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Short Description

Medicine Shelf Stuff...



Description


Medicine Shelf Cardiovascular Derm Endo GI Heme Infectious Disease Oncology Pulm Renal / GU Rheum Miscellaneous



Cardiovascular mksap 7, 17, 27 Pericarditis - use an NSAID before steroids Myocarditis (viral) - no specific treatment; use ACEi / other diuretic, treat like usual CHF. ● No proven role for NSAIDs/steroids Dig toxicity - often atrial tachycardia with variable block NSTEMI: T-wave inversions, ST-depressions with no Q waves CHADS2 for warfarin in A-fib: CHF, HTN, Age > 75, Diabetes, Stroke or TIA hx (2 pts; others 1 pt). ● 3 or more = anticoagulate, 1-2 = individualize, 0 = don’t anticoagulate In heart failure (systolic): ● Titrate the beta blocker to the heart rate of the patient! ● Spironolactone if NYHA III/IV, but also need LVEF 2.0



Hypertension Classification Normal



< 120/80



No treatment



Prehypertension



120-139 / 80-90 (both)



Lifestyle modification



Stage I



140-159 / 90-99 (either)



Lifestyle + drug



Stage II



> 160 / 100 (either)



Lifestyle + 2 drugs



Treatment Goals ● 140/90 or less in general ● 130/80 if diabetic, renal insufficiency



●



125/75 if diabetic, renal insufficiency, urine protein > 1g /24h ○ BP control is #1 for stopping diabetic kidney dz progress (more well established than tight glc control)



Pregnant & HTN: labetalol and alpha methyl-dopa are the best-evaluated for use. ST-elev persisting long after an MI? Think ventricular aneurysm! Aortic dissection: ● repair if type A (ascending) ● may manage medically if type B (transverse or descending) - use beta blockers to reduce shear stress Scleroderma renal crisis: a/w markedly increased renin levels, so use short-acting ACEi (captopril)



Lipids ●



● ● ●



LDL: 160 or higher increases CHD risk. Statins, then niacin, then bile-acid-binding resins (but they increase TGs!) ○ < 100 (optional 160 ○ < 130 if > 2 risk factors, but treat if > 130 ○ < 160 is OK if 0-1 risk factors. HDL: low if < 35. Niacin is best to raise TGs: normal 125, high if > 250. Niacin good to lower, but usually wt loss, diet, exercise if < 500 Fibrates used if all the other stuff fails alone.



Derm Acne treatment ● Early things to try: topical retinoid +/- topical antibiotic; combination OCPs too ● If that fails: add oral antibiotic (tetracycline class); takes 6-8 wks to work ● Oral isoretinoin has 80% remission rate, but only for recalcitrant nodular acne; must have evidence of recent negative pregnancy test, informed consent from pt, counseling re:teratogenicity ● No role for corticosteroids (can cause acne) unless acne fulminans, a rare side effect of oral isoretinoin Contact dermatitis treatment (e.g. poison ivy) ● Oral prednisone, taper over 2-3 wks, if severe or on face/neck/intertriginous areas ● Topical corticosteroids can reduce erythema but not recommended on above areas; also not if blistering Psoriasis treatment: try topical corticosteroids (med/high potency, e.g. fluticasone) first ● topical vitamin D analogues 2nd line (expensive, don’t work as well) ● UV therapy (but incr. risk of SCC), then methotrexate, cyclophosphamide, etc. if really refractory. Telogen effluvium- hair loss after big stress; will come back - reassure! Actinic keratosis: predisposes to SCC; don’t need to bx - just use topical 5-FU! Warts: can use salicylic acid (takes 6-12 wks)or cryotherapy if that fails Smallpox vs chickenpox: ● Smallpox: palms & soles, face; lesions in same stage of development; more “sick” with fever several days before rash ● Chickenpox: trunk, lesions in various stages of development (superficial, appear in crops); less “sick,” fever with rash



Onychomycosis: get cultures of nail bed if suspected ● can treat with terbinafine (topical) or step up to oral griseofulvin, itraconazole



Endo mksap ● ● ● ● ● ●



Before procedures with IV contrast (potentially nephrotoxic), hold metformin Osteoporosis: BMD < -2.5 or any fragility fracture! Osteopenia: BMD between -1 and -2.5 Osteomalacia: vitamin D deficiency: low serum Ca, Phos; high alk-phos Na decreases by 1.6 for every increase in 100 in plasma glucose (hypoNa in DKA) HypoCa causes long QT, hyperCa causes short QT



pretest ● adrenal incidentaloma > 1 cm: need to see if it’s functional - measure plasma metanephrines, dexamethasone suppression test for cortisol ● Paget disease of bone: cortical thickening & fibrous change and elevated alk-phos; treatment is bisphosphonates ● MEN syndromes: ○ MEN 1 = pituitary, pancreatic, parathyroid tumors ○ MEN 2a = MTC, pheo, parathyroid ○ MEN 2b = MTC, pheo, Marfanoid, neuromas



