with symptoms of peripheral neuropathy in the elderly.
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The reality of clinical management of HBs antigen-positive and HCV antibody-
positive patients by non-hepatology departments of Saga University Hospital 

in a suburban city, Japan

Yoshinori Tokushimaa, Midori Tokushimaa, Naoko Katsukia, Masaki Tagoa, Shinji Iwaneb, 
 Yuichiro Eguchib, Shu-ichi Yamashitaa

a Department of General Medicine, Saga University Hospital, Japan
b Liver Center, Saga University Hospital, Japan

Background: 
The aim of present study is to clarify the reality of clinical management of screening-positive patients of viral 
hepatitis in 2015.

Methods: 
We retrospectively analyzed patients whose status of HBs-Ag and HCV-Ab were checked by non-hepatology 
departments of Saga University Hospital in 2015. We analyzed all the HBs-Ag positive and HCV-Ab positive 
patients. The data including age, gender, visited department (one of the departments of internal medicine (IM) 
/ other than internal medicine (non-IM)), PLT, AST, ALT, γ-GTP were derived. Patients were divided into 
two groups, “referred group (RF)” and “non-referred group (non-RF)” by whether they were referred to the 
department of hepatology or not following the screening.

Results: 
HBs-Ag was screened in a total of 7,824 patients, revealing 151 patients positive (1.9%), 82 patients (36 
were men) of whom fulfilled the inclusion criteria. Non-RF consisted of 53 patients (65%). In univariate 
analysis, the proportion of patients visiting IM was significantly higher in RF (OR: 8.6, 95% CI: 2.5 - 30.5, p 
= 0.001). Multivariate analysis showed significantly higher proportion of IM patients in RF (9, 2.5 - 33.1, p = 
0.001).
HCV-Ab was screened in a total of 7,778 patients, revealing 395 patients positive (5.1%), 279 patients (142 
were men) of whom fulfilled the inclusion criteria. Non-RF consisted of 246 patients (88%). In univariate 
analysis, the proportions of patients visiting IM (2.4, 1.1 - 5.1, p = 0.040), and with higher level of ALT (2.3, 
1.1 - 5.0, p = 0.041) and γ-GTP (3.8, 1.6 - 9.2, p = 0.001) than median values were significantly higher in RF. 
Multivariate analysis showed significantly higher proportion of IM (2.8, 1.2 - 6.3, p = 0.015) and of those 
with higher level of γ-GTP (3.4, 1.4 - 8.3, p = 0.008). 

Conclusions: 
The present study suggests that screening-positive patients of viral hepatitis not have been managed 
adequately even in 2015, failing to reap a benefit of rapidly progressing medical therapy over the last decade.
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Disseminated Pasteurella multocida infection: an astonishing and unexpected 
cause of pyogenic spondylitis developed following septic shock

Shota Nakayamaa, Masaki Tagob, Shun Yamashitaa, Motoshi Fujiwarab, Naoko Katsukib, 
 Masanori Nishiyamaa, Shu-ichi Yamashitab

a Department of General Medicine, Yuai - Kai & Foundation Oda Hospital, Japan
b Department of General Medicine, Saga University Hospital, Japan

Introduction:
Human infection of P. multocida could cause cellulitis, pneumonia, meningitis, endocarditis or septicemia. 
Most susceptible patients are aged with immunocompromised state.

Casereport:
A 93-year-old woman, who kept a pet-cat, developed shaking chill and pain of shoulder, neck and both 
lower extremities. On admission, her blood pressure was 90/67 mmHg, heart rate 102 beats/minute and body 
temperature 38.8 °C. She had swelling and reddening in right lower leg. Her white blood cell count was 4500 
/μL, C reactive protein 24.7 mg/dL and creatine kinase 2106 IU/L. CT revealed swelling and slightly high 
attenuation area in the subcutaneous adipose tissue in her right lower leg. The LRINEC score was 6 points, 
confirming the diagnosis of necrotizing fasciitis with septic shock. Rapid intravenous administration and 
ceftriaxone were started. She recovered from shock after rehydration. Because of her atypical skin findings 
and extreme old age, we chose not to perform debridement. 
On the night of 1st hospital-day, she went into shock again. Continuous infusion of noradrenaline was 
started with changing antibiotics to Meropenem, improving her shock state. Her skin findings were 
improved without debridement. Because P. multocida was detected by blood culture, she was diagnosed with 
necrotizing fasciitis caused by cat-bite disease. She started to complain of low back pain on 7th hospital-day 
and was diagnosed with pyogenic spondylitis caused by disseminated P. multocida infection because of MRI 
findings. A course of antibiotics was extended to 6 weeks, which made her symptoms disappear. 

Discussion:
Sepsis with P. multosida could be a fatal disease, incidence and mortality rates of which are 11% and 30%. 
Since pyogenic spondylitis caused by disseminated P. multocida infection is a rare but possible condition 
which has been described in 6 reports, it should be suspected when aged with immunocompromised patient 
who keeps pet cats complains of fever and low back pain.
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Extranasal natural killer (NK)/T-cell lymphoma presenting acute liver failure.

Kohta Katayamaa, Tomoki Yokoyamaa, Ryuji Suzukia, Michio Hayashia, Jun Miyashitaa, 
 Teruhisa Azumaa

a Department of General Medicine, Shirakawa Satellite for Teaching and Research (STAR),
 Fukushima Medical University, Fukushima, Japan

Introduction: 
Acute liver failure (ALF) is a medical emergency requiring immediate evaluation and treatment. We report a 
patient with ALF caused by extranasal NK/T-cell lymphoma. 

Case: 
A 80-year-old Japanese man presented to the general medicine department with a few-day history of fever 
and appetite loss. He denied any abnormalities in his  blood test and gastroendoscopy one month prior his 
visit. On physical examination, his blood pressure was 80/42 mmHg, pulse 98 /min, respiratory rate of 28 /
min with an oxygen saturation 95% on room air, and temperature of 36.7°C. He had a tenderness in the right 
upper quadrant of the abdomen. Initial investigations showed anemia, thrombocytopenia, and elevated liver 
enzymes as follows; Hemoglobin 12.0 g/dL, platelet count 52×109 /L, aspartate aminotranferase 1723 IU/
L, alanine aminotransferase 924 IU/L, lactate dehydrogenase 1944 IU/L.  Computed tomography of the 
abdomen revealed hepatomegaly and 10 mm-enlarged intraperitoneal lymph nodes. He was highly suspected 
to have ALF due to malignant lymphoma. On day 2, bone marrow and liver biopsy specimens were obtained 
under high volume continuous hemofiltration and plasma exchange and then he started prednisolone 100mg 
based on anthracycline-containing regimen (CHOP, cyclophosphamide, adriamycin, vincristine, prednisolone) 
for lymphoma. However, his condition deteriorated and he died on day 3. We diagnosed extranasal NK/T-cell 
lymphoma from liver biopsy specimens and autopsy, characterized by immunophenotypes as follow; CD3+, 
CD56+, cytotoxic molecules +, Epstein Bar virus (EBV) encoded small RNA+. 

Discussion: 
Although hematologic malignancy is a rare cause of ALF, we should remember hematologic malignancy 
as differential diagnosis of ALF with hepatomegaly. Aggressive course of this case may reflect EBV re-
activation, suggesting an important role in developing this lymphoma.
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A Bone causing trouble: the case of an invisible fishbone

Shohei Harasea, Yusuke Kanaia, Kyoyoshi Saitoc, Sandra Moodya, Makito Yaegashib

a Kameda Medical Center
b Kameda Medical Center, General Internal Medicine

c Kameda Medical Center, Gastroenterology

Introduction:
In most cases, causes of cholangitis include biliary calculi, benign biliary stricture, and malignant obstruction. 
Most of which are identifiable by contrast CT or magnetic resonance cholangiopancreatography (MRCP). We 
report a case of recurrent cholangitis due to accidental ingestion of a fishbone, which was difficult to detect 
by conventional imaging.
 
Case Presentation:
An 82-year-old man with gastric cancer and liver abscess status post right hepatic lobectomy with 
hepaticojejunostomy and Braun anastomosis presented to our clinic with a chief complaint of fever, fatigue 
and mild epigastric discomfort. His vital signs were temperature 37.0°C, blood pressure 139/84mmHg, heart 
rate 61/minute, and respiratory rate 16/min. Physical examination was notable for mild liver tenderness, and 
laboratory tests showed AST of 122, ALT 84, but no white blood cell count elevation. A working diagnosis 
of cholangitis was made, however, MRCP showed no cholestasis nor gall stones. He was admitted for two 
weeks of intravenous (IV) antibiotics because of suspicion for retrograde cholangitis. He was discharged 
home without any symptoms or laboratory abnormalities. A week later, he re-presented with the same 
symptoms, and was admitted and treated with IV antibiotics. On the next day, endoscopic retrograde 
cholangiopancreatography (ERCP) revealed a needle-like foreign body in the common bile duct, which was 
identified as a fishbone on analysis. He later reported that he had mackerel sashimi, and believed that he 
ingested the bone accidentally. After removal of the fishbone by ERCP, he was discharged with no further 
recurrence.
 
