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COMMENTARY

by DARRELL R. OVER, MD, MSc, FAAFP

Medicare ... for All?

edicare For All” has become one

of the most popular topics in

American politics. Notably, when

| have asked most of my resident
physicians (who will be significantly impacted
by its mandates), | have discovered a dearth of
understanding of this topic. Given the potential
ramifications of this program for changing the
American health care landscape, | believe a re-
view of its significant provisions is beneficial
for all physicians.

Medicare as we know it now was established
in 1965, primarily as universal health care for
people over 65 years age. In 1972, Medicare
coverage was extended to persons with dis-
abilities. Medicare For All is not Medicare as we
currently understand the program. Currently,
there are two competing models of the Medi-
care For All program in the 116th Congress,
House Resolution 1384 and Senate Bill 1129.

Both HR 1384 and SB 1120 establish a national
health insurance program that is administered
by the Department of Health and Human Ser-
vices (HHS). Both programs provide insurance
for all U.S. residents; specify automatic enroll-
ment of individuals upon birth or residency in
the U.S.; and cover comprehensive health care
including hospital services, prescription drugs,
mental health and substance abuse treatment,
dental and vision services, abortion, and home
and community long-term care. Senate Bill
1129 specifies that state Medicaid programs
must cover certain institutional long-term care
services. Both bills prohibit cost-sharing (e.g.,
deductibles, coinsurance, and copayments
and other charges for covered services) but
SB 1129 allows co-payments for prescription
drugs up to $200 annually for households with
incomes >200% of the federal poverty limit.
Both bills mandate that private health insurers
and employers may only offer coverage that is
supplemental to, and not duplicative of, benefits
provided under the Medicare For All program.
Under each bill, all health insurance exchanges
and certain specified federal health programs
terminate upon Medicare For All program im-
plementation — the exception being coverage
provided through the Department of Veterans
Affairs or the Indian Health Service. HR 1384

calls for transitioning to Medicare For All over
a two-year period: individuals <18 years age or
>55 years age or already enrolled in Medicare
may enroll in the program starting one year
after its enactment, and other individuals may
also buy into the program at this time. Senate
Bill 1129 calls for transitioning to Medicare
For All over a four-year period: individuals <18
years age are eligible for benefits one year after
enactment, while other individuals (depend-
ing on age) may buy into a transitional plan
or an expanded Medicare program during the
transition period. Both HR 1384 and SB 1129
state that all licensed health care providers
are eligible to participate, and both establish
provisions for payments and costs. Each bill
specifies that the HHS will negotiate prices for
prescription drugs and establish a formulary.
HR 1384 provides for individual health care
provider reimbursement on a fee-for-service
basis (value-based payment is prohibited) and
implements a global operating budget for hos-
pitals and other institutions. Senate Bill 1129
maintains the current Medicare methods for
payment. Neither bill specifies the payment
rates to health care providers or hospitals that
will be applied. Neither bill includes financing
mechanisms for implementation.

In a 2017 New York Times article (updated
online in 2019), writers Haeyoun Park and
Margot Sanger-Katz summarized the various
constituencies impacted by enactment of a
Medicare For All insurance model:

e 156 million people with employer insur-
ance plans would have new taxes (but no
premiums).

e 73 million people with Medicaid would
have increased choices, but possibly
higher taxes.

e 61 million people with current Medicare
insurance would have more generous
coverage.

e 28 million un-insured people would have
access to health care.

e 21 million people who self-pay for health
insurance would have new taxes but less
out-of-pocket spending.

e 9 million veterans will
keep their Veteran
Health Administration
insurance intact.

e 2 million Native Americans will keep their
Indian Health Service insurance intact.

e Doctors and hospitals would proba-
bly face pay cuts (but no more unpaid
claims).

e Pharmaceutical companies would likely
see smaller profits.

e Private health insurance companies
would, for the most part, be eliminated.

Both versions of the Medicare for All plans
summarized above have some real advantages
over the status quo. However, as currently con-
ceptualized, the challenges facing each version
of the plan are immense and neither adequately
addresses the economic and administrative re-
alities that dominate U.S. health care. Writing
in Health Affairs, Frakt and Oberlander quote
an Urban Institute study that estimates that
Medicare For All as currently proposed would
increase federal spending by $34 trillion over
the next 10 years. Even considering that a por-
tion of this rise would be counterbalanced by
lower private sector spending, net national an-
nual health care spending would be increased
20% from about $3.5 trillion to $4.2 tril-
lion.

e  For Further Reading:
Frakt AB, Oberlander J. Challenges to Medi-
care For All remain daunting. Health Aff
2020(Jan);39(1):142-145.

e Johnson M. Kishore S, Barwick DM. Medi-
care For All: an analysis of key policy is-
sues. Health Aff 2020(Jan);39(1):133-141.

e Pope C. Medicare For All? Lessons from
abroad for comprehensive health care re-
form. Manhattan Institute Report. Novem-
ber 2019. https://www.manhattan-institute.
org/using-lessons-from-international-
health-care-medicare-for-all Accessed
January 20, 2020.
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CASE STUDY

by JESSE J. XIE, MD;' NATALIE B. PEEPLES, MD; '
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2. Graduate of University of Mississippi Medical Center, Jackson, Miss.

3. Division of Pulmonary and Critical Care, Department of Internal Medicine, Central Arkansas Veteran Heath Systems, Little Rock Ark.

A Rare Case of Temporalis Muscle Abscess Secondary
to Mayfield Clamp Pin Sites in a Post-Operative
Neurosurgery Patient

Abstract
Introduction: Neurosurgical interventions are
becoming more and more common in the U.S.
Based on a study between 2006 and
2013, there were 94,621 neurosur-
gical surgeries performed." As with
any invasive procedure, post-opera-
tive complications are a major con-
cern. Uncommonly, the head-clamp
device used to secure the head of the
patient for surgery is a contributor of
such complications and can easily
be missed.?