Diabetes Criteria ● ● ●



DM: FBG > 126, OGTT > 200 (2hr), random > 200 + sx Prediabetes: FBG 100-125, OGTT 140-199 (2hr) Basic treatment goal: < 7% HbA1c



Thyroid cancer: ● Papillary is most common, a/w radiation therapy, with good prognosis (spreads lymphatically) ● Follicular is #2 common, but worse prognosis (spreads hematogenously) ● Medullary is #3, a/w MEN in 33%, but worse still ● Anaplastic is #4, a/w old people, worst prognosis HyperPRL: ● Remember hypothyroidism can cause hyperPRL! ● Prolactinoma is most common, but don’t forget pregnancy ● Tx: DA-agonist (bromocriptine, cabergoline) Acromegaly: first-line is transsphenoidal resection; can use octreotide adjunctively / to shrink tumor



GI mksap Think Gilbert’s if asx, unconjugated hyperbilirubinemia Achalasia - need an EGD (look for tumors, other stuff that can mimic);



● Tx: ca-channel blockers vs pneumatic dilation, heller myotomy IBS with lots of diarrhea: Rx loperamide Acute GI bleed: lose whole blood (Hct doesn’t drop right away). ● After repair, can still trend down (fluid redistributes into vascular space) without new bleed Ascites + change in mental status or signs of infection? TAP for SBP! pretest ● Pancreatitis: bad prognosis with age > 55, WBC > 16k, glc > 200, LDH > 400, AST > 250 (ranson) ○ Note that amylase / lipase are not prognostic! ● Gallbladder dz: ● Cholelithiasis: biliary colic after eating, at night; gallstone ileus. lap chole if recurrent ● Cholecystitis: RUQ pain + N/V, anorexia, Murphy’s sign, low grade fever, leukocytosis. ● Choledocholithiasis: above + jaundice. ● Cholangitis: RUQ pain, jaundice, fever, bad if septic shock + altered MS ● Gallstone pancreatitis: RUQ U/S as 1st diagnostic test, then lap cholecystectomy after stable (lots of relapse). ERCP if LFTs markedly abnormal or ductal dilitation



Heme pretest ● Transfusion-related acute lung injury: Ab in donor plasma bind to recipient WBC, leads to noncardiogenic pulmonary edema (e.g. day after a transfusion) Inhibitors: Ab against certain factors. ● Suspect if acquired coagulopathy (e.g. with malignancy incl. lymphoma, autoimmune disorders, postpartum) ● Dx with mixing study (deficiency will correct, inhibitor won’t) LMWH > warfarin for prevention of recurrent venous thromboembolism in metastatic cancer Anti-phospholipid Abs: ● A/w lupus, can be idiopathic etc. Usually with lupus anticoagulant, anticardiolipin Ab, or both. ● Recurrent venous + arterial thrombi, thrombocytopenia, livedo reticularis ● See long PTT/PT which is not corrected by adding plasma. Rx with warfarin to INR 2.5-3.5



Anemias Microcytic



Iron deficiency Anemia of chronic disease Thalassemias (Fe normal/high, ferritin normal/high, TIBC normal, RDW normal/high) ● Beta-thal: mediterranean/middle east/Indian, less beta chains. Heterozygote = mild disease; homozygote = thal major, elevated HbF, big time disease. ● Alpha-thal: African-American patients, decrease in alpha-chains. Silent if 1 gene missing, mild disease if 2, HbH disease if 3 (really symptomatic) Sideroblastic anemia: disorder of RBC Fe metabolism ● hereditary or acquired (drugs: chloramphenicol, INH, EtOH; lead; neoplasia). ● See increased serum Fe, ferritin; normal TIBC, ringed sideroblasts in bone marrow. ● Rx by removing offending agent; sometimes can use pyridoxine



Normocytic



Anemia of chronic disease (most times is normocytic) Aplastic anemia: ● idiopathic, radiation, meds (chloramphenicol, carbamazepine, sulfas), viruses (HPV, HCV, HBV, EBV, CMV, HZV, HIV), chemicals. ● Deficiency in multiple lines. Get bone marrow bx



Macrocytic



B12 deficiency (pernicious anemia, ileal disease, vegans, alcoholism) ● anemia, sore tongue, neuropathy (subacute combined), can lead to dementia ● Elevated methylmalonic acid, homocystine + MCV > 100, hypersegmented PMNs ● Do a Schilling test; can rx with B12 IM qmonth Folate deficiency: smaller stores (3 mo), green veggies ● Like B12 without neuro sx