Discussion:
Twelve case reports indicate cholangitis due to fishbone ingestion, and more than half of them were after 
gastrointestinal interventions, indicating that absence of the sphincter of Oddi may have contributed. Thus, 
taking a careful dietary history may help with the diagnosis, especially in patients following gastrointestinal 
procedures.
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Sacral osteomyelitis caused by Pasteurella multocida 
 after a cat scratch on a hand

Keisuke Hasebea, Toshiyuki Tony Watanabea, Toshiaki Shiojiria

a Department of General Internal Medicine, Asahi General Hospital, Asahi, Chiba, Japan

Introduction:
Pasteurella multocida is a facultative anaerobic, fermentative gram-negative coccobacillus carried by animals 
including cats. Pasteurella can cause serious soft tissue infections, osteomyelitis, and invasive infections 
including bacteremia. Here, we present a case of sacral osteomyelitis caused by P. multocida with bacteremia 
after a cat scratching on a hand, which is the first report of sacral osteomyelitis by P. multocida.

Case Description:
A 79-year-old woman with a 20-year history of rheumatoid arthritis and treated with prednisolone and 
immunosuppression regimens got scratched on her right hand by a cat one month before the admission. Three 
weeks prior, she experienced severe lower back pain. Ten days prior, she started to experience a fever with 
chills and rigors. Upon admission, the origin of her fever was not identified with physical examination, gram 
staining of her sputum and urine and contrast-enhanced computed tomography (CT). Piperacillin-tazobactam 
administration was started empirically. Two days after admission, the blood cultures yielded positive findings 
with P. multocida. Contrast-enhanced magnetic resonance imaging (MRI) on day 7 showed enhancement and 
bone-marrow edema of the sacrum bilaterally, and a gallium (Ga) scan on day 16 also showed accumulation 
on the same parts, which were suspected to be infectious osteomyelitis caused by Pasteurella resulted from 
the bacteremia.

Discussion:
To our knowledge, this is the first report of sacral osteomyelitis by Pasteurella. We performed a literature 
search in PubMed and found only 6 articles reporting adult vertebral osteomyelitis cases by P. multocida. 
Among the 7 cases including our case, five had a history of animal injury or exposure, and six were in 
immunosuppressed state.

Conclusion:
When immunosuppressed patients get injured by animals and are complicated with Pasteurella bacteremia, 
infection sites distant from the original wound should be searched by using CT, MRI, and Ga scan.
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Hospital acquired bacteremia is associated with high mortality than 
community acquired bacteremia: A retrospective cohort study

Takao Wakabayashia, Hiroyoshi Iwatab

a JCHO Sapporo Hokushin Hospital, Department of General and Emergency Medicine
b The Jikei University School of Medicine, Department of Clinical  Epidemiology

Background: 
Bacteremia may arise from common exposure to pathogens, associated with severe organ impairment, 
which may lead to death. However, little is known about whether community-acquired or hospital-acquired 
bacteremia affect patients’ outcomes. 

Study design: 
Retrospective cohort study

Setting and Participants: 
Adult blood culture positive patients in a single hospital from April 2013 to March 2018.

Intervention: 
Hospital acquired bacteremia (HAB) was defined as blood culture positive 48 hours after admission or 
transfer from the other hospital. The other patients were defined as community-acquired bacteremia (CAB). 
A blood culture was considered to be contaminated if 1 or more of the following organisms were identified in 
only 1 of a series of blood culture specimens: coagulase-negative Staphylococciis species, Propionibacterium 
acnes, Micrococcus species, "viridans"-group streptococci, Corynebacterium species, or Bacillus species.

Outcome: 
The primary outcome was 30-day mortality. The secondary outcome was 1-year mortality. We compared 
primary and secondary outcome between HAB and CAB using logistic regression analysis. Confounding 
factors were gender, age, body mass index (BMI), bedridden activity, consciousness disturbance, albumin, 
estimate glomerular filtration rate, and Charlson comorbiditiy index in this analysis.

Result: 
The number of participants were 335. The mean age of the participants was 74.7 years and 199 patients 
(59.4%) were men. The number of patients with CAB was 191 (57.0%). HAB was associated with higher 
mortality than CAB (25.7%vs5.2%, adjusted odds ratio (AOR) 4.33; 95% confidence interval (CI) 1.60 
– 11.71, p <0.01). In secondary outcome, HAB was associated with 1-year mortality (57.1%vs22.9%, 
AOR2.91;95%CI:1.34-6.34).

Conclusion: 
HAB is associated with higher mortality compared with CAB. Our findings suggest that more rapid 
correspondence including empiric antibiotic therapy is needed especially in the case of HAB.
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A case of follicular lymphoma with secondary syphilis and increased IgG4

Kosuke Ishizukaa, Takeshi Kondoa, Daiki Yokokawaa, Kiyoshi Shikinoa, Tomoko Tsukamotoa, 
Kazutaka Nodaa, Takanori Ueharaa, Masatomi Ikusakaa

a Department of Diagnostic Medicine, Graduate School of Medicine, Chiba University

Follicular lymphoma, an indolent lymphoma. B symptoms and elevated soluble interleukin-2 receptor (sIL-
2R) levels are less frequent, and clinical diagnosis is difficult.
A 67-year-old man presented with a 1.3-year history of generalized mild lymphadenopathy. Physical 
examination showed penile painless erosion. Blood test results were: IgG4, 298 mg/dL; sIL-2R, 1010 U/
mL; T-SPOT and HIV antibody, negative; and Treponema pallidum hemagglutination and rapid plasma 
reagin, positive. Positron emission tomography/computed tomography (PET-CT) showed accumulation in 
mildly enlarged lymph nodes in the right supraclavicular, right mediastinum, bilateral hilar, upper abdominal, 
and para-aortic regions, and multiple accumulation in the liver. Antibiotics dor secondary syphilis were 
ineffective. Right supraclavicular lymph node biopsy identified follicular lymphoma. 
Differential diagnoses of slowly progressive generalized lymphadenopathy include secondary syphilis, 
tuberculosis, HIV infection, Castleman’s disease, IgG4-related disease, and indolent lymphoma. In secondary 
syphilis, lymphadenopathy resolves spontaneously within several months, whereas tuberculous lymphadenitis 
is diagnosed within a maximum of 8 months after onset. HIV-associated generalized lymphadenopathy 
develops for several years before AIDS development. Liver tuberculosis instead of secondary syphilis and 
HIV infection causes intrahepatic multiple lesions. Contrastingly, IgG4-related disease, Castleman’s disease, 
and indolent lymphoma progress over years. Regarding IgG4-related hepato-biliary-pancreatic lesions, liver 
involvement is rare; the manifestations are localized inflammatory pseudotumor and autoimmune hepatitis. 
In Castleman’s disease, hepatic parenchymal lesions are rare. In non-Hodgkin’s lymphoma, 57% cases show 
hepatic infiltration on autopsy; hepatic accumulation is observed in 15% cases on PET-CT, the most useful 
imaging.
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The predictors of invasive Staphylococcus aureus infection in the patients 
presenting Staphylococcus aureus bacteriuria at first contact in ER.

Atsushi Jinnoa, Kazuki Minegishia, Kazuhiro Yasuob

a The Department of Emergency Medicine, Sapporo Higashi Tokushukai Hospital
b The Department of General Medicine, Sapporo Higashi Tokushukai Hospital

Introduction:
We rarely consider gram-positive coccus organism found by gram-stain as a true organism causing urinary 
tract infection. However, it is reported that invasive Staphylococcus aureus infection (ISI) can result in 
hematogenous seeding of urinary tract. Therefore, when we suspect the Staphylococcus aureus bacteriuria 
(SABU) by gram-stain at emergency department, it is reasonable to evaluate these patients for ISI. So, we 
aimed to reveal the predictors of ISI in the SABU patients at emergency department setting.

Methods:
We conducted a retrospective medical record review of the SABU patients in emergency department from 
December 2013 to November 2018. SABU was defined as containing > 10*3 colonies of Staphylococcus 
aureus and ISI was defined by the presence of Staphylococcus aureus bacteremia and clinical judgement. 
Clinical and laboratory parameters were compared between the SABU patients with and without ISI. For 
statistical analysis, we used the Mann-Whitney U nonparametric test for the quantitative variables, and the 
Chi-square test for the category variables.

Results:
A total of 36 SABU patients were included. 7 patients (19%) were with ISI and 29 patients (81%) were 
without ISI. Statistical analysis indicated that the presence of back pain (43% vs 10%, P=0.038) and single 
organism in urine culture were significantly associated with ISI compared with polymicrobial organism (86% 
vs 28%, P=0.005). Two laboratory parameters were statistically different; white blood cell count (WBC) and 
C-reactive protein (CRP) level. The median(range) of WBC and CRP in with-ISI and without-ISI group were 
14,710 /μL (12,470~32,160 /μL) vs 9,910/μL (2770~23730/μL), and 24.74 mg/dL (3.1~49.87 mg/dL) vs 3.43 
mg/dL (0.02~45.54 mg/dL), respectively.

