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“He who studies medicine without
books sails an uncharted sea, but
he who studies medicine without
patients does not go to sea at all.”
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Context ———
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Bowen, JL. N Eng J Med 2006;355:2217-25.



Dual Process Theory
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Physical Examination

**T: 102.9 F; HR: 125x’;: RR: 22x’;: BP: 100/60
WD, thin, acutely ill, diaphoretic, alert, ox3.
Lungs: CTA posteriorly; CV: regular tachycardia

Abdomen: diffusely distended and tender with

guarding. Mild rebound at RLQ. Decreased bowel
sounds.

Rectal: liquid stools; Hemoccult positive
Neurologic: non focal.
No C/C/E



Laboratory Data

CBC: WBC: 1.8 (15>, 108, 55% 15M); Hgb: 9.5 gm/dI;
Platelets: 110K. ANC: 450

PT/PTT: normal

BMP: Creatinine: 1.9 mg/dl; potassium: 2.9 meq/L;
bicarbonate: 18 meqg/L. Normal AG

LFTs: normal

Acute abdominal series: no free air. No air fluid
levels but diffuse dilatation of small bowel loops

CxR: normal
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Typhlitis
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Typhlitis

“*Seen most commonly amongst patient with
hematological malighancies

Mucositis (OR 31)

Stem Cell transplantation (OR 69)

Chemotherapy within two weeks (OR 13)
“*Severe inflammation of the colon

Predominance of cecum



Typhilitis

“*Suspect in neutropenic patients with
abdominal pain and fever

Specially if RLQ pain

‘*Symptoms present 10 to 14 days after
chemotherapy

‘*Abdominal distension, nausea, vomiting,
diarrhea, fever.
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Case # 2
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Case # 2

AF; 165/100; 93x’; 16x’; 97% (RA)

WD, WN, cooperative, alert, oriented x 3
Lungs: CTA bilaterally. CV: RRR, normal S,/S,
Abdomen: soft/NT/ND. Good BS. No HSM
No C/C/E. Skin: no rash

Neurological exam: CN Il to XIl normal.
Strength: 5/5 LUE/LLE. 4/5 LUE; 2/5 LLE

Upgoing toe on the left; 3+ DTR R patella; o/w
2+



Laboratory Data

CBC: 16.8 (78°,7ands 10t 5M). H/H: 12/36%.
Platelets: 350K

BMP/LFTs: normal
CxR: mild cardiomegaly but no infiltrates
EKG: NSR and LVH.

CT head without contrast: prior left parieto-
occipital stroke (unchanged)

U/A: 25-30 WBCs; 5-10 RBCs. LE/nitrite positive
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Three days later
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Anamnestic Phenomena
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Anamnestic stroke
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PMH /SH / FH / ROS

**PMH: none
**Medications: prn loratidine
**FH: non contributory

**ROS: LOC not related to coughing /
sneezing/defecation/micturition/change in
position of the head. No weight loss / SOB /
CP
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Physical Examination

HR: 52x’: RR: 16x’: AF; BP: 110/55

WD, WN, AND, alert, ox4. Deep voice.

CV: regular bradycardia. No murmur or gallops
Lungs: CTAP bilaterally

Abdomen: no HSM. No C/C/E
Neurologic: delayed relaxation phase of reflexes



Laboratory Data
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Diagnosis
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Torsades des Pointes

**Polymorphic VT with heart rate greater than
100 bpm and frequent changes of the axis

Prolonged QT

*¢*Characteristics
Heart rate between 165 and 22 bpm
Variable RR interval

**Short lived and resolves spontaneously



Congenital Acquired (continued)

Antihistamines

Romano-Ward syndrome
Idiopathic Psychotropic drugs

Acquired Thioridazine

Metabolic disorders Phencthiazin

Hypokalemia
Hypomagnesemi: Haloperidol and other butyropheno
Hypo emia Antineoplastic agents

tinib, eribulin, nilotinib, romide

Starvati ; :
arvation nib, vorinostat

Anorexia nervos: Other drugs

Liquid protein di erotonin reuptake inhibitors

Hypothyroidism peridone
Bradyarrhythmias Methadone
Sinus node dysfunction odilators - prenylamine, bepridil, mibefradil
AV bloc . hypokalemia or
Antiarrhythmic drugs
Quinidine
Procainamide or N-
viprocai i
Disopyramid
Amiodarone and drone Ranolazine
Sotalol HIV protease inhibitors

llaneous - organopho
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Pentamidine

HIW infection
Hypothermia

Connective e dise: s with anti-Ro/S54 antibod
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Acquired LQTS

Pharmacologic

Magne=ium =ulfate

Isoproterenol

Lidocaine

FPhenytoin

Sodium bicarbonate (for quinidine-related arrhythmia)
Monpharmacologic

Temporary pacing (atrial or ventricular)

Congenital LQTS

Pharmacologic
Beta blockers

Mexiletine
Monpharmacologic

Fermanent dual chamber pacemaker

Left cardiac sympathetic denervation (cardiothoracic
sy mpathectomy)

Implantable cardioverter-defibrillator







