
"THE ONLY ADVANTAGE IS IT FORCES YOU TO CLICK ‘DIS-

MISS'": USABILITY TESTING FOR INTERRUPTIVE VERSUS

NON-INTERRUPTIVE CLINICAL DECISION SUPPORT Saul

Blecker; Rishi K. Pandya; Susan Stork; Devin M. Mann; Jonathan Austrian.

NYU School of Medicine, New York, NY. (Control ID #2944220)

BACKGROUND: Clinical decision support (CDS) has been shown to im-

prove compliance with evidence-based care but its impact is often diminished

due to issues such as poor usability, insufficient integration into workflow, and

alert fatigue. Non-interruptive CDS may be less subject to alert fatigue but

there has been little assessment of its usability. The purpose of this study was to

perform usability testing on interruptive and non-interruptive versions of a

CDS.

METHODS:We conducted a usability study of a CDS tool that recommended

prescribing an angiotensin converting enzyme (ACE) inhibitor for inpatients

with heart failure. We developed two versions of the CDS that varied in its

format: an interruptive alert, in which the CDS popped-up at the time of order

entry, and a non-interruptive alert, which was displayed in a checklist section of

the Electronic Health Record (EHR). We recruited inpatient providers to use

both versions in a laboratory setting. We randomly assigned providers to first

trigger the interruptive or non-interruptive alert. Providers were given a clinical

scenario and asked to "think aloud" as they worked through the CDS; we then

conducted a brief semi-structured interview about usability.We used a constant

comparative analysis informed by the Five Rights of CDS framework to

analyze the interviews. Inpatient providers from different disciplines were

recruited until thematic saturation was reached.

RESULTS: Of 12 providers who participated in usability testing, seven used

the interruptive followed by the non-interruptive CDS and five used the non-

interruptive CDS initially. We categorized codes into four themes related to the

Five Rights of CDS and determined some codes to be general to the CDSwhile

others were specific to the interruptive or non-interruptive version (Table).

Providers noted that the interruptive alert was readily noticed but generally

impeded workflow. Providers found the non-interruptive CDS to be less

annoying but had lower visibility; although they liked the ability to address

the non-interruptive CDS at any time, some providers questioned whether it

would ultimately be used.

CONCLUSIONS: Providers expressed annoyance in working with an inter-

ruptive CDS. Although the non-interruptive CDS was more appealing, pro-

viders admitted that it may not be used unless integrated with workflow. One

potential solution was a combination of the two formats: supplementing a non-

interruptive alert with an occasional, well-timed interruptive alert if uptake was

insufficient.

"CVT CHANGESHOWYOUWORK." PROVIDER PERSPECTIVES

ON MEDICAL CARE IN CLINICAL VIDEO TELEHEALTH VISITS

Howard Gordon1, 4; Ravi K. Gopal2; Barbara G. Bokhour3; Pooja Solanki1;

Vairneke Westmoreland1; Natalia Skorohod1. 1Jesse Brown VAMC, Chicago,

IL; 2Denver VAMC, Denver, CO; 3ENRM Veterans Affairs Medical Center,

Bedford, MA; 4University of Illinois at Chicago, Chicago, IL. (Control ID

#2936776)

BACKGROUND: Health care provider-patient communication during clini-

cal video telehealth (CVT) visits may be less patient-centered than communi-

cation in face-to-face encounters.

METHODS: Providers and staff (N=10) experienced in CVT at one large

Veterans Affairs Medical Center participated in semi-structured in-depth 45 to

60-minute telephone interviews. Interviews included questions about partici-

pants' perspectives on facilitators and barriers to communicating using CVT

technology in comparison to face-to-face visits. Interviews were audio-

recorded and transcribed verbatim. Interviews were coded using a grounded

approach; four coders discussed each transcript to establish a coding dictionary.

Subsequent transcripts were coded by two coders, and discrepancies were

resolved through discussion. Using the constant comparison method funda-

mental to grounded theory analysis thematic categories were identified in each

transcript. Coherence, credibility, and strength of those interpretations were

achieved with multidisciplinary triangulation among the full research team.

RESULTS: We identified four themes describing perspectives on how CVT

changes the style of providers' work: (1) technological and logistical barriers,

(2) patient characteristics that impact CVT visits, (3) providers' perceptions and

satisfaction, (4) communication differences between face-to-face and CVT

visit. Examples from these themes include providers frustration with equip-

ment issues, knowing the skills of staff at different sites, and local resources for

clinical testing, imaging, and emergency service at different patient locations.

Providers noted that some patient characteristics such as hearing difficulty and

comfort with technology make CVT visits more challenging. Providers also

noted a need to more carefully self-monitor their behavior (e.g. maintain eye

contact) and to explain the logistics of the telehealth visit so patients are well

oriented. Differences between CVT and face-to-face visits included that pro-

viders expressed limited ability to provide written instructions or give
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demonstrations during the visit; described CVT as "unfamiliar territory" be-

cause of an unfamiliarity with patients known only through CVT; and pro-

viders indicated challenges completing the physical exam including inconsis-

tent availability of staff to assist with CVTequipment, and losing the senses of

touch and smell when remote staff "become the [providers] hands".