Conclusion:
We investigated the predictors of ISI in SABU patients at emergency department setting. Back pain, single 
organism in urine culture, high elevated WBC and CRP were more observed in the SABU with ISI.
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Neuro-Behcet’s Disease Presenting with Slow-progressing Altered Mental 
Status Following to Hiccups and Depression

Kenta Okadaa, Hiromasa Sakuraia, Miki Tsujia, Taisuke Kodamaa, Yusuke Chinoa, Ayako Shioyaa

a Mito Kyodo Hospital

Introduction:
Neuro-Behcet’s disease is a rare disease that occurs in less than 10 percent of Behcet’s disease. There are 
cases which the initial symptoms are non-specific. In this case, hiccups and depression preceded and we 
diagnosed as neuro-Behcet’s disease from head MRI findings and clinical course.

Case description:
A 57-year-old man regularly has visited our hospital for Behcet’s disease with erythema nodosum, aphthous 
stomatitis, uveitis, and transient joint inflammation for two years.
These symptoms had subsided by only eye drops without medicine orally. He was diagnosed as depression 
and cryptogenic hiccups at another hospital 6 months ago and baclofen and sulpiride were prescribed. He 
has tottered for two weeks and has had dysphagia, loss of appetite and drowsiness for four days. So, he 
was hospitalized. Level of consciousness was GCS E3V5M6. The temperature was 36.7 degrees. There 
were normal light reflex and left concomitant deviation, but head CT didn’t show abnormal findings. The 
cerebrospinal fluid didn’t show increased cell counts. On admission, we observed the patient’s condition 
without treatment because we can’t take an MRI scan due to continuing hiccups. After 3days passed, 
consciousness gradually got worse and hiccups spontaneously stopped. It allowed for taking the MRI 
scan. Head MRI showed hypointense on T1-weighted images, hyperintense on T2-weighted, FLAIR, and 
diffusion-weighted images at Thalamus, midbrain, and pons. Elevation of IL-6 in CSF was observed. For 
these findings and clinical course, we diagnosed as neuro-Behcet’s disease. 

Discussion:
Image findings on head MRI are characteristic and Elevation of IL-6 in cerebrospinal fluid is helpful in the 
diagnosis. Chronic symptoms such as depression and hiccups were accompanied by acute symptoms such 
as drowsiness and gait disorder. It was difficult to diagnose whether it was acute type or chronic type. We 
continue steroid therapy because steroid responsiveness to symptoms is good.
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Beyond the tissue

Atsuyuki Kusunokia, Sandra Moodya, Makito Yaegashia

a Kameda Medical Center

Case:
A 29-year-old man presented with a fever for one and a half month and left parotid gland swelling for one 
month. Though he had an extensive work-up as an outpatient, the etiology of the fever was not determined. 
He was ultimately admitted to our hospital, after shaking chills developed with the fever.
On physical examination, he appeared exhausted. His temperature was 38.1°C, blood pressure 170/88 mmHg, 
pulse 111 beats per minute, and respiratory rate 24 breaths per minute. He had a markedly enlarged left 
parotid gland of 3 x 3 cm. Blood cultures were negative. Vegetation was not detected by echocardiography, 
and bone marrow aspiration was normal. PET-CT revealed areas of high standard uptake value (SUV) in a 
lymph node within his left parotid gland (SUV 18.2), the left parotid gland itself, and the left submandibular 
lymph node (SUV 3.6). Biopsies of the left parotid gland and left submandibular lymph nodes did not result 
in a diagnosis. An ophthalmologic evaluation revealed uveitis. We decided to perform a second biopsy of 
both the left parotid gland and submandibular lymph nodes, which also did not result in a tissue diagnosis. 
A third biopsy of the left parotid gland from a deeper location was planned, but because of an approximately 
50% probability of facial palsy we did not. We considered a diagnosis of indolent lymphoma, and given its 
slowly progressive course, the hematologist agreed that waiting to treat until a definitive diagnosis is made is 
acceptable. Eventually his symptoms had been improved, and he was discharged to home.
After discharge, he remained afebrile with a decrease in the size of his left parotid gland; the lymph node 
within the left parotid gland disappeared. Uveitis improved with treated of topical glucocorticoids.

Discussion:
Usually a biopsy is required to diagnose lymphoma. When the tissue diagnosis is not feasible because of 
potential complications, a watchful waiting approach is an option.
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A case of rapidly progressive dementia caused by malignant lymphoma

Takatomo Suzukia, Maho Katayamaa, Kazuya Nagasakia, Yukiko Kodamaa, Hiroyuki Kobayashia

a Internal Medicine of Mito Clinical Education Center Mito Kyodo General Hospital

Introduction:
Rapidly progressive dementias (RPDs)are neurological conditions that develop subacutely over weeks to 
months. It is essential to evaluate the patient with RPD without delay, as they may not simply be dementia. 
We present an elderly patient with RPD which finally turned out to be a fatal disease, primary central nervous 
system lymphoma(PCNSL).

Case:
A 79-year-old Japanese woman with no history of immunodeficiency admitted to emergency department 
with loss of appetite and dementia. Two months prior to admission, she was in usual status and engaged 
in agriculture. However, she gradually had not been able to do housekeeping and eat anything by herself. 
Two days before admission, she started vomiting after meals. On physical examination, her consciousness 
level is E4V4M6, and her vital signs are BP 88/56mmHg and PR 68/min. Laboratory data and head CT scan 
were unremarkable. Contrast-enhanced MRI of the brain revealed bilateral periventricular involvement of 
T2 hyperintensity. Her cerebrospinal fluid showed increased cell counts. The CSF cytology showed atypical 
lymphocyte, which was finally confirmed as diffuse large B-cell lymphoma. We tried to obtain a biopsy 
before chemotherapy and radiation. However, she had a clonic seizure on day 8, and her medical condition 
deteriorated. Finally, she was died of sepsis due to urinary tract infection 26 days after the first presentation.

Discussion:
Many types of conditions can cause RPD. A PCNSL is one of the rare and severe medical conditions related 
to RPD. Neuropsychiatric symptoms present about 43% at presentation. Untreated PCNSL usually has a 
rapidly fatal course, with approximately 1.5 months of survival period from the time of diagnosis. In our 
case, she had died less than one month after the symptoms started. The patient with RPD should be assessed 
thoroughly in order to rule out some fatal and irreversible medical conditions.
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Try ICARE, Five initiatives to support young physicians and medical students 
all over the world

Narihiro(SungHo) Cho(Chang)a, Aritaka Matsuyamaa, Yuko Nakajimaa, Kenichi Itoa, Hideaki Satob, 
Kentaro Shimadab, Ryuichi Kaib, Atsuhiro Matsunoc, Jun Tsuyuzakic, Gotaro Kurasawad, 

 Takayuki Eizawaa

a Asama-Nanroku KOMORO Medical Center, Department of Internal Medicine
b Asama-Nanroku KOMORO Medical Center, Department of Cardiology
c Asama-Nanroku KOMORO Medical Center, Department of Neurology

d Asama-Nanroku KOMORO Medical Center, Department of Gynecology and Obstetrics

Stress and depression in young physicians and medical students are serious problems worldwide.
According to a JAMA publication in 2015, 28.8% of 17,560 physicians worldwide screened positive for 
depression or depressive symptoms 1.
The Dean of Icahn School of Medicine states that the cultural pressure to excel and peer comparison are 
killing young students 2.
Medical education should focus on developing well-rounded doctors.
High emotional intelligence is required in the field of rural health and medicine.
Are we taking this situation seriously enough? Depression and suicide should not be considered “personal 
problems”. A holistic approach is required to stop these tragedies.
In the landmark Zion case in the U.S., a young doctor suffering from exhaustion due to overwork made 
an error and the patient died. The discussion centered around the hospital and medical system, not the 
medical error. As a result, young physicians’ work was limited to 80 hours per week. The hospital’s overall 
performance did not deteriorate.
Cramming increasing amounts of knowledge into young physicians does not produce superior doctors. We 
need well-rounded doctors than can work in an interdisciplinary environment and to redefine success. Shift 
the focus away from exams and emphasize the formation of the whole physician.
Severe stress of young doctors is a problem, but the bigger problem is that those around them do not notice 
the symptoms.
I propose the following:
1.  Reduce the emphasis on exams and conduct INTERVIEWS to obtain a deeper understanding of medical 

students’ character and potential.
2. Hire COUNSELORS and encourage people to ask for help.
3. REDUCE workloads and make doctors’ health a top priority.
4. Encourage COLLABORATION, not competition.
5. Develop anonymous SNS QUESTIONNAIRES for doctors to ask for help.
We must change our behavior before the problem worsens.
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Myocarditis and pericarditis caused by mesalazine in a 16-year-old with 
ulcerative colitis

Shotaro Suzukia, Takashi Matonoa, Shunichi Kawanoa, Shinya Umekitaa, Hiroshi Imuraa

a Iizuka Hospital

Introduction:
Mesalazine is widely used in the treatment of ulcerative colitis and Crohn’s disease. Myocarditis and 
pericarditis are rare but potentially fatal side-effects of mesalazine. We present a rare case of myocarditis and 
pericarditis caused by mesalazine in a patient with ulcerative colitis.