Hemolytic anemias: ● G6PD: see Heinz bodies--> bite cells ● Spherocytes, helmet cells: think extravascular ● Schistocytes: think intravascular (“trauma”) ● Direct Coomb’s positive: think autoimmune hemolytic anemia ○ IgG is warm (warm weather is Great); extravascular hemolysis (splenomegaly), a/w lymphoma, CLL, malignancy, collagen vascular diseases (SLE), alpha-methyldopa. glucocorticoids can be useful ○ IgM is cold (MMM- cold ice cream!) Intravascular hemolysis; idiopathic or secondary to infection (mycoplasma, mononucleosis) ● Osmotic fragility: think hereditary spherocytosis ● Dark urine - think hemoglobinuria (intravascular hemolysis)



Infectious Disease mksap: ● Osteomyelitis: MRI is imaging modality of choice if uncertain about presence of osteo ○ Get a bone bx to guide therapy if you can probe to bone / high suspicion / dx of osteo on MRI ● If murmur + conduction abnormalities, think endocarditis + paravalvular abscess pretest: ● Providencia is a GNR that can cause UTIs in hospitalized pts ● Blasto can cause chronic respiratory sx of infection, also skin lesions (crusty, ulcerated, verrucous) and/or osteolytic bone lesions SIRS, Sepsis, etc. ● SIRS: 2+ of ○ T > 38.0 or < 36.0 ○ HR > 90 ○ RR > 20/min or PCO2 < 32 mm Hg ○ WBC > 12k or < 4k, or > 10% bands ● Sepsis: SIRS + a confirmed infectious source ● Severe sepsis: Sepsis + organ dysfunction, hypoperfusion, hypotension ● Septic shock: sepsis-induced hypoperfusion / hypotension despite adequate fluid resuscitation Goal-directed therapy for sepsis: within 6 hrs, keep central venous O2sat > 70%, resolve lactic acidosis



Acute bacterial rhinosinusitis: duration > 1 wk, worsening after initial improvement; maxillary tenderness ; purulent discharge ; poor response to decongestents. ● Rx with amoxicillin (Strep pneumo, H. flu) for 3-10 days. Alternatives: TMP-SMX, doxycycline. Keep it narrow PPD cutoffs: > 15



low risk (average pt)



> 10



immigrant from high risk country w/in 5 yrs, IVDU, prisoners, health care workers, pts with silicosis, DM, chronic renal failure, leukemia / lymphoma, cancer of head/neck, recent significant wt loss, gastrectomy / jejunal bypass. Also for healthy adolescents exposed to adults in high risk category



>5



highest risk for developing active TB: HIV, immunosuppressed, pts with close contact to active TB, CXR c/w previous TB. ● Also, if > 5 mm and you’re going to start someone on immunosuppression (prednisone > 15 mg/d, etc), INH x 9 months for possible latent TB



Confusing -vir drugs ● Zoster: Famicyclovir or valacyclovir (like acyclovir but better pharmacokinetics, dosing schedule, efficacy) ● CMV in immunosuppressed: ganciclovir, valganciclovir



Abx ppx for endocarditis: Who needs it? ● NOT low-risk pts: previous CABG, surgical repair of ASD/VSD/PDA, MV prolapse without regurg, innocent heart murmurs, previous Kawasaki’s or rheumatic fever w/o valvular dysfunction, pacemakers / defibrillators ● YES for high-risk: prosthetic valves, previous endocarditis, complx cyanotic heart diseases (transposition of great vessels, Tet of Fallot), surgically constructed systemic pulmonary shunts / conduits ● YES for moderate-risk: most other congenital cardiac malformations, acquired valve dysfxn (e.g. rheumatic fever with valvular dysfxn), HCM, MVP with regurg and/or thickened leaflets, cardiac defects repaired w/in last 6 mo Type of surgery: ● Dental , respiratory, GI, GU, tonsillectomy / adenoidectomy, bronchoscopy with rigid bronchoscope, esophageal stricture dilation, ERCP if pt has biliary obstruction, intestinal or respiratory mucosa surgery - think what could push bacteria into the bloodstream? If ppx indicated : ● Amoxicillin 2g orally 1 hr before procedure. ● Ampicillin 2g IM or IV 30 minutes before if can’t take oral meds ● Clindamycin / azithromycin if allergic to PCn ● Vancomycin if moderate-risk, PCN allergy, high-risk GU/GI procedure (a/w enteroccus)



Neuro pretest ● Cluster headache: use prednisone acutely, then taper over months. Also triptans, O2 can help acutely ● Restless legs: use pramiprexole, ropinerole, or other direct dopamine agonists Chronic inflammatory demyelinating polyneuropathy (CIDP): progressive, symmetric proximal / distal weakness in all extremities, may have some numbness & tingling too, develop over several months; may progress or relapse / remit. Use immunosuppresive therapy. Demyelinating neuropathy (like chronic GBS).