Summary: Here we describe the
case of a 50-year-old man who
was two weeks post-op from a C5-
C7 resection of an intradural mass
when he presented with high-grade
fevers that persisted despite broad
spectrum 1V antibiotics. The source
of his fevers was found to be tempo-
ralis muscle abscesses at the sites of
his Mayfield head clamps.

Figure 1: Bilateral temporalis muscle inflammation and abnormal enhancement with  tions
central fluid concerning for abscess (left greater than right).

Conclusion: Abscess from head-se-
curing surgical clamps is a rare com-
plication, but should remain in the differential of a
febrile post-op neurosurgery patient. This com-
plication will require @ more aggressive antibiotic
course or drainage to resolve, and could easily be
missed in patients with numerous comorbidities.

Case

A 50-year-old African American male who was
recently found to have an intradural mass with
subsequent resection and C5-C7 laminectomy
presented to emergency department (ED) two
weeks after his surgery with dysuria and fever of
101 degrees Fahrenheit. Initial workup showed
40 WBC, 3+ leukocyte esterase, 1+ bacteria on

urinalysis, and urine culture grew pan-sensitive
Klebsiella. He was given one dose of ceftriaxone,
started on cephalexin for outpatient therapy, and

discharged from ED back to physical rehabilita-
tion facility.

At the rehab facility, patient was noted to have
recurrent febrile episodes and was eventually
switched to ciprofloxacin. Despite appropriate
antibiotic therapy and resolution of dysuria, he
continued to have fevers up to 103 F and returned
to the ED three days after initial evaluation. At that
time, the patient’s only complaint was bilateral
jaw pain. Vital signs showed fever of 104 F and
briefly hypotensive to 90s/60s, which normalized
with half a liter of normal saline. His surgical site
was healing well without erythema, edema, in-
duration, or drainage. There was no tenderness

to palpation at the surgical site or costovertebral
angle tenderness. Due to concern of perinephric
abscess following his urinary tract infection, sep-
sis protocol was activated
on arrival and the patient
was started on vancomycin
and cefepime. Computed
tomography (CT) of abdo-
men/pelvis revealed blad-
der wall thickening con-
sistent with cystitis but no
fluid collections. CT neck
revealed  post-operative
changes but no acute find-
ings concerning for infec-
tion. The patient continued
to complain of bilateral jaw
pain, and magnetic reso-
nance imaging (MRI) brain
was ordered and revealed
bilateral temporalis mus-
cle fluid collections with
abnormal  enhancement
and central fluid collec-
consistent  with
abscesses (left greater
than right). Due to his re-
cent surgery and location of the abscesses, they
were determined to be secondary to surgical head
clamps. Blood and urine cultures from admission
showed no growth. Given that he had already re-
ceived multiple days of antibiotics and improving
clinically on broad spectrum antibiotics, wound
cultures were not obtained, as they were unlike-
ly to yield positive growth and unlikely to change
therapy. Patient subsequently improved with a
two-week course of vancomycin and cefepime
therapy.

Discussion
Mayfield clamps are a three-prong positioning
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system commonly utilized in neurosurgery to
stabilize the head.® Literature discussing the
complications from these clamps is exceptionally
rare.? The few complications that are documented
are quite severe, such as skull fracture, epidural
hematoma, and air embolus, with the caveat that
many lesser injuries likely go unnoticed or unre-
ported.3* Patients with these complications often
have a number of comorbidities at time of pre-
sentation, which elevates the difficulty of making
an accurate diagnosis. Another factor that often
delays early diagnosis is that it is not uncommon
for patients to have post-operative fever. In this
particular patient, it was nearly four days before the
diagnosis of TM abscess was made. Ultimately, a
long course of intravenous antibiotic therapy led to
resolution of infection.

Abscess from head-securing surgical clamps is a
rare complication and requires a high level of sus-

picion, but should remain in the differential of a
febrile post-op neurosurgery patient. Best method
of diagnosis is with imaging such as CT or MRI.
Ideally, blood and abscess cultures should also
be obtained. Often, as in this case, the yield is low
given that patients are typically already on antibiotic
therapy. Head-clamp-related abscesses requires a
more aggressive antibiotic course or drainage to
resolve and could easily go overlooked in a patient
with other potential sources of infection. This is the
first reported case of temporalis muscle abscess
from such clamps.

References

1. Cote DJ, Karhade AV, Burke WT, Larsen AM,
Smith TR. Risk factors for post-operative re-
spiratory failure among 94,621 neurosurgical
patients from 2006 to 2013: a NSQIP analysis.
Acta Neurochir. 2016 Sep; 158(9): 1639-45.
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Update on Arkansas’ Ongoing
Hepatitis A Outbreak

JENNIFER DILLAHA, MD; MICHAEL CIMA, PhD, MPH; JOEL TUMLISON, MD, DIPLOMATE ABFM; and ALAN MAY

ince 2016, the United States

has experienced a multi-state

outbreak of hepatitis A among

persons using or injecting
drugs, the homeless and men who
have sex with men (MSM).

Hepatitis A, caused by the
hepatitis A virus, infects the liver
and generally leads to a self-limited
disease. Symptoms include fever,
loss of appetite, nausea, vomiting,
diarrhea, body aches, jaundice,
dark urine, and/or light stools.
Symptoms considered more specific
to hepatitis, such as jaundice, are
not always present. Diagnosis is
difficult because of the overlap of
hepatitis A’'s general symptoms with
those of other common illnesses,
such as viral gastroenteritis.