Case presentation:
Mesalazine 3600 mg/day had been administered to a 16-year-old male patient with ulcerative colitis 18 
days before admission. He presented with a 5-day history of high fever, chest pain, and dyspnea. He 
had been taking antimicrobials for 5 days, but his symptoms persisted. On admission, chest radiography 
and echocardiography revealed cardiomegaly and hypokinesis of the anterior portion of the septum. We 
diagnosed this as acute myocarditis and pericarditis caused by mesalazine, which had been administered for 
ulcerative colitis. Therefore, we discontinued mesalazine. On day 2 after admission, fever and chest pain 
subsided, and by day 7, the ST-segment elevation had returned to baseline as assessed by electrocardiography. 
On day 10 after admission, echocardiography revealed normalized wall motion. We consequently confirmed 
our diagnosis of mesalazine-induced myocarditis and pericarditis.

Discussion:
Acute myocarditis and pericarditis can occur due to ulcerative colitis as well as mesalazine. However, these 
cardiac events are generally rare, being observed in 0.23% of patients with ulcerative colitis and less than 1% 
of patients treated with mesalazine. 
This case suggests that if symptoms such as chest pain or arrhythmia occur in a patient with inflammatory 
bowel disease, it is important to consider mesalazine-induced myocarditis and pericarditis as a possible 
diagnosis. Early detection and appropriate intervention are vital to prevent the development of adverse 
cardiovascular outcomes.
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Rare presentation of great imitator : Mycobacterium tuberculosis(MTB) 
intramuscular abscess.

Tomoaki Nakayamaa, Mitsuya Katayamaa, Nobuaki Moria, Akira Yoshiyamaa, Teppei Hayashia, 
Toshinori Iyanagia, Tomofumi Hayashia

a Tokyo Medical Center

Introduction:
Based on the WHO report in 2017, the incidence of MTB infection in Philippines was 30 times higher than 
that in Japan. We may take care of patients with rare MTB infection when the incidence of the disease is 
high. Here, we report an immunocompetent Filipino women presented with MTB intramuscular abscess and 
osteomyelitis.

Case Presentation:
A 28 year-old Filipino woman noticed right hip pain and swelling 1 month prior to admission. She denied 
cough, septum, fever, weight loss and night sweat. She had no significant past medical history and family 
history. Her vital signs showed blood pressure of 99/69 mmHg, the pulse of 101 beats per minute, and she 
was afebrile. There was a tender, palpable and non-mobile 10 cm x 10 cm mass without erythema on her 
right hip. The laboratory data showed WBC count 11,180 /μl, CRP 9.8 mg/dl. Her HIV antibody test was 
negative. We ordered the chest CT which revealed 2.2 cm x 1.4 cm irregular pulmonary nodule suggest MTB 
infection. Her three gastric fluid sample smear showed negative for acid fast bacillus. She had contrast-
enhanced MRI performed which revealed 89 mm x 68 mm enhanced mass in her piriformis muscle and 
gluteus maximus muscle with involvement of her sacral bone. Ultrasound guided aspiration was performed 
which showed grossly purulent material inside. The gram stain showed numerous leukocytes with absence 
of bacteria. The specimen showed positive for the MTB PCR. Thus, we diagnosed her with intramuscular 
abscess and osteomyelitis secondary to MTB. The isolated MTB was drug-sensitive and she has been under 4 
drugs regimen for treatment of active tuberculosis. 

Discussion:
Intramuscular tuberculosis is reported to be a rare disease. However, our case suggest that even with rare 
presentation, we always suspect of MTB infection for patients from endemic countries and the gram stain of 
the abscess shows numerous leukocytes without any bacteria.
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Common treatment, rare complication: Reactive arthritis secondary to 
Bacillus Calmette Guerin (BCG) intravesical administration for bladder cancer.

Yurie Yamazakia, Yutaro Hayashia, Shiro Taraa, Yoshiki Fukazawaa, Kenjiro Kawaguchia, 
 Tatsuki Fukushimaa, Mitsuya Katayamaa

a National Hospital Organization Tokyo Medical Center

Introduction: 
Although intravesical administration of BCG for bladder cancer is a common treatment, it can cause a 
rare side effect known as reactive arthritis. To recognize the linkage of the reactive arthritis and BCG 
intravesical administration is the first step for the accurate diagnosis since this diagnosis is based on clinical 
manifestation. 

Case Presentation: 
An 83-year-old woman had transurethral resection of the bladder tumor followed by regular intravesical 
administration of BCG. She noticed polyarthralgia and bilateral conjunctival injection 2 days after the 6th 
administrations of BCG and these symptoms last 10 days and resolved on its own. After 2 days of the 7th 
instillation, fever and polyarthralgia recurred and she presented to our hospital. On physical exam, her blood 
pressure was 117/50 mmHg, the pulse was 70 beats per minute and she was afebrile. She had conjunctival 
injection in her left eye, and her right wrist, bilateral knee joints were warm and swollen. Blood tests 
showed WBC 11,500/μl and CRP 36.7mg/dL. Chlamydia trachomatis PCR in urine was negative. Given the 
finding of oligoarthritis and conjunctivitis appeared after several doses of BCG instillation, we diagnosed 
her with reactive arthritis. She was started treatment with NSAIDs and 20mg of prednisone with minimal 
improvement. After adding methotrexate, her symptoms has improved gradually.

Discussion: 
Reactive arthritis is diagnosed clinically based on the pattern of findings and exclusion of other diseases. 
The rate of articular side effect of BCG is reported to be 0.5-1%. Although it is rare, knowing the association 
with reactive arthritis and BCG administration is important for the accurate diagnosis. Early recognition 
of symptoms and treatment of reactive arthritis may relieve the patient discomfort earlier and prevent the 
disability.
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A case of Acute Myocardial Injury due to Eosinophilic Granulomatosis with 
Polyangiitis (EGPA)

 Kenji Motohashia, Yui Takeuchia, Mori Nakaia, Shintaro Kosakab, Keiichi Iwanamic

a Department of General Internal Medicine, Nerima Hikarigaoka Hospital
b Department of Emergency and Critical Care Medicine, Nerima Hikarigaoka Hospital

c Department of Rheumatology, Tokyo Bay Urayasu Ichikawa Medical Center

Introduction:
EGPA is small and medium sized vasculitis, and its symptom is frequently not apparent in the initial phases. 
Cardiac involvement is a poor prognostic factor in EGPA. Here we report a case of sudden-onset acute 
myocardial injury due to EGPA.

Case presentation:
A 78-year-old woman who had been diagnosed with bronchial asthma and allergic rhinitis for several years. 
She was admitted to our hospital department with difficulty of body movement, general malaise and lower 
limb weakness. Acute onset of dyspnea developed two days after the admission and Chest X-ray showed 
remarkable pulmonary congestion findings. Troponin - T was elevated in blood tests, and decreased wall 
motion was observed in echocardiography. She was diagnosed as acute heart failure (AHF) accompanied by 
myocardial injury. Palpable purpura developed on the plant pedis and punch skin biopsies were performed. 
We started glucocorticoid therapy for AHF associated with eosinophilia. Hypoxemia and pulmonary 
congestion was improved remarkably. Peripheral blood eosinophil count decreased promptly and became 
normal after the steroid pulse therapy began. The skin biopsy showed fibrinoid necrotizing vasculitis 
accompanied by perivascular eosinophil infiltration. She was diagnosed as having acute myocardial injury 
secondary to EGPA. As an induction therapy, cyclophosphamide 100 mg / day was added and she was 
transferred to another hospital for recupration.