CONCLUSIONS: Providers in our study revealed that CVT requires them to

change several aspects of their interactions and communication with patients as

compared to traditional face-to-face visits. Our findings may be used to

develop interventional materials to encourage active and positive communica-

tion targeted to patients and providers scheduled for CVT encounters. Educa-

tional tools that encourage more patient-centered communication during CVT

encounters may allow more rapid acceptance of CVT, thereby improving

access to healthcare in underserved areas.

"FROM LONELINESS TO SOLITUDE": THE IMPACT OF HOUS-

ING FOR HIGH UTILIZERS OF CARE IN CAMDEN, NJ Manik

Chhabra1; Sophia Demuynck2; Emily Spector4; Laura Buckley4; Dawn

Wiest4; Judy A. Shea3. 1Veterans Affairs Medical Center, Philadelphia, PA;
2Warren Alpert Medical School, Providence, RI; 3University of Pennsylvania,

Philadelphia, PA; 4Camden Coalition of Healthcare Providers, Camden, NJ.

(Control ID #2943719)

BACKGROUND: Individuals experiencing homelessness have high rates of

health care service utilization and spending. While Housing First (HF) pro-

grams improve housing stability and quality of life, there is little evidence of

their impact on health outcomes for chronic conditions and substance use

disorders (SUD), other than alcohol use (AUD). Further, individuals face

challenges integrating into new communities due to lack of social support

when receiving housing through HF. Cost savings for HF has been greatest

amongst the highest utilizers of care. InNovember 2015, the Camden Coalition

of Healthcare Providers launched a HF program in Camden, NJ for patients

who met the HUD definition of chronic homelessness and were high utilizers

of care (>=3 ED visits in the past 6 months and >=2 chronic health conditions).

Clients were approached using a health information exchange for Camden

City, and were placed in scattered site housing with optional case management

throughout Camden County. The primary aim of this study was to examine

client perspectives on the impact of HF on their health status, relationships and

social support, and attitudes toward substance use and recovery.

METHODS: We conducted semi-structured qualitative interviews with

HF clients in their homes or day program sites. The study employed a

modified grounded theory approach and constant comparative method

for analyzing qualitative data. Interviews concluded once thematic

saturation was reached.

RESULTS: 25 interviews were conducted between March and July 2017 (11

female, 2 Spanish speaking). 16 identified an active SUD at time of entry into

the program (13 with opioid use disorders, 5 AUD). Housing impacted clients'

physical and emotional stability by providing greater control over their envi-

ronment and development of routines. This affected self-management of health

conditions and engagement with treatment, particularly for those with SUD.

Clients reported less frequently delaying care and using emergency services. A

key factor for clients with SUD was moving away from environments that

provide temptations to use, as well care management services that helped

navigate the medical system to enter treatment. Prior to HF, clients described

social isolation, and rarely could identify a person in case of emergency. For

many, care management became a source of social support. Others found the

stability provided by housing, and particularly their sobriety, as important

criteria for reestablishing relationships with friends and family.

CONCLUSIONS:Our study highlights the transition to housing as providing

constancy and stability for chronically homeless individuals who are high

utilizers of care. These elements enable self-management and treatment of

health conditions and help reestablish social relationships. Care teams play a

key role in HF programs, and their quality may play a large role in impacting

social integration and health outcomes for specific groups of patients, partic-

ularly those with substance use disorders.

"IT'S LIKE RIDING OUT THE CHAOS": PERSPECTIVES OF CLI-

NICIANS AND STAFF ON CARING FOR HIGH-UTILIZER PA-

TIENTS IN THE SUMMIT INTENSIVE AMBULATORY CARE TRI-

AL Brian Chan1, 2; Elizabeth Hulen3; Samuel T. Edwards4; Somnath Saha4.
1Oregon Health & Science University, Portland, OR; 2Central City Concern,

Portland, OR; 3VA Portland Health Care System, Portland, OR; 4Portland VA

Medical Center, Portland, OR. (Control ID #2944096)

BACKGROUND: High-cost high-need (HCHN) patients consume a

large proportion of health care resources and often receive poor

quality care. Intensive ambulatory care interventions have emerged in

an attempt to better meet these patients' needs, but little is known

about how the teams delivering these interventions view patients'

needs and how best to meet them. We performed a qualitative evalu-

ation of the perspectives of multidisciplinary staff on caring for

HCHN patients in the context of the SUMMIT trial, an intensive

ambulatory care intervention for HCHN patients that features low

patient-to-staff ratios, flexible scheduling, and outreach activities.

METHODS: We conducted semi-structured interviews with 15 multidisci-

plinary staff at a Federally Qualified Health Center (FQHC) serving a predom-

inantly houseless patient population; 9 interviews were with members of the

SUMMIT team, 6 were with "usual care" staff at the same FQHC. Participants

reflected on their experience caring for HCHN patients and included 4 physi-

cians, 1 nurse, 3 social workers, 2 community health workers, 2 care coordi-

nators, 1 team manager, and 2 pharmacists. We conducted a thematic analysis

in which we developed initial coda schema, dual-coded each transcript, and

used iterative consensus to develop emerging themes.