The virus is transmitted per-
son-to-person through the fecal-oral
route. Transmission can occur from
close personal contact (household
members or sexual contact), con-
taminated food or water, or blood
exposure.'? Prior to the 1995 advent
of the hepatitis A vaccine, which con-
fers greater than 90% immunity with
one dose, there were typically 20,000
to 30,000 cases reported per year.3*
After the vaccine was added to the
recommended childhood immuni-

zation schedule, the yearly incidence
of hepatitis A dropped by 95% from
1995 to 2011. However, a subsequent
increase of 140% occurred between
2011 and 20174

In November 2016, California first
identified an outbreak of hepatitis A
among the homeless and drug-using
populations. Since then, outbreaks
have occurred in 29 other states,
resulting in nearly 30,000 cases by
January 2020; 61% required hospital-
ization and 302 individuals have died
from their infections.®

In Arkansas, the first cluster of
hepatitis A cases in this outbreak was
identified in Clay County during Feb-
ruary 2018 and was largely attribut-
able to drug use. Through January 9,
2020, 450 individuals have become
infected with hepatitis A, leading to
236 (52%) hospitalizations and three
deaths. During this outbreak, 38
counties have reported at least one
case. Clay, Greene, Craighead and
Poinsett counties have the highest
burden of disease. In recent months,
sizable numbers of cases have also
been observed in Jefferson and
Washington counties.

Demographically, this outbreak’s
cases have occurred more often
in men than women (64% vs 36%).

More whites (92%) than any other
race have been infected. Patient
ages range from 2 to 80 (media

39). Table 1 shows the risk factors
and co-morbidities that have been
identified among these cases. Most
cases (60%) have reported drug

use as a risk factor. Among these
persons, 58% reported injecting
drugs. A quarter of hepatitis A cases
have tested positive for hepatitis C,
substantially more than the preva-
lence in the U.S. general population
(estimated at 1.7%).° Other identified
risk factors include MSM (2%), home-
lessness (3%), recent incarceration
(5%) and food handlers with 21 cases
(5%). Hepatitis A among food han-
dlers potentially exposes restaurant
patrons to the virus if proper sanita-
tion and handwashing guidelines are
not followed. Public notification and
mass vaccination were warranted

in response to some food handler
cases. Foodborne transmission has
not played a significant role in the
spread of this outbreak.

Since February 2018, the
Arkansas Department of Health
(ADH) has continuously monitored
and responded to the hepatitis A
outbreak. Over 35,000 vaccinations
have been given at over 30
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Complete hepatitis A vaccination
recommendations at https://www.
cdc.gov/hepatitis/outbreaks/
InterimOutbreakGuidance-HAV-
VaccineAdmin.htm.

The Health Alert Network (HAN)
provides notification regarding out-

TABLE 1. Characteristics, risk factors and co-morbidities
of Arkansas hepatitis A outbreak, Dec. 2017-Dec. 2019

CHARACTERISTIC NUMBER (%)

271 (60%)

Drug use

Self-reported injection drug use 156 (58%) breaks or other public health events.
Hospitalizations 236 (52%) Learn more about HAN and sign up
for alerts at https://hanregistration.
Co-infected with hepatitis C 112 (25%) adh.arkansas.gov. A
Incarcerated in the past two months 22 (5%)
Dr. Dillaha is ADH medical director for
Food handlers 21 (5%) immunizations and outbreak response.
Co-infected with hepatitis B 19 (4%) Dr. Cima is ADH chief epidemiologist
and associate director for science. Dr.
Homeless individuals 15 (3%) Tumlison is ADH medical director for
Men who have sex with men (MSM) 8 (2%) child and adolescent health. Mr. May is

ADH health program specialist |.

REFERENCES
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compounded with a scarcity of drug primates. J Infect Dis, 2002. 185(11):1668-71

abuse treatment resources, has Iikely 2. Fiore, AE, Hepaititis A transmitted by food. Clin
Infect Dis, 2004. 38(5): 705-15

3. Oftt, JJ, Wiersma, ST. Single-dose administra-
tion of inactivated hepatitis A vaccination in
the context of hepatitis A vaccine recommen-
dations. Int J Infect Dis, 2013. 17(11):€939-44

4. Viral hepatitis surveillance: U.S. 2017, Centers
for Disease Control and Prevention. 2019; at:
https://www.cdc.gov/hepatitis/statistics/
2017surveillance/pdfs/2017HepSurveil-
lanceRpt.pdf

5. Widespread person-to-person outbreaks of
hepatitis A across the U.S., CDC 2020; at:
https://www.cdc.gov/hepatitis/outbreaks/
2017March-HepatitisA.htm

. 6. Hofmeister, MG, et.al., Estimating prevalence

control this outbreak. We ask youto of hepatitis C virus infection in the U.S., 2013-

intervene in three ways: 2016. Hepatology, 2019. 69(3):p.144-51

e Consider a hepatitis A diagnosis 7. Epson, EE, et.al., Risk factors for hospitalisation
and associated costs among patients with

free clinics to persons at risk for
acquiring the virus. Another 15,000

persons are often marginalized and
stigmatized. Additionally, the wors-
vaccinations have been given as a
result of food exposure.

Using a cost estimate from a
previous hepatitis A outbreak that contributed to the perpetuation of
includes medical care, public health
personnel and lost productivity
costs, ADH estimates the cost of this

outbreak may exceed $5 million.”

the hepatitis A outbreak nationally
and in Arkansas.