Discussion:
Cardiac involvement is one of the most serious manifestations of EGPA. Our report indicates that myocardial 
injury and skin involvement can develop suddenly in EGPA, which needs prompt management. Although 
glucocorticoid therapy is a mainstream EGPA therapy, in cases with poor prognostic factors (eg. Five-Factor 
Score), glucocorticoid alone is sufficient. In our case, cyclophosphamide was administered due to Five-
Factor Score was 2.
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A rare elderly case of survival from colon cancer-related infected aortic 
aneurysm caused by Clostridium septicum

Masataka Kudoa, Shu Koitoa, Masashi Onoa, Takashi Matonob

a Department of General Internal Medicine, Iizuka Hospital
b Department of Infectious Disease, Iizuka Hospital

Clostridium septicum causes infected aortic aneurysm, which is associated with high mortality and 
colorectal malignancy. We report a case of an infected aortic aneurysm caused by C. septicum in a patient 
with ascending colon cancer, who could successfully recover from the infection after antimicrobials and 
aggressive surgical intervention.
An 82-year-old Japanese woman presented with a 20-day and 14-day history of fever and back pain, 
respectively. She had been taking antimicrobials for 2 weeks; however, the back pain had progressively 
worsened. On admission, computed tomography revealed a thoracic aortic aneurysm with periaortic gas. We 
diagnosed it as an infected aortic aneurysm and initiated intravenous meropenem and vancomycin. Since C. 
septicum grew on blood culture, we changed the antimicrobials to intravenous penicillin G. After 14 days 
of admission, we detected an impending aortic rupture and performed aortic replacement surgery. After 52 
days of admission, we changed the antimicrobial to oral clindamycin as a chronic antimicrobial suppressive 
therapy. Furthermore, we identified presence of ascending colon cancer by colonoscopy and performed 
ascending colon resection on the 74th day of admission. She recovered from the infection and was discharged 
on the 179th day of admission; she could walk by herself supported by a cane.
A 6-month mortality rate of C. septicum-infected aortic aneurysm is 79.5%. Among patients aged over 80 
years, our patient is the second reported survival case worldwide. Cancer, which is the bacterial entry site, is 
identified in 82.5% of patients with C. septicum-infected aortic aneurysms. Thus, surgical interventions for 
infected aortic aneurysm as well as colorectal cancer are important. We believe that appropriate diagnosis 
and aggressive surgical interventions led to her successful outcome. Our findings suggest that it is essential to 
consider colon cancer on encountering C. septicum bacteremia.
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The presence of SIADH can be a clue to diagnose tuberculous meningitis 
even in a patient lacking headache

Takamasa Tanakaa, Mai Takanakaa, Munehisa Atsumia, Mitsunori Iwasea

a Toyota Memorial Hospital

Introduction:
Typically, tuberculous meningitis is the subacute febrile illness with variable symptoms including headache, 
vomiting, confusion, and neurologic features. We report an interesting case concomitant with SIADH.

Case Presentation:
A 70-year-old man consulted his doctor because of sustaining fever with trunk pain for three days. The 
patient had no remarkable past medical history without hypertension. He had only spontaneous pain of the 
trunk without any other symptom. On examination of the patient, the blood pressure was 122/58 mmHg, 
the pulse was 85 beats/min, and the body temperature was 38.3°C. Physical examination revealed mild 
tenderness of the bilateral chest wall without any neurologic abnormality. The findings of both a CBC and 
biochemical examination were almost within the normal range except 127 mEq/L of sodium and 92 mEq/L 
of chloride. Urine sodium and potassium were 69 mEq/L and 42mEq/L. Although we concluded that he had 
SIADH, both CT of the trunk and MRI of the head were normal. Since CNS disorder is one of the frequent 
causes of SIADH, lumber puncture was carried out, and cerebrospinal fluid (CSF) analysis revealed increased 
WBC count (189 cells/mm3), elevated protein level (155 mg/dL), and high adenosine deaminase level (10.2 
U/L). Ziehl-Neelsen stain, culture and PCR for tuberculosis of the CSF were negative. We immediately 
started to treat with antituberculosis agent including isoniazid, rifampicin, pyrazinamide, and ethambutol. 
His body temperature became normal within a week, and serum sodium level recovered two months after the 
treatment. 

Discussion:
Major causes of SIADH are CNS disorders, malignancies, pulmonary diseases, drug, and some stressful 
situations like surgery. Although there were no radiological findings in this case, we could make a correct 
diagnosis according to algorism of searching cause of SIADH. Even if there are no symptoms related to 
CNS, lumber puncture should be done in the patient with unexplained SIADH.
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A new extracardiac manifestation of infective endocarditis :  
upper conjunctival hemorrhages

Masashi Oea, Takeshi Uedab

a Japan Heart
b Emergency and General Internal Medicine, Rakuwakai Marutamachi Hospital

Introduction:
Extracardiac physical findings are important clues to earlier diagnosis of infective endocarditis(IE). This may 
be the first report in which upper conjunctival hemorrhages were useful for definite diagnosis of IE. 

Case Description:
A 90-year-old female with a history of congestive heart failure, chronic kidney disease and severe aortic 
stenosis was referred to our emergency department because of one-day history of fever and rigor. Four days 
before presentation, she was admitted to the hospital because of exacerbation of chronic heart failure and 
did continuous hemodiafiltration for 3 days. On physical examination, the temperature was 39.6°C, the 
blood pressure was 138/72 mmHg, the heart rate 78 beats per minute, the respiratory rate 24 breaths per 
minute and oxygen saturation 90% while she was breathing ambient air. Lung was clear on auscultation and 
cardiac examination revealed systolic murmur radiating to neck. Except left upper conjunctival hemorrhages, 
there was no sign suggesting IE: splinter hemorrhages, emboli, Osler’s node, Janeway lesions, Roth spots, 
lower conjunctival hemorrhage, petechiae in the mucosa of the palate or clubbing fingers. Transthoracic 
echocardiogram revealed no vegetation. IE was suspected and antibiotics was started immediately. Few days 
later blood cultures grew MSSA in three set of bottles. Modified Duke criteria with one major and three 
minor criterion showed definite diagnosis of IE. 

Discussion:
Conjunctival hemorrhages are one of the extracardiac manifestations of IE. Lower conjunctival hemorrhages 
are well known, but upper conjunctival hemorrhages have never been mentioned. As shown in this case, if IE 
is suspected, we need to try to find upper conjunctival hemorrhage as well.

Conclusion:
Upper conjunctival hemorrhage is a new extracardiac manifestation of IE.
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A Case of proximal renal tubular acidosis in a patient taking a SGLT2 inhibitor 
for type 2 diabetes

Keisuke Soedaa, Hiroyuki Yanoa, Kou Sudoa, Hitoshi Miyasatoa, Kiyoshi Kinjyoa

a Okinawa Prefectural Chubu Hospital

Introduction:
Sodium-glucose cotransporter 2 inhibitors (SGLT2 inhibitor) are novel oral hypoglycemic agents that 
decrease the reabsorption of glucose in the renal proximal tubules. While SGLT2 inhibitor were shown to 
have favorable cardiovascular and renal outcomes, they have unique adverse effects as well. We report a case 
of proximal renal tubular acidosis and ketoacidosis induced by SGLT2 inhibitor.

Case presentation:
A 62 year-old woman with type 2 diabetes with average HbA1c of 6.0 who were on metformin, sitagliptin 
phosphate hydrate, and Ipragliflozin, an SGLT2 inhibitor was hospitalized to undergo surgery for endometrial 
cancer. Severe nausea and hypokalemia had been noted preoperatively and persisted postoperatively. 
Laboratory data demonstrated hypokalemia, anion gap and non-gap metabolic acidosis with ketonuria. 
Euglycemic ketoacidosis accompanied by proximal renal tubular acidosis was diagnosed.  Ipragliflozin which 
had been started 4 months prior to surgery, was discontinued and her metabolic derangement resolved within 
2 weeks.

Discussion:
Only 2 cases of SGLT2 inhibitor-induced renal tubular acidosis have been reported previously, and both 
were accompanied with euglycemic ketoacidosis, which is a well-known side effect of SGLT2 inhibitor. 
The studies in mice implies SGLT2 inhibitor lead to proximal renal tubular acidosis by inhibition of the Na-
H-exchanger NHE3, which contributes to proximal tubular bicarbonate reabsorption.  After the results of 
favorable clinical trials was published, SGLT2 inhibitor are now being widely used as preferred oral diabetic 
agents. While SGLT2 inhibitor is presumed to have multiple organ benefit, wide range of adverse events may 
occur. We should carefully monitor clinical course of these patients and be aware of emerging side effects of 
SGLT2 inhibitor.
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A case in which mitral regurgitation worsens after pacemaker insertion and it 
needs to change the position of the pacemaker lead

Hiromasa Sakuraia

a Mito Kyodo Hospital

Introduction:
Patients with pacemaker(PM) insertion may have complications such as left ventricular dysfunction, which 
may lead to ventricular dyssynchrony and mitral regurgitation (MR). This case is an example that resulted in 
a marked deterioration of MR and enlargement of the left ventricle after pacemaker implantation, and a good 
outcome by changing the position of the PM lead.

Case presentation: 
An 82-year-old man underwent PM implantation for a complete atrioventricular block 10 months ago. 
With a VVI PM, the ventricular lead was placed in the right ventricular (RV) apex. Wheezing and dyspnea 
developed several weeks before coming to the hospital. At the time of hospitalization, there is coarse crackle 
in both lower lung fields and pan systolic regurgitation noise with the apex of the heart as the strongest point. 
A blood test revealed BUN 69 Cre 2.54  BNP 71.5. Chest X-ray showed bilateral pleural effusion with CTR 
69% and left echocardiography with LVDd 69mm and a severe MR, and an EF of 59%. A change in PM lead 
was performed, which is thought that ventricular dyssynchrony due to RV apical pacing have caused MR 
aggravation and LV dilatation. RV apical pacing was changed to ventricular septal pacing. After changing 
the lead position, the MR improved from moderate and severe to mild, LVDd decreased  to 62 mm, and heart 
failure was improved.