RESULTS: Four broad domains with associated themes emerged from

our analysis (Figure). 1) individual patient complexity including per-

ceived lack of social support; 2) system complexity including inflex-

ibility of social services and clinic-centered ambulatory care models to

meet these patients needs; 3) modifying features that bridge care

mismatches included provision of social support and creating oppor-

tunities for repeat engagement; and 4) defining successes through

development of patient self-efficacy. Team members highlighted the

importance of supporting patients through chaotic times that otherwise

led to clinical deterioration and high utilization.

CONCLUSIONS: HCHN patients in FQHC settings have complex

needs that are poorly matched with healthcare system resources, lead-

ing to gaps in care. Intensive ambulatory care teams attempt to bridge

mismatches through additional time and flexible scheduling, providing

social support and advocacy, and building trusting relationships to

support self-efficacy.
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Emergent themes of caring for complex patients

"WHAT IF THE HOSPITAL REPORTS ME?": UNDOCUMENTED

AFRICAN IMMIGRANTS' EXPERIENCES OF HIV TESTING AND

LINKAGE TO CARE Jonathan Ross3; Jennifer Stella1; Deepika Slawek3;

Matthew J. Akiyama3; Chinazo Cunningham3; Kim Nichols2; Mulusew

Bekele2; Oni J. Blackstock3. 1NYC Health & Hospitals, New York, NY;
2African Services Committee, New York, NY; 3Montefiore Medical Center/

AECOM, New York, NY. (Control ID #2938590)

BACKGROUND: African immigrants in the United States (US) are dispro-

portionately affected by HIV. Undocumented African immigrants living with

HIV enter care late, potentially leading to adverse individual and population

health outcomes. Little is known about the specific experiences of HIV

diagnosis and care entry among undocumented Africans living with HIV.

The current immigration policy landscape adds particular urgency to under-

standing barriers to and facilitators of HIV testing and linkage to care among

this vulnerable population.

METHODS: Participants for this qualitative study were recruited from

March-September 2017 from a community-based organization (CBO) in

New York City that provides legal, medical and social services to immigrants.

We included clients who were ≥18 years, living with HIV, and currently or

previously undocumented by self-report. Two physicians conducted anony-

mous, individual, semi-structured interviews in English and French. Interviews

explored individual perspectives regarding perceived and actual barriers to and

facilitators of initial HIV testing and linkage to care. We continued interviews

until reaching saturation, using a modified grounded theory approach for

analysis.

RESULTS: Of 13 participants, 9 were female and the mean age was 44 years.

Participants immigrated from 9 different countries and had been living in the

US from 1 month to 20 years. Key themes included the impact of immigration

stressors on seeking care, the immigrant community as a source of both support

and stigma, and limited service eligibility due to immigration status. Partici-

pants described fear of discovery by immigration authorities as a substantial

barrier to initial HIV testing or attending initial medical appointments: "If they

find out that I am positive, then next thing they're just going to ship me out."

Participants also expressed reluctance to be tested because of HIV-related

stigma within the immigrant communities that they heavily relied on: "What

if somebody knows or what if I talk about it?... so most people don't even get

tested."Actual and perceived structural barriers to both testing and care linkage

included difficulty obtaining health insurance and a belief that undocumented

immigrants are ineligible for any health services: "There's no way I can get help

because, you know, I'm…illegal here." After diagnosis, however, participants

overwhelmingly described a positive role of social workers and CBOs in

facilitating linkage to HIV care: "You know, if I were to have any issues, I

would just come over here ...and sit down and speak with them."

CONCLUSIONS:HIV-related stigma and fear of immigration authorities are

significant barriers to HIV testing and linkage to care among undocumented

African immigrants. Community-based social service providers appear to play

a key role in overcoming psychosocial and structural barriers to HIV care.

Community-level efforts to reduce stigma and increase awareness of available

services could enhance rates of HIV testing in this population.

"WHY AM I TAKING THIS MEDICATION DOCTOR?": FAILURE

TO INCLUDE INDICATIONS IN OUTPATIENT DRUG ORDERS

AND INSTRUCTIONS Katherine Forsythe1; Alejandra Salazar3; Sam

Karmiy1; Mary Amato3, 4; Adam Wright3, 2; Lynn A. Volk1; Pamela M. Neri

Garabedian1, 3; Tewodros Eguale3, 4; Bruce Lambert5; David M. Liebovitz6;

Gordon D. Schiff3, 2. 1Partners Healthcare Systems, Inc., Wellesley, MA;
2Harvard Medical School, Boston, MA; 3Brigham and Women's Hospital,

Boston, MA; 4MCPHS University, Boston, MA; 5Northwestern University,

Chicago, IL; 6University of Chicago, Chicago, IL. (Control ID #2938414)

BACKGROUND: There is a growing appreciation for the important safety

implications of incorporating indications into prescription orders. However,

evidence of the extent to which clinicians currently document indications in

prescription instructions ("the Sig") is minimal. As part of a major AHRQ-

funded effort to better understand indications-based prescribingwe used a large

database of free-text Sigs to provide a unique window into the indications

habits and rates in a large Midwest teaching hospital.