Oncology mksap ● Radiation for Hodgkin’s, to chest, predisposes to solid tumors: ○ breast cancer in young women (50-60% of women treated when 20 yrs old) ○ lung cancer in smokers ● Alkylating agent chemo: predisposes to AML ● Pericardial mets: most frequently breast, lung cancer ● Estrogen therapy increases risk of breast cancer, ?risk for ovarian, uterine (mixed data) ○ Use hormone replacement only short-term for sx control ○ OCP decreases ovarian cancer ● SCLC: very chemo-sensitive, treat with chemo (platinum agent + etoposide or irinotecan). ○ Surgical resection only if stage 1, and use induction or adjuvant chemo too ○ chemo + brain radiation if brain mets - can be good for palliation for 1-2 yrs ● NSCLC: if stage IV, rec hospice (e.g. SCC) - very poor prognosis ● Solitary pulmonary nodule: bx depending on how much you’re suspicious for cancer. ○ Malignancy: usually spiculated, little/no calcification, intermittent doubling times (30-500 days) ○ Benign may double either within 30 days or remain stable over 2 yrs - review past radiographs ○ Consider following it with serial chest CT if pt younger than 35 and no smoking history! ● Ulcerative colitis with low grade dysplasia on colo = prophylactic colectomy ● CRC screening: positive FBOT buys you a colonoscopy ● Prostate cancer: if PSA > 4, suggest TURP, especially if PSA > 10 Non-Hodgkin’s Lymphoma ● B >> T for type ● *Biopsy any LN > 1 cm present for 4+ weeks that can’t be attributed to infection* ● Small lymphocytic: indolent, old people, related to CLL ● Follicular: most common, 55, painless LAD, indolent, can transform into diffuse large cell, radiation if localized can cure (but few are localized) ● Diffuse large cell: intermediate grade, mostly B-cell; locally invasive (large extranodal mass), CHOP chemo cures 85% ● Lymphoblastic: high grade, T-cell lymphoma, more common in kids, can progress to T-ALL, aggressive but can respond to combo chemo ● Burkitt’s: high-grade, B-cell, EBV-related, 8:14 translocation (Burkitt’s = 8 letters), 50-60% cure with aggressive chemo ● Mycosis fungoides: T-cell lymphoma of skin, cribiform lymphocytes, can cure with rad / topical chemo if limited to skin Leukemias: ● AML: immature myelogenous cells, adults, incr. with rad exposure ● ALL: immature lymphocytic precursors, kids, very responsive to therapy ● CLL: mature lymphocytes but not functional (no Ab-producing PCs), adults > 60, most common leukemia in Western world, not aggressive (survive longer, die of other causes often). Smudge cells & really high WBC ● CML: mature myeloid cells, indolent but then transforms to acute leukemia (blast crisis). T9:22 (philadelphia); Rx with Imatinib or other TK-inhibitors. Other random stuff:



●



●



● ●



Polycythemia vera: A myeloproliferative syndrome. hematopoetic stem cells proliferate --> excessive erythrocyte production. Hyperviscosity, thrombosis, bleeding, hepatosplenomegaly, HTN. See elevated RBC, Hb, Hct (>50) +/- thrombocytosis, leukocytosis. Phlebotomy to reduce Hct; consider hydroxyurea or IFNalpha Myelodysplastic syndromes: clonal; ineffective hematopoesis, apoptosis of myeloid precursors = pancytopenia with a NORMAL or hypercellular marrow (vs aplastic anemia). Can see Howell-Jolly bodies, basophilic stippling, nucleated RBCs, large, agranular platelets. Tx is supportive. Need BMT. Essential thrombocytosis: thrombosis/paradoxical bleeding (defective fxn). Plt > 600k. Rx: antiplatelets Myelofibrosis: fibrosis of bone marrow = pancytopenia, extramedullary hematopoesis. Massive splenomegaly. Teardrop cells on PBS. Bone marrow aspirate = fibrosis, “dry tap” if severe. Can progress to AML or die of bleeding / infection.