More cases of hepatitis A are
likely in the coming months, but
In an effort to end this outbreak,
ADH continues to investigate cases
in a timely manner; communicate
relevant information to the public,

ADH and its partners will continue
to work toward innovative strategies
to combat the outbreak and stymie
the virus’ spread through targeted
vaccination and education. ADH
needs the help of all physicians to

stakeholders and policy-makers;
and collaborate with county
judges and county health officers
to identify and target high-risk
populations for vaccination.

Many states, including Arkan-
sas, have been responding to this
outbreak for more than a year. It
has proven difficult to address and
contain among high-risk individu-
als, largely due to the challenge of
effectively engaging and providing
preventative care to high-risk groups.
Drug users, MSM and homeless

in any case with typical symptoms;
order hepatitis A IgM testing in
those patients.

Identify and vaccinate those with
risk factors (illicit drug use, home-
lessness, MSM, etc.) for hepatitis A.
Report all cases of hepatitis A
(and other reportable diseases) to
ADH at 501-537-8969.

hepatitis A associated with imported pome-
granate arils, U.S., 2013. Public Health, 2016.
136:144-51
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Withdrawal-Emergent Dyskinesia Sydenhams Chorea
and PANDAS: One Syndrome or Three?

Abstract

This report discusses two cases of children who
presented to an inpatient children’s hospital with
overlapping symptoms reminiscent of pediatric
acute-onset neuropsychiatric syndrome asso-
ciated with streptococcal infection (PANDAS),
Sydenham’s chorea (SC), and withdrawal-emer-
gent dyskinesia (WE-D). When changes to anti-
psychotic doses were made, SC and PANDAS
followed when said changes occurred in current
or post streptococcal infection. As the resulting
symptoms could be viewed as SC, WE-D, or PAN-
DAS, it is hypothesized that the sudden onset of
these rare conditions resulted from the reduction
of antipsychotics in the context of post strepto-
coccal infection, leading to a severe PANDAS
syndrome.

Introduction

Withdrawal-emergent dyskinesia (WE-D) is a
drug-induced movement disorder that is caused
by abrupt discontinuation of dopamine receptor
blocking drugs (DBRDs) such as haloperidol,
risperidone, etc. WE-D usually disappears spon-
taneously in six to 12 weeks following discon-
tinuation of DBRDs." 2 Cholinergic over activity
and dopamine-acetylcholine fluctuations in the
basal ganglia may lead to the dyskinesia.? Diag-
nosis of pediatric acute-onset neuropsychiatric
syndrome associated with streptococcal infec-
tion (PANDAS) manifests as an unusually abrupt
onset, relapse and remitting course of neuropsy-
chiatric symptoms in patients with a prior history
of streptococcal infection. PANDAS can also be
present without the presence of a streptococcal
infection, positive ASO titer, or anti-streptococcal
B antibodies and is referred to as PANS. Neuro-
psychiatric presentation of PANDAS may include
obsessive-compulsive symptoms or tics, mo-
tor hyperactivity, and choreiform movements.*
Children with PANDAS may also present with
cognitive dysfunction, hallucinations, and/or de-

lusions and movement disorders.® We report on
two cases of a combined presentation of WE-D
and PANDAS, raising issues about differential
diagnosis and the possibility that PANDAS was
an exacerbating factor in the emergence of WE-D

Case One

An 8-year-old male with a history of fetal alco-
hol syndrome, disruptive mood disorder, at-
tention-deficit/hyperactivity disorder (ADHD),
and aggression presented with sudden onset,
extremely severe choreiform movements of
bilateral upper and lower extremities. He was
transported from his local emergency depart-
ment (ED) to another one at a tertiary children’s
hospital and ultimately placed in a pediatric inten-
sive care unit (PICU). En route to the tertiary care
hospital, he was given diphenhydramine 25mg,
benztropine 1 mg, midazolam 2 mg, diazepam 2
mg, and morphine 4mg. Upon arrival in the ter-
tiary care hospital ED, he was given benztropine
2mg IV and acetaminophen 487 mg PR. He was
then transferred to PICU and has received benz-
tropine 2 mg, risperidone 0.5 mg, and contin-
ued on lorazepam 2 mg Q4h. He was placed on
dexmedetomidine 0.5mcg/kg/hr IV in the PICU.

Abnormal movements had started two weeks
earlier after initiation of lithium 600 mg BID and
discontinuation of risperidone 6mg, which he
had been on for the last two years. He had been
on and off risperidone for the antecedent five
years without withdrawal issues. Medications
on admission included buspirone 10 mg TID,
clonazepam 3 mg QHS, clonidine 0.4 mg QHS,
lithium 600mg BID, methylphenidate 10 mg
QAM, propranolol 15mg TID, and topiramate 50
mg BID & 200 mg QHS. Patient had a history of
chronic streptococcal infections; his admission
anti-streptolysin O (ASO) titer was 696 (>200 U
is positive) and his anti-DNase B (ADB) was 2260.
Creatine kinase (CK) was 4679 (150-499 U/L),

and on day two, CK went down to 2689. Patient
had electrolyte abnormalities that included sodi-
um 153 (136 to 144 mEq/L), and chloride 120 (96
to 106 mEg/L). He had a fever of 39.7 Celsius.
During examination, the patient was thrashing
both arms and legs and had involuntary mouth
movements and facial grimacing. He was placed
in four-point restraints to prevent any injuries.

After consultation, neurology diagnosed Syden-
ham’s Chorea (SC). Neuroleptic Malignant Syn-
drome (NMS) may also be considered in the
differential due to elevated creatine kinase and
hyperthermia. Infectious disease team started
penicillin 1.25 mu Q6 hrs daily and prednisone
40 mg Q daily to treat potential strep infection.
Psychiatry-initiated quetiapine 25 mg titrated
up to 125 mg BID, lorazepam 2mg Q6H daily,
which resulted in a significant reduction of in-
voluntary movements. At six months follow-up,
patient continued to take prophylactic penicillin
250 mg BID and had no abnormal movements.
Quetiapine was eventually switched to olanzapine.