METHODS: We extracted the unstructured free-text Sigs from all prescriptions

generated by the Computerized Physician Order Entry (CPOE) system of a major

teaching institution during a 5-year period from 2011 to 2015. Using this data, we

used a natural language processing system, which was iteratively refined, to

identify indications and other keywords. The data was analyzed to determine the

rates at which prescribers included indications, stratified by provider specialty, drug

class, and specific medication. The data was also analyzed for as needed (PRN) vs

non-PRN instructions and look-alike sound-alike (LASA) drugs.

RESULTS: A total of 4,356,086 prescriptions were ordered during the study

period. Indications were included in 322,961 orders (7.41%). 249,262 indica-

tions (77.18% of all indications) were classified as PRN. Different provider

specialties showed varying rates of including indications, with orthopedics

having the highest rate at 33.41% of prescriptions including indications.

Internal Medicine had the highest number of prescriptions with 57.2% of total

prescriptions, but only included indications at a rate of 6.26%. "Pain" was the

most common included indication at 30.1% of all documented indications.

68% of the most common indications were documented as PRNwith the top 5

indications used being: pain, anxiety, nausea, cough and sleep. By therapeutic

class, the highest rates of indication documentation were for migraine medi-

cations (56.13%) and antiemetics (45.98%). Finally, we found multiple exam-

ples of incorrect indications documented in prescriptions for LASA medica-

tions including Tramadol - Trazodone (6 medication errors). It is unknown if

these wrong medications reached patients.

CONCLUSIONS:Overall, the percentage of providers who added indications

is low and of the 7.41% of all prescriptions that did include an indication, the
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majority were for PRN indications - reflecting a trend of adding indications

only for short- term medications instead of those for chronic use. This could be

because most current CPOE systems require extra work for prescribers to

consistently add indications into all their prescription orders. We encountered

LASA medication errors due to an incorrect indication supporting the idea that

indications could assist with drug name confusion prevention. This data not

only provides an interesting window into clinicians prescribing behaviors, but

also furthers understanding of the importance of incorporating indications into

the prescribing process.

CONGESTIVE HEART FAILURE READMISSIONS IN TEACHING

VERSUS NON-TEACHING HOSPITALS Abhishek Thandra1; Aravdeep

Jhand2; Jai D. Parekh2; Pallavi Bellamkonda1; Abilash Balmuri1; Ryan

Walters2; Prakrity Urja2. 1Creighton university, Omaha, NE; 2Creighton Uni-

versity, Omaha, NE. (Control ID #2940789)

BACKGROUND: Congestive heart failure (CHF) is a common cause of

hospitalization and readmission, and plays a significant role in health care

expenditure. The aim of this study is to compare CHF related (all-cause and

CHF specific) 30-day readmission rates in teaching and non-teaching

hospitals.

METHODS: Using National Readmission Data (NRD), patient and hospital

characteristics were stratified by all-cause or CHF-specific 30-day

readmissions occurring from January 1, 2014 through November 30, 2014.

Multivariable logistic regression models (MVRM) were used to estimate the

impact of the age, gender, and nature of treating facility on CHF related

readmission rates.

RESULTS:We identified 137,589 patients with a primary diagnosis of CHF, of

whom 30,828 (22.4%) had all-cause readmissions. 4,309 (3.1%) had CHF

specific 30-day readmission, which was comparable across teaching (3%), and

non-teaching facilities (3.1%). MVRM demonstrated a higher rate of 30-day all-

cause readmission in metropolitan teaching (adjusted OR: 1.14, 95% CI: 1.06-

1.23, p < .001) and non-teaching hospitals (adjusted OR: 1.12, 95% CI: 1.03-

1.21, p < .001) when compared to their non-metropolitan counterparts. Although

unadjusted data showedmen to have high rates of readmission, male gender was

not associated with all-cause (adjusted p = 0.295) or CHF-specific readmissions

(adjusted p = 0.163) when adjusted for age, hospital location and teaching status.

CONCLUSIONS: CHF specific 30-day readmission rates are similar in

teaching, and non-teaching facilities. CHF related readmission is inevitable

in a small percentage of patients. Health facilities in metropolitan areas appear

to have higher rates of readmission, which may be influenced by patient

characteristics, quality of care, and threshold for readmission. Standardization

of care is the likely reason for the lack of significant variability in CHF

readmission rates among different health care delivery systems.

DISCUSSIONS OF PATIENT STRESSORS AND EFFECTS ON PRE-

SCRIBING IN PRIMARY CARE: WHAT HAPPENS WHEN PA-

TIENTS DISCLOSE FINANCIAL CONCERNS Patrick G. Walsh; Paul

Duberstein; Benjamin P. Chapman; Marsha N. Wittink. University of Roches-

ter Medical Center, Rochester, NY. (Control ID #2927296)

BACKGROUND: Economically and socially disadvantaged patients are often

preoccupied with pragmatic stressors, yet barriers hinder reporting these con-

cerns during primary care provider (PCP) visits. We tested a technology-based

tool developed to prompt patient stressor disclosures at PCP visits. The objec-

tives of this study are: to assess the effects of; 1) the intervention on prescribing;

2) types of disclosed stressors on prescribing, and; 3) to explore how patient-PCP

communication around patients' disclosed stressors may lead to prescriptions.