Pulm mksap ● A symptomatic pneumothorax buys you a chest tube - tension or not - especially if it’s big ● Effusions: ○ Thoracentesis if free-flowing, > 10 mm in height (get lat decub CXR) ○ Then chest tube if complicated (pus, Gram-stain-positive, pH < 7) ○ Otherwise manage with IV abx + observation pretest: ● BiPAP can be used in acute COPD or CHF exacerbation if acute CO2 retention (may help prevent intubation) but can’t use if not protecting airway. ● Asthma exacerbation: bad sign if silent chest (airway constriction so bad that can’t generate wheezing). Good if pulsus paradoxicus < 5 mm Hg ● PE: can have wheezing (asthma mimic), but generally not bibasilar rales (suggest CHF, PNA) ● Hypophosphatemia can result from intracellular shift in respiratory acidosis ● PCP (in HIV) often has an elevated LDH Spirometry: ● Abnormal values if < 80% predicted ● FEV1/FVC < 70 = obstructive lung disease ● DLCO decreased in emphysema, ILD, normal in asthma, usually bronchitis Light’s criteria for effusions: to be an exudate, need 1+ of ● pleural / serum fluid protein ratio of > 0.5 ● pleural / serum LDH ratio of > 0.6, or ● pleural fluid LDH > 2/3 of normal upper limit for serum LDH A-a Gradient ● PAO2 = ( FiO2 * (760 - 47)) - (PaCO2 / 0.8) = 150-(PaCO2 / 0.8) if on room air. ● A-a gradient = PAO2 - PaO2. Should be < 10; if elevated, think VQ mismatch / shunt / etc.



Renal / GU Nephrotic syndrome: see urine sediment with fatty casts; oval fat bodies can look like Maltese crosses



●



● ● ● ● ●



Minimal change glomerulopathy is #1 in younger pts; can develop quickly (over wks), can be triggered by infection / immune stimulus. Rx corticosteroids. Normal microscopy; foot process effacement on EM. Selectively lose albumin (lose negative GBM charge). Membranous glomerulopathy #1 in older pts, usually takes longer to develop. “spike and dome” with subepi deposits, granular IM. caused by drugs, infections, SLE, solid tumors FSGS: also takes longer to develop; HIV associated Amyloidosis (congo Red - Multiple myeloma, TB, RA) Diabetic glomerulonephropathy: nonenzymatic glycosylation of GBM; permeability / thickening of afferent arterioles. GBM thickening, mesangial expansion, K-W nodules. Membranoproliferative: low C3, associated with HBV/HCV. (May be nephritic; anything “proliferative” can be nephritic, anything “membranous” can be nephrotic)



Nephritic syndromes ● IgA nephropathy - berger dz, exacerbation during URI ● Post-strep GN - after infection; HTN, periorbital edema. Resolves spontaneously. “Lumpy bumpy” glomeruli with subepithelial IC deposition, granular IF. ● SLE-related: low C3 & C4 ● Rapidly progressive / crescenteric: poor prognosis. Goodpasture (linear IF, males, hematuria, resp involvement) vs Wegener’s (c-ANCA) vs MPA (p-ANCA)



Acid-base & compensation Metabolic acidosis ● Normal AG: 12 [remember: Na - (Cl + HCO3)] ○ Is there a coexisting AG and non-AG metabolic acidosis? check the delta delta (does the decrease in bicarb from 24 equal the increase in the AG from 12? If so, it’s a simple AG met acidosis) ○ Calculate Urine AG [Urine Na + K - Cl] to determine if NH4 being excreted ■ RTA type 1, 4: kidney not excreting acid appropriately, so UAG positive ■ RTA type 2, diarrhea: kidney excreting acid OK (RTA type 2 = defect in bicarb reabsorption), so UAG negative ● Normal osmolar gap < 10 [remember: (2 x Na) + (glc / 18) + (BUN / 2.8)]. ○ If high, think methanol, ethylene glycol, isopropyl alcohol, etc. Metabolic alkalosis ● Urine Cl < 10 = “saline responsive” - NG suction, vomiting, diuretics, post-hypercapnia ● Urine Cl > 10 = “saline resistant” ○ If BP elevated, think primary aldosteronism, Cushing’s, renal artery stenosis, ○ If BP normal, think hypomagnesemia, severe hypoK, Bartter’s, NaHCO3, licorice Compensation: ● Metabolic acidosis: Winter’s formula (1.5 x HCO3 + 8 +/- 2) ● Metabolic alkalosis: generally for every increase of 1 in bicarb, 0.5-1 increase in PCO2 ● Others: see table. Respiratory acidosis is the only condition in which pH can return to normal Respiratory acidosis / alkalosis: expected compensation (note PCO2, HCO3 go in the same direction) PCO2



For every 10 unit change in PCO2, HCO3 should change by...