Case Two

A 13-year-old male with a past history of tics,
seizures, autism spectrum disorder, ADHD, and
oppositional defiant disorder presented to a local
ED with flailing, ballistic, choreoathetoid full body
movements that were continuous except when
asleep. The severity of his movements caused
injury to himself and his mother. The onset of the
movements seemed to coincide with decrease of
quetiapine 300 mg to 200 mg that was in response
to concerns about the seizure threshold following
a first onset seizure. The patient had been stable
on varying doses of quetiapine for five years prior
to admission with no past history of any with-
drawal syndromes when doses were decreased.
The seizure was treated initially with levetiracetam
and then lacosamide. He was sedated in the local
ED with diphenhydramine, lorazepam, and diaze-
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pam and then transferred to a tertiary children’s
hospital. On physical examination, there was facial
grimacing and prominent choreoathetoid move-
ments in bilateral upper and lower extremities.
There was absence of rigidity, lip smacking/puck-
ering, cog wheeling, dystonia, and hyperreflexia.

The mother reported the patient had a long his-
tory of recurrent streptococcal infections includ-
ing a confirmed streptococcal infection several
months prior to this admission, which was treat-
ed with a 10-day course of amoxicillin. The MRI
was unremarkable, and the EEG showed mild
slowing. Laboratory findings were remarkable
only for elevated creatine kinase 661 (4-87 U/L)
and mildly elevated CRP 22.8 (0.0-10.0 mg/L).
His rapid antigen streptococcal test (RAST), ASO
titre (< 25), and ADB titre (<86) were negative.
WE-D from decreasing quetiapine dose and/
or a movement disorder complicated by PAN-
DAS is a plausible explanation of the patient’s
abnormal movements. Sydenham’s Chorea is
also high on the differential. Treatment was ini-
tiated by increasing quetiapine up to 200 mg PO
BID, which led to gradual improvement of ab-
normal movements. A trial of antibiotic therapy
was recommended by the psychiatry consults
team; however, patient showed objective signs
of improvement with quetiapine titration alone.
At an outpatient three-month follow up visit, re-
cords indicate that the patient is stable on the
quetiapine without any abnormal movements.

Discussion

It is postulated that neuro inflammation plays a
major role in the etiology and pathogenesis of
PANDAS.5 Serum IgG from patients with SC and
PANDAS, which bind to components of the group
A Streptococcus cell wall, have also been shown
to cross-react with neuronal components in the
basal ganglia caudate, putamen, and the globus
pallidus.” The PANDAS Consortium recommends
conventional psychiatric treatment” and targeted
antimicrobial therapy? for severe infections resis-
tant to antibiotic therapy IVIG and corticosteroids.®

Both cases involved patients with a long history
of complex and comorbid psychiatric diagnoses
treated with multiple medications and changing
doses of medications along with a concomitant
history of recurrent streptococcal infections.
In both cases, changes to the dose of antipsy-
chotic, which had never been problematic pre-
viously, was followed by SC and PANDAS when
the decrease in antipsychotic occurred during

current or post-streptococcal infection. These
movements could be understood as either PAN-
DAS, SC, or WE-D or a combination of all three
conditions. Both patients responded to increasing
doses of quetiapine. We hypothesize that the sud-
den onset of these three rare conditions resulted
from the reduction of antipsychotics in the con-
text of post-streptococcal infection, leading to a
severe PANDAS syndrome. The clinical implica-
tion is that clinicians should consider prophylactic
treatment with antibiotics for complex psychiatric
syndromes with recurrent strep infection, take
caution in reducing antipsychotics in this popu-
lation, and that the presentation of SC may be a
manifestation of a PANDAS syndrome.
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DEHM D"_EMMA Special Section: Short Dermatological Cases

by KYLE SANDIFORD, MD CANDIDATE, CLASS OF 2021

A nine-month-old male presents to his pediatrician
with hyperpigmented macules of the arms, back,
and abdomen that have been noticeable for the
past three months. At birth, the child had a simi-
lar lesion present on the neck that has persisted.

These macules become raised and red “whelps”
after bathing, pressure or exposure to the outdoor
heat, causing significant itching and irritability. In
addition, the lesions often flare at night, disrupting
the patients’ sleep. The parents express concern that
these markings are bruises that will not resolve, and
request an investigation for possible abuse. No evi-
dence for such is found. Subsequently, blood panels
to investigate a concern for vasculitis, panniculitis or
blood dyscrasias are performed and show normal
results.

The most appropriate next step in the diagnosis and
management of this patient’s condition includes
which of the following?

A Reassure the parents, as this eruption rep-
resents urticaria pigmentosa, a cutaneous
variant of mastocytosis that typically re-
solves spontaneously prior to adolescence.
Prescribe 2.5% topical hydrocortisone for
periodic relief of symptoms and educate
the family on potential exacerbating factors.

B. Thelesions are café au lait macules. The physi-
cian should initiate genetic testing, looking spe-
cifically for mutations in the NF1 gene of chro-
mosome 17 that are implicated in Neurofibro-
matosis Type | (Von Recklinghausen disease).

C. Reassure the parents that the marks on the
child’s body are congenital nevi, and that the
signs of irritability with heat exposure are de-
velopmentally appropriate responses of young
children to previously unrecognized stimuli.

D. Immediate biopsy of the lesion(s) to confirm
the diagnosis of systemic mastocytosis. Begin
systemic corticosteroids to mitigate symptoms
and minimize the risk of anaphylaxis.