Discussion: 
Left ventricular dysfunction, a complication of pacemakers, is considered to be more frequent with right 
ventricular apical pacing, and can occur in any mode, but is most frequent in VVI mode. Causes of left 
ventricular dysfunction include dyssynchrony between the ventricles and rapid ventricular pacing rate.
In this case, the right ventricular apical lead was re-implanted in the ventricular septum. For heart failure in 
patients with implanted pacemakers, treatment decisions need to be made taking into account the effects of 
the pacemaker.
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Combined pulmonary fibrosis and emphysema with pulmonary hypertension: 
diagnostic and management dilemmas

Gaku Matsumotoa, Satoshi Yoshimuraa, Yoshika Tsujia, Tomoko Ochiaia, Kojiro Nakaoa, 
 Yoshifumi Soejimaa, Yoshihisa Kizakia

a Sasebo Chuo Hospital

Introduction: 
Combined pulmonary fibrosis and emphysema (CPFE) has first described in 2005 as the new entity of 
comorbid emphysema and pulmonary fibrosis with poor prognosis and no established treatment. Because 
of the normal spirometric value, physicians need to perform another measurement to evaluate the disease 
progression such as diffusing lung capacity of carbon monoxide (DLCO). Thorough assessments are 
mandated to identify the major complications; pulmonary hypertensions(PH) and lung cancer. 

Case Presentation: 
A 79-year-old man admitted with dyspnea on effort with SpO2 of 98% with ambient air. He was ex-smorker 
of 44 pack-year. Clubbed finger and late inspiratory fine crackles were identified. Echocardiogram showed 
high tricuspid regurgitation pressure gradient (50.1mmHg). CT identified emphysema in bilateral lobes with 
pulmonary fibrosis in bilateral lower lobes. DLCO was reduced at 3.78ml/min/mmHg, but FVC of 3.59L 
(120.3%) and forced expiratory volume in one second(FEV1)/ FVC of 75.4% were normal. Significant 
reduction of SpO2 was documented in 6-minute walk test from 95% to 79% and the total distance was 
180 meter. Perfusion pulmonary scintigraphy was normal. Collagen disease were not likely on the clinical 
findings. Cardiac pressure study revealed low mean pulmonary capillary wedge pressure (4mmHg) and 
elevated mean pulmonary artery pressure (31mmHg). On the findings, the patient was diagnosed with CPFE 
with PH. The patient condition was once improved but gradually deteriorated on the follow-up after initiation 
of oral sildenafil with O2 therapy and inhaled LAMA/LABA. 

Discussion: 
The diagnosis CPFE is challenging but highly important as it has the potential risk of PH and lung cancer. 
Because the subnormal result of spirometer often mimics the diagnosis, physicians should evaluate DLCO, 
gas change and pulmonary pressure for the accurate diagnosis. CPFE is relatively new entity with no 
established treatment, thus should be attracted more attention.
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Double Dipping: when a second skin biopsy is never

Yo Murataa, Toshio Uchikuraa, Yutaro Hayashia, Mitsuya Katayamaa

a National Hospital Organization Tokyo Medical Center

Introduction:
The diagnosis of Polyarteritis nodosa (PN) is sometimes challenging given the lack of specific findings 
on laboratory data, and because it mainly depends upon the clinical course, physical examination and 
pathological findings.
We report a case which repeating a deep and wide skin biopsy is important to diagnose PN when the first 
biopsy is nonspecific.

Case:
A 67-year-old man noticed lower leg swelling six months prior to admission (PTA). Three months PTA, he 
noticed redness, pain, and numbness of his lower legs along with gradual worsening of the edema. He was 
seen by a nearby physician who prescribed NSAID with minimal relief of the pain. He was then referred to 
our hospital for the further workup.
On examination, he was afebrile and rest of his vital signs are normal. There were pitting edema, increased 
warmth, scattered subcutaneous nodules with discoloration ulcers, livedo racemosa and dysesthesias of both 
lower legs. On laboratory testing, his C-reactive protein 8.45 mg/dl. The rest of the laboratory data were 
unremarkable.
We suspected vasculitis and performed a skin biopsy of his lower leg, which showed nonspecific 
inflammatory changes. The pain persisted. We performed the second deep skin biopsy. The result showed 
fibrosis and inflammatory cell infiltration of vessel wall , which was consistent with PN. A CT angiogram 
of his abdomen showed superior mesenteric artery and left renal artery aneurysms. Given these findings, we 
diagnosed him with PN and started prednisone 40mg with significant improvement in his pain.

Discussion:
Because of the relative rarity of PN and the potentially severe adverse effects of treatment, the diagnosis 
should be confirmed by biopsy. Thus upon suspecting PN, repeating a deep and wide skin biopsy of a 
different lesion is essential for early diagnosis and treatment even if the first skin biopsy does not support the 
diagnosis.
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Acute myocardial infarction during influenza infection; is it coincidental?

Haruka Shionakaa, Hiroyasu Nakanoa, Hiroshi Sudoa

a Department of Medicine, Ofuna Chiuo Hospital

Introduction:
Recent studies suggest an association between acute respiratory infections, especially influenza and acute 
myocardial infarction (AMI). However, its significance is still uncertain. We report a case of painless AMI 
complicated with influenza A, diagnosed during an initial evaluation.

Case presentation:
A 73-year-old man with hypertension, hyperuricemia, and chronic obstructive pulmonary disease complained 
three days history of productive cough and chill. He had had no chest pain or dyspnea. On physical 
examinations, his temperature was 39.3°C, blood pressure 172/94 mmHg, heart rate 97 per minutes, 
respiratory rate 32 per minute and O2 saturation 92% breathing in ambient air, respectively. There were 
lymphoid follicles in his posterior pharyngeal wall. No jugular venous distention was noted. Lung sounds 
were clear, and normal heart sounds were noted without murmur or gallop. Rapid diagnostic test was positive 
for influenza A. Chest X-ray was normal. Laboratory test showed the blood gas of pH 7.49, pO2 70 mmHg, 
pCO2 31.6 mmHg. Blood chemistry tests showed elevated creatine kinase of 3762 U/L, AST 156 U/L, which 
immediately recalled possible myocardial infarction. Additional tests revealed myocardial troponin I as high 
as 82.9 pg/ml. Electrocardiogram showed abnormal Q wave in II, III, aVF leads, and poor R progression 
in V1-3. Echocardiography was unrevealing because of his thick chest wall. Diagnosis of acute myocardial 
infarction with influenza A was made, and he was transferred to another facility for acute coronary 
intervention.

Discussion:
Influenza is now considered to be a triggering risk for AMI. This case suggested that knowing these relations 
will prevent the missed or delayed diagnosis of acute myocardial infarction, especially with atypical 
presentation as this case.
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Unexplained progressive paraplegia after initial treatment of spinal subdural 
abscess

Shun Yonezakia, Takaaki Moria, Kenshin Hirokawaa, Kazuya Nagasakia, Hiroyuki Kobayashia, 
Fumihiko Etoa, Masaki Tatsumuraa

a Mito Kyodo General Hospital

Introduction:
Spinal Subdural Abscess (SSA) is a rare disease that may lead to irreversible paralysis, and prompt medical 
and surgical interventions are required. We report a case of unexplained progressive paraplegia after initial 
treatment of spinal subdural abscess.

Case Presentation:
A 58-year-old female presented at our hospital. 5 days before admission, she complained of left leg pain, 
and the pain spread to the lower back and right leg. 2 days prior to admission, she presented at our ER with 
difficulty in moving. On the day of admission, she presented with worsening legs and lumbar pain, 36.4°C 
on her body temperature and motor weakness on lower extremity. On laboratory examination, leukocytosis 
and hyperglycemia were detected. MRI with contrast revealed no clear signs of abscess. On the following 
day, blood culture was positive for GPC cluster, which was suggestive of spinal epidural abscess. Emergency 
laminectomy (L3-5) and debridement were performed. Intraoperative findings show epidural abscess and 
meningitis, and then vancomycin, ceftriaxone, and ampicillin were initiated. After 3 days of incubation, 
blood culture and CSF were positive for staphylococcus aureus. Though the pain on lumbar and right leg 
got improved, on the 30th hospital day, paraplegia and bladder bowel dysfunction appeared. MRI revealed 
inflammation of thoracic spinal cord. On the 34th hospital day, 2nd- laminectomy (Th9-L2) and intradural 
debridement were performed. After surgery, paraplegia and bladder bowel dysfunction didn’t recover. The 
pathological specimen doesn’t reveal abscess, infarction and tumor. 