Acute respiratory acidosis



Increased



+1



Chronic respiratory acidosis



Increased



+3-4



Acute respiratory alkalosis



Decreased



-2



Chronic respiratory alkalosis



Decreased



-5



Contrast-induced nephropathy: ● at risk = volume depletion, CHF, DM, CKD, multiple myeloma ● reduce risk by aggressive volume resuscitation (NS or isoosmotic sodium bicarb sol’n) if pt can handle it



FeNa: In chronic kidney disease: (a gross but useful oversimplification) ● Decreased phos clearance leads to elevated phos, which inhbiits 1,25 OH-VitD production ● Elevated phosphate and low calcium result, which increases PTH production ● Increased PTH then leads to renal osteodystrophy



Renal Tubular Acidosis: Type 1



(Distal)



Can’t secrete H+ at distal tubule



Type 2



(Proximal)



Can’t reabsorb HCO3 at proximal tubule



Type 4



(Hypoaldo or resistance)



Increased Na reabsorption with decreased H/K secretion (at distal tubule)



● ● ● ●



Can’t lower urine pH < 6 HypoK, hyperCl, non-AG met acidosis Also increased Ca/PO4 excretion - rickets / osteomalacia, renal stones can result Rx: NaHCO3



● ● ● ●



HypoK, hyperCl, non-AG met acidosis Fanconi’s, Wilson’s, other conditions No stones; no role for bicarb Rx: restrict Na (incr NaHCO3 reabsorption at PT)



● ●



HYPER-KALEMIC (only one) Can acidify the urine pretty well!



Rheum mksap ● ● ● ●



●



Bursitis: a/w painful full elbow flexion (stretches bursa tight) Crystalline / infectious synovitis: a/w pain on any passive joint motion “Popping” + joint line tenderness + pain on going up / down stairs, walking = meniscal tear Gout treatment: ○ Don’t use allopurinol in acute flares - NSAIDs are first line, then colchicine ○ Try to get serum uric acid down to < 6 mg/dL by increasing allopurinol if uric acid is still high ■ Helps dissolve tophi & other urate deposits ■ since decreasing uric acid levels itself can induce a gouty attack, keep colchicine on while you increase allopurinol. Hereditary hemochromatosis: classically “bronze diabetes” but now more often a/w arthropathy, fatigue, impotence, abnormal LFTs



●



Polymyalgia rheumatica: Pain, morning stiffness in axial joints, proximal muscles; no muscle weakness / swelling / pain / warmth / movement restriction. 90% have elevated ESR, usually > 50 yrs old. Treat with prednisone.



pretest ● SLE - high dose corticosteroids if hemolytic anemia, thrombocytopenia, or glomerular disease develops ● Feet: ○ Ankle sprain vs break: Ottawa rules: only need X-ray if 1) can’t bear weight right after injury or 2) point tenderness over medial or lateral malleolus. ○ Plantar fasciitis - runners, heel pain at first steps or after sitting, then goes away; OK at night ○ Tarsal tunnel syndrome - posterior tibial nerve runs through; entrapment leads to pain in ankle / heel, numbness of sole of foot at night ○ Metatarsal stress fracture: comes on suddenly, worse with weight bearing, point tenderness, can have normal X-ray ○ Morton neuroma - causes pain, numbness on ball of foot, made better by taking shoes off Lower back pain, buttock pain ● Symptomatic treatment for nonspecific LBP with no warning signs ● Acute sciatica: use NSAIDs if no cauda equina, spinal cord compression sx. ○ Surgery: sx > 6 wks, progressive neuro deficits. ○ Don’t MRI early - lots of false positives ○ But can get plain films in pts > 50 (incr. risk of malignancy, osteoporotic fractors) ● Spinal stenosis: pain on standing, walking, relieved by sitting / bending forward ○ NORMAL ABI (pseudoclaudication) ● Leg ischemia / claudication: occurs with walking but not with just standing ○ ABI < 0.9 often with >20% decline with exercise