METHODS:We analyzed data from a pilot randomized controlled trial, compar-

ing the intervention to usual care, in a mixed method study. Patients were recruited

from a low-income, urban primary care clinic. Eligible patients were age >40, had

two or more chronic medical conditions, and depression or anxiety. Immediately

prior to regular PCP visits patients randomized to intervention accessed a discus-

sion prioritization tool (by iPad) that primes prioritizing and discussing common

stressors such as safety, transportation and finances. All patients completed assess-

ments before, during, and after PCP visits, which were audiotaped and transcribed.

Visit transcripts were analyzed using the Patients' Everyday Dilemmas Coding

System, an a priori coding scheme to categorize patients' reported pragmatic

stressors. Exact logistic regressions were used to analyze the relationship between

intervention and prescribing, and stressors and prescribing. Finally, focusing on

transcripts with codes found to be associated with PCP prescribing, we explored

the relationship between stressors and prescribing by identifying and describing

common themes in a grounded theory based process.

RESULTS: Of 80 study patients, 73 had a PCP visit transcribed (37 interven-

tion, 36 usual care). While tests of the intervention predicting prescribing were

not significant, regression results (p < .01), controlling for gender, indicated a

higher likelihood of psychiatric medication prescribing for patients who reported

financial stress, 7/16 (44%), than for patients who did not, 5/57 (9%). Themes

emerged during review of transcripts with financial stressors including acknowl-

edgement of patient concern (A), deflection or mismatched PCP-patient priori-

ties (MM), medicalization (physical symptom focus) of stressor (M), and atten-

tion on structural aspects (e.g. insurance) of stressor (S). Themes regarding PCP-

patient communication on patient stressor disclosures were related to PCP

attempts to resolve and missed opportunities to address financial concerns and

were used to generate further hypotheses on stressors and prescribing.

CONCLUSIONS: When faced with patient reporting of financial stressors,

PCPs may have the propensity to prescribe psychiatric medication without

further direction or support for dealing with pragmatic concerns. Identified

themes during PCP-patient discussions will be useful in exploring pathways

for patient interactions and care.

RESPECT, CONTINUITY, AND COMMUNICATION - PRIMARY

CARE FOR ADOLESCENTS AND ADULTS WITH DOWN SYN-

DROMEKristin M. Jensen; RebekahMarsh; Juliana Barnard; MeganMorris.

University of Colorado School of Medicine, Aurora, CO. (Control ID

#2942240)

BACKGROUND: National data suggest that adolescents and adults with

Down syndrome (DS) do not receive clinical preventive services as
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recommended. To understand factors contributing to this disparity, we con-

ducted a qualitative study with primary care providers (PCPs) to understand

their experiences and perceptions of providing care to this population.

METHODS: We conducted semi-structured interviews between 4/2016-6/

2017 with PCPs from Pediatrics, Adolescent Medicine, Family Medicine,

Internal Medicine, and Internal Medicine-Pediatrics. We recruited PCPs by

snowball sampling from local and national practice-based research networks.

Trained qualitative researchers analyzed the interview transcripts using both

inductive and deductive approaches to identify emergent themes.

RESULTS:We interviewed 37 PCPs (30 physicians, 4 nurse practitioners, and

3 physician assistants), including 10 child-focused (Pediatrics or Adolescent

Medicine), 21 mixed-focus (Family Medicine, Internal Medicine-Pediatrics),

and 6 adult-focused (InternalMedicine) PCPs. The PCPs described a variety of

experiences and comfort with providing care to adolescents and adults with

DS. The comfort level of PCPs with this patient population did not relate to

their primary care "specialty". PCPs who reported confidence in managing

patients with DS placed high value on their relationship with their patient with

DS and the patient's caregiver. Specifically, they reported this relationship was

facilitated by respecting the caregivers' and patients' expertise and contribu-

tions, regardless of the cognitive abilities of the patient. Additionally, they

reported continuity of caregivers (biological or unrelated) helped facilitate the

patient-provider relationship. Similarly, clear, bidirectional communication

between the PCP, patient, and caregiver was consistently cited as a means to

facilitate positive primary care relationships for adolescents and adults with

DS. PCPs who reported feeling less comfortable with this population spoke

about these factors more often regarding when they did not occur and how that

was a barrier to care. Additionally, the less comfortable PCPs commonly

reported experiencing systematic barriers due to the patient's insurance and

lack of access to subspecialty care or mental health providers. PCPs with

greater confidence cited similar barriers, but did not view them as

insurmountable.

CONCLUSIONS: PCPs expressing less confidence managing the care of

adolescents and adults with DS frequently discussed barriers to care, both

relational and systematic (e.g., insurance, specialty care). PCPs expressing

greater confidence experienced similar systematic concerns but viewed them

as less central. Rather, these PCPs emphasized the importance of respect,

continuity, and communication to facilitate positive patient-caregiver-

provider relationships. Further work is needed to elucidate tangible factors that

build confidence among PCPs caring for this vulnerable population.

ABETTERWAYTOPRESCRIBE: COMPARINGAN INDICATIONS-

BASED MEDICATION-ORDERING PROTOTYPE TO LEADING

COMMERCIAL CPOE SYSTEMS Isabella R. Newbury1, 3; Pamela M.