Discussion:
In this case, SSA, spinal cord infarction due to staphylococcus aureus bacteremia, spinal arteriovenous 
malformation, and tumor are taken into consideration in differential diagnosis of progressive paraplegia. 
However, none of them is revealed from the pathological specimen.
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Taking a detailed dietary history can help making a diagnosis of pellagra

Yusuke Kanaia, Shohei Harasea, Sandra Moodya, Makito Yaegashia

a Kameda Medical Center

Case Description:
A 62-year-old sailor was transferred to our hospital from the ship due to watery diarrhea for one month. 
His past medical history includes hypertension, type 2 diabetes mellitus, dyslipidemia and hyperuricemia. 
However, he had stopped taking all medications since the beginning of his symptoms. He has lived on the 
current ship for two years, and his diet has consisted primarily of raw fish and Japanese sake daily until two 
weeks before admission. Moreover, he has not eaten any vegetables for more than two years.
On admission, his vital signs were a temperature of 38.4 Celsius, blood pressure 165/97mmHg, pulse 108/
min, respiratory rate 14/min; his oxygen saturation was 98% on room air. He had right lower quadrant 
tenderness. His laboratory tests showed white blood cell count of 9,300/μL and C-reactive protein of 3.81 
mg/dL. White blood cells, fat, ova and parasite were not detected in his feces. Human Immunodeficiency 
Virus testing and Clostridium difficile toxin were also negative. Although some imaging studies were 
performed, no findings to explain chronic diarrhea were found. Pellagra was suspected from dietary history, 
and therefore, serum vitamin B3 level was measured.
His diarrhea gradually stopped after intravenous fluids and hospital meals with vegetables. Thus, he was 
discharged fourteen days after admission, and later found that his serum vitamin B3 level was 4.5 μg/ml, 
which was below normal limits. We concluded that his unbalanced dietary habit caused pellagra, and thus the 
chronic diarrhea. The patient was instructed to eat vegetables and take vitamin B3 supplements to prevent 
recurrent chronic diarrhea.

Discussion:
This case is unique in that his unbalanced dietary habit caused pellagra and chronic diarrhea was the only 
symptom characteristic of pellagra. Therefore, aggressive dietary history taking is very important to make a 
diagnosis of pellagra.
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Post-influenza Lemierre's syndrome due to Fusobacterium necrophorum 
- The first case report

Hirokazu Bana, Ryosuke Osawaa, Yoko Takahashia, Sandra Moodya, Aiko Okazakia, Akiyuki Satoa, 
Naoto Hosokawaa, Yoshiro Hayashia

a Kameda Medical Center

Case description: 
A healthy 49-year old man with recent influenza A infection who was referred to our emergency department 
(ED) because of significant pulmonary disease. He was initially diagnosed with influenza A infection 3 
weeks prior, and his symptoms resolved with laninamivir. Worsening dyspnea, productive cough, and pyrexia 
developed over 1 week, however, and he returned. He was noted to be hypotensive and hypoxic with a 
high temperature. Computed tomography (CT) revealed bilateral nodules, infiltrates, and cavitation with an 
air- fluid level in the left upper and lower lobes, accompanied by left pneumothorax and pleural effusion. 
After transfer to our ED, septic shock and severe respiratory failure developed requiring a high-dose of 
norepinephrine, epinephrine, and vasopressin with corticosteroids and mechanical ventilatory support. After 
admission to ICU, chest tube was placed and vancomycin and meropenem were initiated. Subsequently 
anaerobic cultures of blood and pleural fluid grew Fusobacterium necrophorum and antibiotics were de-
escalated to ampicillin-sulbactam. His post-ICU course was complicated by prolonged low-grade fever and 
leukocytosis. Follow-up CT showed worsening left empyema, and newly found venous thrombi in the right 
internal jugular vein and right common/internal iliac veins. On hospital day 14, his condition improved after 
thoracoscopic decortication of a left empyema. Antimicrobial therapy was switched to oral amoxicillin-
clavulanate on hospital day 28. He was discharged in a stable condition.

Discussion: 
This is the first report of Lemierre’s syndrome due to Fusobacterium necrophorum, complicated by septic 
pulmonary emboli, empyema, pneumothorax, and septic shock, which occurred after influenza infection. It is 
crucial to consider Fusobacterium necrophorum as a potential pathogen for adequate anaerobic coverage in a 
patient with septic pulmonary emboli after influenza infection.
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Hypercalcemia due to malignant lymphoma

Tomoyuki Nagasakaa, Yukiko Kodamaa, Kiten Sakaia, Yuu Akimotoa, Hiroyuki Kobayshia

a Mito General Hospital

Introduction:
90% of the causes of hypercalcemia are primary hyperparathyroidism or malignancy. We experienced a case 
of hypercalcemia associated with malignant lymphoma.

Case:
An 83-year-old Japanese man with a history of hypertension, diabetes, and chronic renal failure presented to 
emergency department with anorexia and weakness.
Two weeks before admission, he gradually lost his appetite. Upper endoscopy conducted by his former 
physician showed gastric ulcer.
One week before admission, he could not go to the bathroom by himself.

On physical examination, consciousness is JCSⅠ-1. His vital signs were BP 168/95 mmHg, PR 85 bpm, RR 
15 bpm, and BT 36.9°C, and there were no special findings on neurological examinations without weakness. 
His serum corrected Ca level was 14.0 mEq/L. Hypercalcemia was considered to be the cause of anorexia 
and weakness. 
A CT scan revealed pancreatic tail enlargement and left cervical, axillary, supraclavicular fossa, Abdominal 
para-aortic and perigastric lymph nodes swelling. Isotonic saline volume expansion and bolus furosemide, 
elcatonin, zoledronic acid were administered for hypercalcemia with poor response. Low PTH(5 pg/ml), 
low PTHrP(<1.0 pmol/L), high 1, 25 (OH) Vit. D(170 pg/ml), high IL2-R(6930 U/L) suspected malignant 
lymphoma and pathological findings of a biopsy performed by a previous doctor resulted in the diagnosis of 
DLBCL. He was transferred to another hospital for treatment. The patient was treated with PSL 1 mg / kg / 
day, and the course was good. After that, chemotherapy was given.

Consideration:
We experienced a relatively rare case of malignant lymphoma as the cause of hypercalcemia. There are 
several mechanisms of hypercalcemia caused by malignancy. In case of malignant lymphoma, 1, 25 (OH) 
Vit. D elevates. Measurement of PTH, PTHrP, and 1, 25 (OH) Vit. D is important to differentiate it.
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A case of aseptic meningitis following mumps vaccination in adolescence

Yuki Hinataa

a Yamanashi Prefectural Central Hospital

Freeze-dried live attenuated mumps vaccine has been used optionally since 1981 in Japan. The effectiveness 
of mumps vaccination has been established by worldwide research since 1971. On the other hand, because 
of it's live activity several untoward effects have been reported. Vaccination-related mumps meningitis is a 
major adverse effect of mumps vaccine. Although many cases have been reported in child, there is very little 
in youth. We describe a case of aseptic meningitis following mumps vaccination in adolescence.
A 16 years-old male has admitted because of aseptic meningitis of unknown origin. The patient had received 
vaccination with freeze-dried live attenuated mumps vaccine 21 days before admission. After admission, the 
bed-rest had completely relieved the symptoms on 5th hospital day. 
Diagnosis of this case was difficult without previously vaccinated. An accurate diagnosis was achieved by 
taking a detailed medical history, including questioning about vaccinated record. These steps are important to 
diagnose aseptic meningitis.
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Fifty percent glucose pleurodesis for secondary pneumothorax in a severely 
immunosuppressed patient with interstitial lung disease: a case report

Koya Okazakia, Yuki Kataokaa, Hirotaka Matsumotoa, Nobuko Wadaa, Kazuma Nishisakab, 
 Kyosuke Abeb, Goichi Kageyamab, Hiroko Takechic

a Department of Respiratory Medicine, Hyogo Prefectural Amagasaki General Medical Center
b Department of Rheumatology, Hyogo Prefectural Amagasaki General Medical Center

c Department of Thoracic Surgery, Hyogo Prefectural Amagasaki General Medical Center

Introduction:
We report a case of secondary pneumothorax in a patient undergoing severe immunosuppressive therapy for 
interstitial lung disease (ILD) that suggests the effectiveness of 50% glucose pleurodesis.

Case presentation:
A 74-year-old man admitted to our hospital with an acute onset of breathlessness. His medical history 
included ILD associated with anti-melanoma differentiation-associated gene 5 antibody-positive clinically 
amyopathic dermatomyositis. His ILD had been under stable remission with combined immunosuppressive 
therapy using prednisolone, tacrolimus, and cyclophosphamide. He was diagnosed with acute exacerbation 
of ILD. He received high-dose corticosteroid therapy and subsequent tapering, which gradually improved 
his respiratory status. Six weeks after admission, he developed right pneumothorax. We inserted a 20F 
chest drainage tube. However, the air leakage persisted. We consulted respiratory surgeons, but surgery was 
contraindicated because of his ILD. 
We planned to start him on pleurodesis for persistent pneumothorax. First, we performed pleurodesis using 
autologous blood. Nevertheless, the air leakage persisted. Second, we performed 50% glucose pleurodesis 
three consecutive times. This resulted in the stoppage of air leakage in the inspiratory phase, but not in the 
expiratory phase. We then performed pleurodesis using the minocycline and OK-432 with high risk of acute 
exacerbation of ILD. However, this was unsuccessful. After the failure of chemical pleurodesis, we again 
performed 50% glucose pleurodesis. The air leakage from the chest drainage tube disappeared in all the 
phases. Thereafter, we administered two intrapleural injections of OK-432, after two administrations of 50% 
glucose pleurodesis. We successfully removed the chest drainage tube on the 46th day of insertion. 