Vasculitis ●



●



●



●



●



Temporal Arteritis: ○ >50, temporal aa / aorta / carotids, incr. risk Ao aneurysm, dxn. ○ Constitutional sx, H/A, visual impairment, jaw claudication, tenderness, polymyalgia rheumatica ○ ESR elevated, serial bx of temporal aa ○ Treat: high dose steroids immediately, follow ESR Takayasu’s Arteritis: ○ Young Asian women, Ao arch & branches, stenosis. ○ Decreased peripheral pulses, BP arm vs leg different, arterial bruits. Constitutional sx, ischemia, limb ischemia ○ Tx: steroids, treat HTN, surgery / angioplasty, bypass grafting Churg-Strauss ○ Many organ sx. Constitutional findings, prominent respiratory tract findings (asthma, dyspnea), skin lesions (palpable purpura). ○ Dx: Bx (lung/skin) with eosinophils, P-ANCA. ○ Poor prognosis (5 yr survival 25%, card / pulm complications). Tx with steroids (50% survival) Wegener’s ○ Kidneys, upper / lower respiratory tract. Sinusitis, bloody nasal discharge, oral ulcers (painful), pulm sx (cough, hemopt, dyspnea), glomerulonephritis, conjunctivitis / scleritis, arthralgias / myalgias. PAN has no lung involvement. ○ CXR: nodules / infiltrates. Elevated ESR, normochromic normocytic anemia, c-ANCA in 90%, +/thrombocytopenia, can confirm with open lung bx. Poor prognosis (most die w/in 1 yr). ○ Tx with cyclophosphamide, corticosteroids, can happen at any time. Polyarteritis Nodosa



○



●



●



●



Medium-sized vessels, incl. nervous system, GI tract. A/w HBV, HIV, drug reactions. PMN invasion of all layers, fibrinoid necrosis, intimal proliferation --> reduced luminal area --> ischemia, infarcts. ○ Fever, weakness, wt loss, myalgias/arthralgias, abdominal pain. Also HTN, mononeuritis multiplex, livedo reticularis (lace-like, purplish, lower extremities) ○ Dx: bx, mesenteric angiography. Elevated ESR, +/- p-ANCA. Test for fecal occult blood ○ Prognosis poor, improved with treatment. corticosteroids & if severe, cyclophosphamide Bechet’s Syndrome ○ Autoimmune, multisystem; cause unknown. oral, genital ulcerations (painful), arthritis (knees/ankles), eyes (uveitis / optic neuritis, iritis, conjunctivitis), CNS (meningoencephalitis, intracranial HTN), fever, wt loss. ○ Dx: biopsy; Tx: steroids helpful Buerger’s Disease (Thromboangiitis Obliterans) ○ Young men, smoke cigarettes. Small/medium sized arteries / veins, arms / legs, can lead to gangrene. Ischemic claudication, cold / cyanotic, painful distal extremities, paresthesias of distal extremities, ulceration of digits. Smoking cessation reduces progression. Hypersensitivity vasculitis ○ Small vessel, hypersensitivity / drug rxn, infection, other stimulus. Skin: palpable purpura, macules, vesicles, can be painful. Constitutional sx, Dx with bx of tissue, good prognosis.



Autoantibodies & whatnot Primary biliary cirrhosis



Anti-mitochondrial



Hashimoto’s



Anti-thyroid peroxidase (TPO) Anti-thyroglobulin (anti-microsomal, but can also see in Grave’s)



Grave’s



Thyroid-stimulating Ab



SLE



ANA (sensitive, not specific) Anti-dsDNA & anti-SM (specific, not sensitive) Anti-ssDNA (not as good)



Drug-induced SLE



Anti-histone



Rheumatoid arthritis



Rheumatoid factor (anti-IgG) - not specific, also not too sensitive Anti-CCP (specific)



Wegener’s



c-ANCA



Polyarteritis nodosa



p-ANCA



Mixed connective tissue dz



anti-RNP



Scleroderma



Anti-SCL 70 (anti-topoisomerase I) - diffuse dz (skin lesions prox to elbow; e.g., CREST doesn’t give you skin changes on chest), rapid prog. Anti-centromere - mostly limited / CREST syndrome



Sjogren’s



ANA +/- RF Anti-Ro (SS-A), anti-La (SS-B) in 40-50% (not too sensitive) (Treatment options include pilocarpine)



Myositides



Anti-Jo-1 (anti-tRNA synthetase) - both poly & dermato ● a/w disease activity - fever, mechanic’s hands, ILD, arthritis, refractory to treatment



Anti-SRP: a/w cardiac manifestations & bad prognosis Anti-Mi-2: better prognosis Autoimmune hepatitis



Anti-microsomal (did you mean anti-smooth muscle or -LKM? also is ANA+); liver bx required for dx



Felty’s syndrome: RA + neutropenia, splenomegaly (anemia, thrombocytopenia, lymphadenopathy). ● Think RA with an increased risk for infections!