Answer: A.)
Urticaria Pigmentosa (UP), otherwise known as
Maculopapular Cutaneous Mastocytosis (MCM),

is the most common presenting variant of masto-
cytosis in the pediatric population, accounting for
more than 80% of mastocytosis diagnoses in this
group. This condition can be divided into a poly-
morphic and monomorphic subtype. Polymorphic
UP is characterized by multiple lesions that vary
in shape and size and are typically located on the
neck, face, back, abdomen, and/or extremities of the
affected individual; in contrast, the monomorphic
subtype is noted for lesions of uniform shape and
size resembling lesions of the adult UP variant and
generally carries a poorer prognosis with respect

to the extension of the disease into adulthood. The
lesions of UP represent coalescing mast cells that
over proliferate in response to various KIT gene
mutations, most notably the D816V constitutive
activating mutation. Urticaria pigmentosa is a clini-
cal diagnosis resulting from a thorough history and
physical examination; however, definitive diagnosis
is confirmed with an H&E stain of the biopsied le-
sion. Diagnostic criterion requires more than 15
mast cells per cluster or scattered mast cells with
greater than 20 mast cells per high powered field.
It is not uncommon to find upwards of a 40-fold
concentration increase in mast cells in the dermis
of sampled tissue as compared to normal skin.

The clinical manifestations of UP in children are
typically confined to cutaneous symptomology and
are often exacerbated by heat (i.e. when the child

LOGAN RUSH, MD, RESIDENT, UAMS DEPT OF DERMATOLOGY

is exposed to a warm bath). Other culprits of mast
cell stimulation include certain drugs (salicylates,
NSAIDs, narcotics), exercise, various food-stuffs,
and even local trauma or tactile stimulation (Darier’s
sign). Darier’s Sign, a bedside test to help confirm
the suspicion of UP, is wheal formation at the lesion
elicited by firmly stroking one of the hyperpigmented
macules. These stimuli provoke mast cell activation
and degranulation, permitting the release of various
molecules such as histamine, eicosanoids (pros-
taglandins and leukotrienes), and heparin, among
other molecular intermediaries. These biochemical
ligands act in coordination to target their respective
receptors, initiating inflammatory messenger cas-
cades that instigate the various signs and symp-
toms associated with mast cell degranulation. Pru-
ritus, erythema, and edema quickly ensue. Though
UP is defined by mastocyte containment within the
skin itself, systemic signs such as fatigue, nausea,
and vomiting can present in these patients as well.

Treatment of UP is largely targeted at symptom
management. Traditionally, the literature has sug-
gested that the condition will spontaneously resolve
in over 50% of cases before the child reaches ad-
olescence. However, this consensus has recently
been challenged, as some studies suggest that
many of these reported cases of complete resolu-
tion have quite simply been overstated. Cutaneous
symptom alleviation can be achieved with topical
steroid ointments or calcineurin inhibitors. Antihis-
tamines, specifically second-generation agents (i.e.
cetirizine), have shown to have some clinical bene-
fit in the prevention of skin-specific symptoms that
arise as a result of UP. Educating the family and the
patient about avoidance of potential triggers is para-
mount in future prevention of disease exacerbation.
Interestingly, the presence of the KIT mutation has
led some to suggest the potential therapeutic ben-
efit of monoclonal antibodies and other classes of
molecular inhibitors. Though UP is characterized as
a benign process, yearly monitoring for progression
of the disease into systemic mastocytosis should be
initiated by evaluating for persistent abnormalities in
the CBC, elevated serum tryptase of >20ng/ml, sple-
nomegaly, and/or persistent lymphadenopathy. The
debilitating effects of UP should not be understated,
and prompt treatment for these patients will greatly
reduce the burden of the disease while increasing
the longevity of those affected.
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A WELCOME T0 THE AMS
§ COMMUNITY

The following physicians have joined AMS between December 2019 and March 2020.

Abdel Rahman Ah Al Emam, MD - Little Rock

Justin Allen, MD -Heber Springs

Kevin Barber, MD - North Little Rock
Dennis Beck, MD - Jonesboro

Rudolph Bowens, MD - Jonesboro
Gary W. Bowman, DO - Greenbrier
Kristen Bracy, MD - Little Rock

Laura Bradney, MD - North Little Rock
Jim Carmical, MD - Monticello

Katelyn Carmical, MD -Monticello
Rodrigo Cayme, MD - Little Rock

J. Richard Duke, MD - Searcy

Maureen Flowers, MD - Mountain Home
Meera Gangadharan, MD -Little Rock
Katie Herring, MD -Hot Springs

John Freeland Jayroe, MD - Little Rock
Allison Johnson, MD - Fayetteville
William Gerald Jones, MD - Little Rock
Jane Jee-Sun Kang, MD - Little Rock
Nasir Khan, MD - Little Rock

Julia Killingsworth, MD - Little Rock
Matthew Kincade, MD

Konstantinos Kossidas, MD - Little Rock
Harry Kourlis, MD - Little Rock

Aswini Kumar, MD - Fort Smith

Jose Loyo-Molina, MD - Fort Smith
Jack Lyon, MD - Morrilton

Kimberly M Macferran, MD -Little Rock
Mohammad Malik, MD - Crossett

Katy Marino, MD - Little Rock

Ashley E. Mason, MD - Springdale

John Paul Mounsey, MD - Little Rock
Ethan Munzinger, MD - Searcy

Michael Shawn North, MD - Searcy
Senushi J. O'Sullivan, MD - Fayetteville
Ikemefuna Onyekwelu, MD - Little Rock
Arpit R. Patel, MD - Little Rock