Discussion:
When chemical pleurodesis is difficult in severely immunosuppressed pneumothorax patients, 50% glucose 
pleurodesis could be a treatment choice.
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Median Arcuate Ligament Syndrome Presenting as Postprandial Pain 
Incidentally Discovered in the Contrast - Enhanced Computed Tomography 

Scan.

Kohei Kamegaia, Kiyoshi Kinjoa, Akio Nakasub, Tadashi Yasutanic

a Okinawa Chubu Hospital, Internal Medicine
b Okinawa Chubu Hospital, Department of Cardiovascular Surgery

c Okinawa Chubu Hospital, Department of Radiology

Introduction:
Median arcuate ligament syndrome (MALS) is a very rare condition in which median arcuate ligament and 
celiac trunk compresses the celiac plexus in between, causing a number of symptoms such as postprandial 
pain. MALS occurs mostly in thin and young women. 

Case Presentation:
29 year-old thin woman with history of Caesarian section presented to our Emergency Room (ER) with chief 
complaint of abdominal pain. She had had big BBQ party with her friend one night before. 4 hours before 
presentation, severe epigastric pain with gradual onset developed and worsened. Abdominal examination 
was soft and flat, no rebound or guarding, the bowel sound was normoactive and bruit was not audible. The 
epigastric pain was alleviated on palpation. She also underwent contrast enhanced computed tomography 
(CT), which was initially read as non-contributory. Since the pain nearly disease with painkiller, she was 
discharged home. 
The non-migratory epigastric pain lingered for 5 days and was gradually alleviated, never to develop again. 
1 week later CT scan report from the radiologist pointed out that the outlet of the celiac trunk was almost 
completely compressed by median arcuate ligament. Collateral vessel supplies from superior mesenteric 
artery to the branches to celiac artery was also present. No aneurysm was found. The patient has no recurrent 
abdominal pain thus far. 

Discussion: 
MALS should be taken into consideration in differential diagnosis of postprandial abdominal pain, especially 
in thin woman. Compared with superior mesenteric artery thrombosis, as this condition is rare, this disease 
would often ignored even with thorough CT scan. In evaluating CT scan, identification of each branch from 
aorta may reduce the chance of overlooking.
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Escitalopram, Mirtazapine, and Quetiapine Induced Serotonin Syndrome

Yayoi Miyamatsua, Ryutaro Tanizakia, Syuji Hashimotoa

a General Internal Medicine and Family Medicine, Nabari City Hospital

Introduction:
Serotonin syndrome (SS) is a potentially life-threatening condition, commonly caused by the use of 
serotonergic agents. Although the use of atypical antipsychotics in combination with serotonergic agents 
may increase the risk of SS, only one case of SS in response to an increased dose of quetiapine has been 
described. Here, we report the second case of SS in response to an increased dose of quetiapine in a patient 
with depression.

Case Presentation:
An 85-year-old woman presented with systemic tremors 4 hours after increasing the dose of quetiapine from 
12.5 mg/day to 25 mg/day. She has a history of depression treated with escitalopram, mirtazapine, sulpiride, 
olanzapine, quetiapine, and clotiazepam, with all the doses unchanged except for that of quetiapine. Physical 
examination revealed fever, tachycardia, agitation, mydriasis, and deep tendon hyperreflexia. Head and upper 
limb tremors lasted for 15 seconds and repeated every 5 seconds. No muscular rigidity was observed. The 
laboratory findings revealed normal white blood cell counts, C-reactive protein, and creatinine phosphokinase 
levels. Computed tomography scan of her head was normal. SS was diagnosed based on these findings. After 
discontinuation of escitalopram, mirtazapine, sulpiride, olanzapine, and quetiapine, all symptoms resolved in 
48 hours.

Discussion:
Quetiapine is an atypical antipsychotic that exhibits serotonergic receptor antagonism. The use of atypical 
antipsychotics alone seldom increases the risk of SS. Specifically, quetiapine is considered to have a lower 
risk because it is a significantly weaker 5-HT(2A) antagonist than other atypical antipsychotics. This report 
indicates that quetiapine in combination with serotonergic agents is a risk factor for SS. Thus, physicians 
should pay close attention to SS when treating patients who require quetiapine, but are already being treated 
with serotonergic agents.
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Delayed diagnosis of scrub typhus can lead to rapid clinical deterioration

Shu Takeuchia, Eiichiro Sandoa,b, Akiyuki Satoa, Sandra Moodya,c

a Kameda Medical Center
b Institute of Tropical Medicine, Nagasaki University

c University of California San Francisco

Introduction: 
Scrub typhus (ST) is a mite-borne infection caused by Orientia tsutsugamushi, which has six serotypes in 
Japan. Although the virulence of Kuroki type is regarded as weak, we report a severe case of ST because of 
delayed diagnosis.

Case Presentation: 
An 81-year-old man presented to our hospital with a 10-day history of fever, nausea and general malaise in 
November 2018. He lived in a rural area of Chiba Prefecture. On physical examination, his temperature was 
38.9 °C, blood pressure 124/76 mmHg and pulse rate 120 beats per minute. He had conjunctival hyperemia 
and macular erythema on the trunk, but no neck stiffness, lymphadenopathy, or neurological abnormalities. 
Laboratory data were notable for increased WBC (13000/µL), high CRP (9.50 mg/dL), and elevated AST 
(131 IU/L) and ALT (142 IU/L). Urinalysis showed pyuria with bacteriuria. Head CT and chest X-ray 
revealed no abnormalities. A tentative diagnosis of a urinary tract infection was made, and he was treated 
with intravenous (IV) ceftriaxone. At the time, the macular erythema was thought to be non-specific. His 
blood pressure, however, rapidly decreased to 76/48 mmHg with worsening level of consciousness. Further 
physical examination revealed an eschar of the left axilla. Thus, we made a clinical diagnosis of ST, and he 
was treated with IV minocycline. ST was confirmed by serology and a positive PCR of the eschar, revealing 
Kuroki strain O. tsutsugamushi. His symptoms subsided without any complications.

Discussion: 
Kuroki type, which is regarded as a mild type of ST, can present with severe disease if the diagnosis and 
treatment are delayed. Awareness of ST and finding an eschar, a diagnostic clue, is crucial.
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Comprehensive Problem-Based System(CPBS) : outline and case which 
diagnosed by using it

Yohei Moritaa,b, Hidehiko Kurimotoa

a Internal Medicine Study Group
b Shizuoka Red Cross Hospital

Introduction:
CPBS is a method of a way of thinking. It is a tool by which we diagnosis and treat patients. We show its 
outline and report a case with severe weight loss, which was correctly and easily diagnosed by CPBS after 
unsuccessful examinations at hospitals in many years.

Outline of CPBS:
CPBS requires a complete information database of patients, and think about how many illnesses are in the 
patient. We give one name to one illness “Problem”, and list Problems in chronological order “Problem list”. 
As the understanding gets deeper, Problem is updated its name. Problem is a concept and a set that consists 
of collection of individual illnesses. Set can be divided into subsets. Subset can be further divided into its 
subsets. Work of diagnosis is finding a smaller subset that includes the patient’s illness.

Case presentation:
A 27-year-old woman presented with weight loss from 37kg to 18kg. As a child, she had surgery for 
hyperdactylia and ankyloglossiam with developmental delay. She had good appetite and overweight. From 
3 yo, she had sustained abdominal distention. At 13 yo, frequency of flatus was increased to cause bullying. 
At 18yo, she didn’t feel hunger. The amount of meal decreased and weight loss began. She was admitted to 
hospitals many times and examined a lot, but the cause was unknown. Abdomen was remarkably distended. 
X-ray showed a large amount of intestinal and stomach gas. Our initial problem list was #1 Developmental 
delay, #2 Intestinal gas retention disease, #3 Malnutrition. We show the #2 thinking process. #2 Intestinal gas 
retention disease(subsets: invasion and overproduction)→Intestinal Invasive gas retention disease(subsets: 
from oral and from anal)→Intestinal Invasive gas retention disease from oral(subsets: spontaneously and 
artifically)→Aerophagia. After that, oral malformation to cause air swallowing was confirmed.

Discussion:
CPBS requests to approach diagnosis step by step. We expect this way of thinking understood and widely 
used in daily practice.