Neri Garabedian2; Lynn A. Volk2; Mary Amato3, 1; Alejandra Salazar1;

Katherine Forsythe2; Aaron Nathan1; Kevin W. Kron2; Sara Myers1; Adam

Wright1, 4; Tewodros Eguale3, 1; Sarah K. McCord3; Gordon D. Schiff1, 4.
1Brigham and Womens Hosptial, Boston, MA; 2Partners HealthCare System,

Inc, Somerville, MA; 3Massachusetts College of Pharmacy and Health Sci-

ences, Boston, MA; 4Harvard Medical School, Boston, MA. (Control ID

#2939092)

BACKGROUND: Despite demonstrated safety benefits and widespread rec-

ommendations for its inclusion, the medication indication is currently rarely

included on prescriptions. We designed an innovative CPOE prototype that

initiates prescribing with the indication instead of selecting the drug first, and

tested safety, speed and user satisfaction compared to two leading commercial

systems (Epic, Cerner).

METHODS: Each participant completed eight prescription ordering scenari-

os, four with the prototype and four with the vendor system. Morae software

was used to capture ordering sessions. Time on task and number of clicks were

recorded as well as safety and appropriateness of the order. Users' satisfaction

was measured using post-task ratings and a validated Systems Usability Scale

(SUS) questionnaire.

RESULTS:Thirty-two clinicians completed eight scenarios. Participants com-

pleted the four prototype scenarios in an average of 6.44 minutes vs. Vendor 1

(12.6 minutes), and Vendor 2 (11.2 minutes). For prototype orders, participants

used 76 clicks vs. Vendor 1 (186 clicks) and Vendor 2 (153 clicks). Vendor 1

had a 39% error rate, Vendor 2, 15% vs. the prototype system, which had a 6%

error rate. Errors included prescribing medications with drug-drug interactions,

inappropriate due to patient allergies, inappropriate dosing, and choosing

wrong medications due to drug name confusion, and were assessed by phar-

macists blinded to the tool used. Overall SUS for the prototype was 89.7,

which is excellent. Despite minimal training (< 5 min), participants reported

that the prototype was easier to use, faster, and safer, compared with either of

the commercial systems.

CONCLUSIONS: Ordering by indication using an innovative prototype that

starts with the indication allows the system to suggest and pre-populate default

recommendations and automatically capture the drug indication. This head-to-

head trial with leading vendors demonstrated the prototype to be faster, safer

and highly desired by resident and attending primary care physicians. Impli-

cations and potential for redesign of current systems and workflows will be

discussed, as well as the responses and future plans of the commercial systems

tested.

ACALIFORNIAHEALTHPLAN'S OPIOID FORMULARYCHANGE

LED TO A REDUCTION IN INITIATIONOF EXTENDED-RELEASE

OPIOIDS Michael L. Barnett1; Andrew Olenski2; Marcus N. Thygeson3;

Denis Y. Ishisaka3; Salina Wong3; Anupam B. Jena2; Ateev Mehrotra2. 1Har-

vard T.H. Chan School of Public Health, Boston, MA; 2Harvard Medical

School, Boston, MA; 3Blue Shield of California, San Francisco, CA. (Control

ID #2943913)

BACKGROUND: In 2016, California had nearly 2,000 opioid overdose

deaths and 7,000 emergency department visits for non-fatal overdoses. Opioid

prescribing is thought to be a major driver of this epidemic, in particular the use

of extended release (ER) opioids to treat chronic non-cancer pain. Insurers

have implemented many policies to reduce inappropriate opioid prescribing,

but few have been rigorously evaluated. To reduce total opioid prescribing,

Blue Shield of California, a commercial insurer with over 4 million members,

introduced the "Narcotic Safety Initiative" in 2015, which included several

interventions to promote safer opioid use. The first intervention wave targeted

ER opioids with provider education and a new prior authorization process for

patients being started onOxyContin, themost commonly used ERopioid in the

plan.

METHODS: We evaluated the initiative's impact by comparing prescribing

from 2014-2015 in the Blue Shield population ("intervention") with other

commercially insured Californians in the Truven MarketScan database ("con-

trol"). We focused on the OxyContin prior authorization policy, implemented
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in July 2015, because it was the most significant policy change during the first

year. Our primary measure was new initiation of ER opioids and secondary

outcomes included total ER opioid use, total opioid use, member

disenrollment, and inpatient and emergency department use. We used linear

difference-in-differences regression models to estimate the impact of the

intervention vs. the control population, adjusting for patient characteristics.

RESULTS: Our study sample contained 471,337 intervention and 501,441

control individuals. 12 months before prior authorization implementation, both

populations had similar monthly rates of new ER opioid starts (2.7 vs. 2.7 per

10,000 members). Six months post-implementation, this rate fell to 1.3 vs 2.4

per 10,000 members in the intervention and control groups respectively, a 48%

decrease relative to control (p<0.001). The decline was driven entirely by

fewer OxyContin prescriptions (p<0.001), without any change in other ER

opioids (p=0.82). Total ER opioid use (new and established use) fell by 8% in

intervention vs. controls (p<0.001). Despite this decrease, we observed only a

small non-significant decrease in overall total morphine-equivalent doses of

opioids prescribed (p=0.46). There was no differential disenrollment among

members on extended-release opioids and no significant difference in emer-

gency department or inpatient utilization.