Kristine Leigh Patterson, MD - Little Rock
David James Pennywell, MD - Little Rock
Clint Seymour, MD - Conway

John R. Sims, MD - Little Rock

David Mark Spiro, MD - Little Rock
Charles J. Stearns, MD - Little Rock

Eric J. Stewart, MD - Bentonville

Erica Stokes, MD - Little Rock

Athanasios Stoyioglou, MD - Little Rock
Tomoko Tanaka, MD - Little Rock

Katherine Nicol Thurman Patel, MD - Little Rock

Cory Vaughn, MD - Springdale

George Wang, MD - Russellville

Brianne Leigh Wehner, DO - Jonesboro
Susan Wittman, MD - Little Rock
Steven H. Wright, MD - Pine Bluff
Ramon Carlos Ylanan, MD - Fayetteville

Do you know other physicians who are not a members? We encourage you to reach out to your peers and tell
them what the Arkansas Medical Society means to you and why they should join you. Improving health care in
Arkansas requires a special procedure - joining us. Visit ARKMED.org to join today.
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CASE STUDY

by JOSEPH W. FONG MD', LATHA M. ACHANTA MD?

Abstract

We report a 67-year-old African American female
with extensive proximal small bowel arteriove-
nous malformations who developed Gl bleed-
ing refractory to endoscopic treatments. Her Gl
bleeding resolved after initiation of thalidomide.
Thalidomide is a known teratogenic drug with
suppressive action on tumor necrosis factor al-
pha and an effective inhibitor of angiogenesis,
which was shown to be efficacious in treatment
of gastrointestinal vascular malformations re-
fractory to other interventions.

Case

We present a 67-year-old Af-
rican American female who
initially presented to an outside
hospital stating that she was
intermittently having dark, tar-
ry stools for several months
and started having fevers,
chills, fatigue, and malaise for
two weeks. She was found
to be febrile to 102° F and
hypotensive with a hemoglo-
bin of 4. She was transfused,
started on broad spectrum
antibiotics, and admitted for
workup of Gl bleed and sepsis.

She has a past medical his-

" Department of Internal Medicine, University of Arkansas for Medical Sciences, Little Rock, Ark.
2 Department of Internal Medicine, Jones Eye Institute, University of Arkansas for Medical Sciences, Little Rock, Ark.

Use of Thalidomide for Gastrointestinal
Angiodysplasia - Not So Uncommon Anymore

colonoscopy. She reports no significant family
history. Her daily medications include amlodip-
ine/valsartan, insulin glargine, regular insulin
sliding scale, cinacalcet, sevelamer carbonate,
levothyroxine, lubiprostone, and simvastatin.
Socially, she is not currently married and denies
any smoking, alcohol, or illicit drug use history.
Per outside hospital records, esophagogastrodu-
odenoscopy (EGD) and colonoscopy showed no
obvious source of bleeding and noted only some
erosion in the stomach. Tagged RBC scan was

i Figure 1: Extensive AVMs and angioectasia in the jejunum with
tory significant for recurrent  active bleeding noted on serial small bowel enteroscopy studies

diverticuliis with perforation (TOP). Angiodysplasia of the jejunum (BOTTOM).

requiring hemicolectomy with

ostomy placement with subsequent reversal 30
years ago, hypertension, hypothyroidism, insu-
lin-dependent type 2 diabetes, obstructive sleep
apnea, and end stage renal disease on hemodi-
alysis. She was noted to have multiple arterio-
venous malformations (AVMs) on a previous

performed, which showed hemorrhage in colon
but again no obvious source of bleeding. She
continued to have melanotic stools and she re-
quired transfusions almost daily. Blood cultures
grew methicillin-sensitive Staphylococcus aureus
(MSSA), and her antibiotics were switched to IV

clindamycin and linezolid. She was transferred to
our facility for further management of Gl bleed
and consideration for capsule endoscopy.

Upon arrival to our facility, patient was afebrile,
normotensive, with normal heart rate, and on
room air. Her abdomen was soft with no ten-
derness to palpation and normoactive bowel
sounds present. She had a left internal jugular
Quinton catheter in place. Capsule endoscopy
was performed, which showed multiple areas
of angioectasia and bleeding AVMs in the prox-
imal small bowel (Figure 1), and
the patient underwent single bal-
loon enteroscopy with argon plas-
ma coagulation of multiple AVMs.
Infectious disease was consulted
for MSSA bacteremia and the pa-
tient was switched to cefazolin for
a total course of six weeks. She
underwent work up for bacteremia,
which included removal and replace-
ment of the Quinton catheter and
trans-esophageal  echocardiogram
that revealed a mitral valve vegeta-
tion and perforation with moderate/
severe mitral regurgitation. Cardiol-
ogy and cardiothoracic surgery were
consulted for evaluation for possible
valve repair. The patient, however,
continued to have melena during
her preoperative workup, therefore
cardiothoracic surgery was unable
to perform mitral valve replacement
since anticoagulation would be contra-
indicated with continued Gl bleeding.
Our GI consultants recommended subcutaneous
octreotide 100 mcg BID to decrease need for
transfusions. Capsule endoscopy was repeated
and showed active bleeding in small bowel most
likely from small bowel AVMs with poor local-
ization. Most of the lesions were noted to be in

VOLUME 116 « NUMBER 10

APRIL 2020 - 233



the proximal-to-mid small bowel. Repeat push
enteroscopy was performed and showed multiple
jejunal AVMs but could not rule out distal small
bowel AVMs. General surgery was consulted to
evaluate for possible bowel resection but felt that
it was not feasible due to the extensive nature of
the patient's AVMSs, and they agreed with GI's
recommendation to start octreotide.