Synovial Fluid Analysis: Condition



Fluid



WBC/mm3



PMNs



Other



Normal



Clear



< 200



< 25%



Noninflammatory arthritis (OA/trauma)



Clear, yellow; red if traumatic



< 2,000



< 25%



RBCs for trauma



Inflammatory arthritis (RA, gout, pseudogout, Reiter’s)



Cloudy yellow



> 5,000



50-70%



Pos birefr for pseudogout Neg birefr for gout



Septic arthritis (bacterial, TB)



Turbid, purulent



Usually > 50,000



> 70%



Most are culture positive except for gonococcal (25% only are positive)



Miscellaneous Screening HTN



All adults 18+ per USPSTF



Hyperlipidemia



Health adults 20+ get nonfasting total chol, HDL q 5 yrs. ● If tot chol > 240 or 200-240 with multiple risk factors, get full panel ● Adults with CAD - get full lipid panel



Abd U/S for abd aortic aneurysm



Men aged 65-79 who have ever been smokers (USPSTF makes no rec for those who haven’t smoked; not for women - harm outweighs benefit) Get a FOBT every year along with these recs



Colonoscopy



Older than 50? Every 10 years (if polyp found & resected, check again in 3 yrs) First degree relative with CRC < age 60, or 2 relatives with CRC at any age: ● Age 40 or 10 years prior to youngest relative’s dx (whichever earlier) ● Repeat q 5 yrs Genetic syndromes: ● ●



FAP: genetic testing, or annual sigmoidoscopy starting at 10-12 y/o to see if they carry the gene, then yearly +/- resection HNPCC: colonoscopy q 1-2 yrs starting at age 20-25 or 10 years prior to youngest relative’s dx (whichever comes earlier)



Chlamydia



All pregnant and sexually active women age 24 or younger



STDs



In general, test everybody who is at risk. Gonorrhea, though, doesn’t have routine screening



like Chlamydia above. Also opt-out HIV testing for pretty much everybody Pap smear



Start at age 21 or within 3 years of starting intercourse ● While in 20s, q 2 yrs; while in 30s, q 3 yrs (if 3 in a row have been normal) ● Can stop if hysterectomy for non-cancer reasons & no longer have cervix ● Can stop if over 65 and 3 normal Paps in a row; if new sexual partner after age 65, restart Paps q 3 yrs Lots of HPV positivity in adolescents 20 and younger - so if LSIL, schedule a 12 month follow-up and only refer for coposcopy if high grade SIL or greater on repeat (lots clear the infection on their own).



Mammogram



Old recs: Women 40+ get mammograms q 1-2 yrs, then yearly after age 50 New recs: Get mammogram q2yrs starting at age 50 Also physician exam q 3 yrs until 40, then yearly thereafter



TB



Anybody at risk for developing latent or active TB (see PPD recs above) ● Persons living in congregant settings (prisons, group homes, homeless shelters, nursing homes) ● Persons routinely exposed to TB (health care workers) ● Persons who are immunosuppressed (HIV, transplant pts)



Vaccines Pneumovax



Elderly (> 65 y/o) or high-risk adults (asplenic, nursing home). ● If initial vaccine given before age 65, give booster 5 yrs later



TD/DTaP



Booster every 10 years ● If in the 19-64 age range, give TDaP as next booster instead of TD. ● Vaccinate health care workers who haven’t had TDaP and had their last TD booster > 2 yrs ago



HPV



All females ages 9-26



Herpes Zoster



Adults > 60 y/o



Meningococcal



Adults with asplenia (anatomical or functional) or complement deficiencies College students in 1st year dorms, military recruits



HBV



High risk (health care workers, hemodialysis pts, recipients of clotting factors, high-risk sexual behavior, travelers to endemic areas, IVDU, household contacts of HBV carriers, persons in institutions for mental retardation)



HAV



Travelers and people with chronic liver dz, HCV



MMR



Live vaccine - primary series in kids. Give to unvaccinated people.



Varicella



Live vaccine - primary series in kids. Give to adults, adolescents who have never had chickenpox, close contacts of immunocompromised pts, PEP in susceptible



Polio



Primary series in kids. Don’t give to unvaccinated adults unless they’re going to travel to endemic areas.



Influenza -- don’t be afraid to tack on some olsetamavir if pt with risk factors (e.g., COPD) has exposure to virus (e.g., daugther has flu) in addition to IV killed vaccine



Pain control: if using PCA, make sure to bolus morphine 1st (PCA for maintenence; doses are small & would take a long time to get to therapeutic level). Age-related macular degeneration: yellowish drusens ● advise to stop smoking, consume antioxidants (ACE), see opththalmologist Metabolic syndrome: 3/5 of abdominal obesity (waist > 35in in F, 40in in M), hyperTGs (>150), low HDL ( 110). Note that LDLs not involved Womens’ health initiative: ● Estrogen + progesterone (HT) in healthy post-menopausal women --> increase in breast cancer over 5 yrs ● HT helps prevent osteoporotic fractures but no benefit for coronary heart disease was found ● If using HT, use it short-term in healthy perimenopausal women
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