CONCLUSIONS:As part of a multi-faceted insurer opioid safety initiative, a

prior authorization requirement for OxyContin was associated with decreased

new ER opioid prescribing without substitution towards alternate opioids.

However, overall opioid use did not drop substantially, arguing that formulary

changes alone are not sufficient. These findings suggest that formulary strat-

egies in the presence of a broader opioid initiative can meaningfully change

prescribing patterns.

A COMMUNITY-WIDE INITIATIVE TO IMPROVE HYPERTEN-

SION CONTROL AND REDUCE DISPARITIES: LESSONS

LEARNED Robert J. Fortuna1; Thomas Rocco1; Jeffrey Freeman2; Mathew

Devine1; JohnD. Bisognano1; GeoffreyWilliams1; Angela K. Nagel1; Howard

Beckman2, 1. 1University of Rochester, Rochester, NY; 2Common Ground

Health, Rochester, NY. (Control ID #2940759)

BACKGROUND: In 2009, a unique community-wide collaboration was

formed to address the care of patients with high blood pressure in Upstate

andWestern New York. The collaborative enjoyed the participation of over 30

community organizations, multiple health care systems, and 198 practices

across nine counties. This study aims to (a) present the results from our

multi-county community-wide initiative to improve BP control, (b) examine

the influence of patient race, ethnicity, and socioeconomic status on control

rate, (c) share best practices and barriers learned from this project to guide

future community interventions.

METHODS: The hypertension collaborative included 198 practice across

nine counties. The collaborative employed a multi-faceted intervention focus-

ing on (1) access to population-level high blood pressure data at participating

systems and practices, (2) community engagement focusing most aggressively

on underserved and low socioeconomic (SES) patients, and (3) practice-based

quality improvement directed at improving hypertension control and reducing

socioeconomic and ethnic/racial disparities.

RESULTS:Between 2010 and 2017, the hypertension registry increased from

59,400 patients to 226,843 patients. Overall hypertension control rates im-

proved from 61.9% in 2011 to 68.7% in 2016. The greatest improvements were

realized in the first three years. Improvements in control were observed across

all years in the non-Hispanic white population (76.7% to 81.5%), but were

more modest in the non-Hispanic black population (58.8% to 64.7%). Im-

provements were seen across all socioeconomic groups, but the largest im-

provements were observed in the highest socioeconomic group. Disparities

between the lowest had highest socioeconomic groups increased from an

absolute 7.3% difference in BP control in 2010 to a 9.3% difference in 2017.

The percent of hypertensive patients controlled correlated with practice socio-

economic status. However, many low SES practices were among the highest

performing practices.

CONCLUSIONS: Our nine-county intervention, coordinated across multiple

systems and patient populations, was associated with substantial improvement

in blood pressure control rates. We identified four key findings that may guide

future community-wide interventions to improve blood pressure control: (1) a

plateau effect is common and should be anticipated, (2) disparities are difficult

to eliminate, and so sociodemographic data must be collected and carefully

incorporated in project analysis and interventions (3) project goals should drive

the pursuit of additional measures as part of project maturation, and (4) best

practices and barriers to success must be continually sought and integrated into

the quality improvement plan.

A COMPARISON OF ANALGESICS ON PHYSICAL FUNCTION IN

OLDER VETERANS WITH OSTEOARTHRITIS Aaron Birnbaum1, 2;

Tessa Runels2; Andrew Bean2; Ula Hwang1, 2; EAASE Investigators2. 1Icahn

School of Medicine at Mount Sinai, New York, NY; 2Department of Veterans

Affairs, Bronx, NY. (Control ID #2936277)

BACKGROUND: Older adults with osteoarthritis experience pain that may

affect physical function. Yet analgesics are often measured by their capacity to

reduce pain, while physical function is overlooked. We compared physical

function trajectories among older veterans with osteoarthritis who were pre-

scribed NSAIDs and opioids.

METHODS: This was a substudy of a multicenter, prospective longitudinal

survey (4/15-9/17) of veterans 50+ years of age with a history of hip/knee

osteoarthritis, recently prescribed an outpatient analgesic prescription (opioid

or NSAID) or a control medication (any non-analgesic prescription), after

having been at least 180 days analgesic prescription free. The Western Ontario

and McMaster Universities Osteoarthritis Index (WOMAC) was used to

calculate a physical function score at baseline (within 30 days of prescription)

and 30 days thereafter. WOMAC scores were compared within treatment

groups using Wilcoxon signed-rank test. Logistic regression was used to

compare the likelihood of having a clinically important improvement in

physical function (≥5 point change in WOMAC function score) between

treatment groups, adjusting for age, gender, race/ethnicity, joint index, study

site, self-reported confirmation of analgesic type use, and baseline WOMAC

pain and function score.

RESULTS: A total of 497 respondents (mean age=66) completed the

WOMAC at baseline and 30 days. Opioid respondents (n=137) had improved

function (2.1 points, p<0.01) while NSAID (n=200) and control respondents

(n=160) had no significant change in function (p=0.49 and 0.38, respectively).