Hematology was consulted for assistance for re-
fractory Gl bleed secondary to extensive AVMs,
and they recommended a trial of thalidomide 100
mg PO daily for four months. Due to continued Gl
bleeding, the patient required a total of 12 units
of packed red blood cells during her first month
of her hospitalization prior to approval and com-
mencement of thalidomide. Gl continued to fol-
low due to continued bleeding, and they did not
feel that the patient would benefit from further
endoscopic investigation or therapy. They rec-
ommended continuing medical management and
suggested a three-week trial of estrogen therapy
as a possibility. The patient required a total of 19
units of packed red blood cells during her 49-day
hospital course. Her last transfusion was 12 days
following initiation of thalidomide treatment, and
patient subsequently had complete resolution of
her melena.

Discussion

Effective treatment options beyond hormon-
al agents were quite elusive in the treatment of

ARKANSAS
MEDICAL
SOCIETY

gastrointestinal angiodysplasias until thalidomide
came into the picture, especially considering the
risk of recurrent bleeding and hospitalizations
and the associated cost of morbidity and mortali-
ty resulting from this condition -2,

Thalidomide is a known teratogenic drug with
suppressive action on tumor necrosis factor
alpha and an effective inhibitor of angiogene-
sis, which was shown to be efficacious in the
treatment of severe intestinal bleeding as early
as 2002 in patients with other chronic intestinal
bleeding such as from Crohn’s disease (. Later it
was shown to be effective for bleeding angiodys-
plasias  and is now a viable option beyond rou-
tine endoscopic care in many hospitals. Of note
in our case, the patient became discouraged by
her continued melena one week into treatment
with thalidomide and wished to discuss starting
estrogen therapy in addition to continuing trial of
thalidomide. Risks were discussed extensively
with the patient regarding treatment with thalid-
omide and estrogen therapy concurrently. It was
explained at length to the patient that concurrent
treatment with thalidomide and estrogen ther-
apy would present a likely unprecedented and
uncharacterized risk for deep vein thrombosis.
Additionally, it was explained to the patient that
because she still had her uterus, she would be at
risk for endometrial hyperplasia and subsequent
malignancy. Ultimately, the patient elected to de-
fer trial of estrogen therapy. Use with caution, as
with any chemotherapeutic agent, and awareness

of risks and benefits gives many patients the op-
tion of outpatient therapy with marked reduction
in the number of transfusions and hospital stays.
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2 PEOPLE+EVENTS 7

Board of Trustees Election Results

The elections for AMS District
Trustees concluded on February 29.
The following members were elected
for two-year terms and will be
confirmed at the Annual Membership
Meeting on Friday, May 1, 2020. The
trustees who are rotating off the
board will also be recognized at the
Annual Membership Meeting. Thank
you to everyone who voted.

Officers Elected for 2020-2021:
President-elect: Danny Wilkerson,
MD - Little Rock

Vice President: Seth Barnes, MD - Hot
Springs

Secretary: George Conner, MD -
Forrest City

Treasurer: Brad Bibb, MD - Jonesboro

AMA Delegates
Omar Atiq, MD - Pine Bluff
Alan Wilson, MD - Crossett

District 1:
Matt Haustein, MD - Jonesboro

District 2:
Garry Stewart, MD - Conway

District 3:
James DeRossitt, MD - Forrest City

District 4:
Mark Ramiro, MD - White Hall

District 5:
Bill Dedman, MD - Camden

District 6:
Mark Wren, MD - Texarkana

District 7:
Michael Hickman, MD - Hot Springs

District 8:

R. Dale Blasier, MD - Little Rock
Josh Chance, MD - Little Rock
Jennifer Doyle, MD - Little Rock
Amanda Novack, MD - Little Rock
Toby Vancil, MD - Little Rock

District 9:
Carolyn Reeves, MD - Centerton

For a complete list of AMS Board of

Trustees, visit ARKMED.org/about/
physician-leaders/.
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and the advocacy that the
physician needs in one group
benefit.

Arkansas Heart Hospital
Arkansas Methodist Medical

Associated Radiologists
All for Kids Pedicatric Care
Arkansas Otolaryngology

Arkansas Pediatric Clinic
Autumn Road Family Practice

Bowen Hefley Rhodes Stewart

Conway OBGYN Clinic, PA

Arkansas Asthma and Allergy Community Physician’s Group
Doctors’ Anatomic Pathology
Services, PA
GastroArkansas
CHI St. Vincent Heart Clinic
Arkansas
Highlands Oncology Group
Hot Springs Radiology
Services
Jacksonville Medical Care
Johnson Dermatology
Little Rock Family Practice
Little Rock Pediatric Clinic
Magnolia Regional Medical
Center
MANA Physicians

Arkansas Cardiology

Center

Center

Arkansas Urology

Orthopedics
CARTI

St. Mary’s- Millard Henry
Clinic
Monticello Medical Clinic
Mercy Obstetrics and
Gynecology
NEA Baptist Clinic
Northwest Arkansas
Pathology
OrthoArkansas
Ozark Orthopaedics
Premier Dermatology
Radiology Associates PA
The Surgical Clinic of Central
Arkansas
Southern Regional Anesthesia
UAMS

Interested in your group joining this list?
Contact Laura Haywood at lhaywood@arkmed.org or
501-224-8967 for all the details.
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Here’s to 30 years.

As a mutual malpractice insurance company, we share a common interest with
our policyholders in lowering their risk and protecting their practices.
We are proud to say that for the last 30 years, we have helped the physicians and

other medical professionals in Arkansas to do just that.

Providing protection and support

for Arkansas is our natural state.
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