Respondents prescribed opioids were more likely to have a clinically important

improvement in physical function (OR=2.49, [1.38, 4.47], p< 0.01) when

compared to controls (Figure 1). NSAID respondents were not more likely to

have a clinically important improvement in physical function (OR=1.51, [0.82,

2.78], p= 0.18) compared to controls (Figure 1).
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CONCLUSIONS: Early findings suggest opioids may have a short-term

association with improved physical function. Should these findings persist in

final analyses, physical function may also be considered as a patient-centric

measurement to assess analgesic effectiveness.

A CONCEPTUAL MODEL OF PATIENTS' EXPERIENCES WITH

OPIOID TAPERING Stephen G. Henry1; Susan Verba2; Bo Feng2; Richard

L. Kravitz1; Ana-Maria Iosif3; Debora Paterniti5, 4. 1University of California

Davis, Sacramento, CA; 2University of California Davis, Davis, CA; 3Univer-

sity of California, Davis, Davis, CA; 4University of California, Davis, Sacra-

mento, CA; 5Sonoma State University, Rohnert Park, CA. (Control ID

#2942004)

BACKGROUND: New clinical guidelines discouraging use of opioids to treat

chronic pain have increased pressure on clinicians to taper prescription opioids.

Clinicians have little practical guidance on how to actually discuss tapering with

patients. This study proposes an empirically-based conceptual model of patients'

experiences with opioid tapering in order to identify practical suggestions for

promoting more productive, patient-centered discussions of opioid tapering.

METHODS: We conducted 4 focus groups involving 21 adults with chronic

back or neck pain who were in different stages of opioid tapering, followed by

1-on-1 interviews with 7 patients (selected from the original 21) identified as

the most compelling storytellers. Transcripts were qualitatively analyzed to

characterize patients' tapering experiences, build a conceptual model, and

identify practical clinician strategies for discussing opioid tapering.

RESULTS: Analyses revealed 3 crosscutting themes that informed model

development: 1) successful tapering requires a great deal of patient work across

several domains (e.g., performing activities, managing pain, managing side

effects and withdrawal symptoms, managing opioids, managing emotions,

managing self-identity); 2) most patients' pain and perceived need for opioids

fluctuates from day to day, which may be at odds with recommendations to

taper opioids by a fixed percentage every month; 3) patients use a variety of

strategies to manage tapering (e.g., timing opioid consumption to correspond

with planned activities, keeping an opioid "stash" for pain flares, soliciting

social support to cope with withdrawal), but only discuss some of these

strategies with clinicians. The graphic shows our conceptual model.

CONCLUSIONS:Most patients experience opioid tapering as a challenging

process that is influenced by their social and emotional context. Strategies to

promote patient-centered discussions of tapering include understanding how

patients' social and emotional context is likely to affect tapering, counseling

patients about the kinds of work required for successful tapering, working with

patients to prioritize and implement strategies to taper successfully, and devel-

oping contingency plans that can adapt to changes in patients' pain. Our model

can be applied and refined in future studies of opioid tapering.

Conceptual Model

A DEEP DIVE INTO NO-SHOWS: PREDICTORS AND PERCEP-

TIONS OF PATIENTS WHO MISS POST-DISCHARGE APPOINT-

MENTS IN THE SAN FRANCISCO HEALTH NETWORK Vithya

Thambiaiyah1; Richard Feinn1; Colleen Lynch2. 1Quinnipiac University,

NewHaven, CT; 2San FranciscoHealth Network, San Francisco, CA. (Control

ID #2945865)

BACKGROUND: San Francisco Health Network (SFHN) has worked to

improve patient transitions from inpatient to outpatient in order to reduce

hospital readmissions. Attendance at follow-up appointments within 14 days

of discharge has improved transitional care. However, no-show rates at these

appointments remain higher than no-show rates overall. Understanding

patient-level factors that lead to lower rates of post-discharge follow-up may

assist in improved post-discharge planning.

METHODS: Using the EMR database, we identified 357 patients discharged

from adult inpatient services between 5/4/17 and 7/2/17 with post-discharge

appointments scheduled within 14 days. We included patients from 5 SFHN

clinics with the highest rates of no-show to follow up appointments. We

excluded patients without scheduled post-discharge visits, patients with can-

celed post-discharge visits, and patients who left against medical advice.

Patient-level factors were compared between patients who attended or no-

showed to post-discharge appointments. Through multivariate logistic regres-

sion, we determined significant predictors of no-shows. Power was approxi-

mately 90% to detect an odds ratio of 2 assuming a 35% base rate for no-show.

Simultaneously, we contacted a 97 patient sample of those who missed post-

discharge visits. Patients were selected primarily via availability: readmission

to hospital, attendance to clinic, or functional telephone. After consent, we

obtained 28 patient interviews and reviewed qualitative data for themes using

Dedoose software (version 7.6.21).

RESULTS: Within the 357 patient sample, 62% of patients attended their

post-discharge appointments, and 38% missed their appointments. Predictors

of missed post-discharge visits include homelessness (OR=2.05, p=.03), no

phone (OR = 2.47, p=.004), a history of multiple hospitalizations (OR=2.79,

p=.001), and younger age (OR =0.98 per year increase, p=.003).We also found

that patients admitted with cellulitis were more likely to miss their post-

discharge visit (OR=3.12, p=.004). Qualitative analysis of patient interviews

revealed that patients who missed follow-ups often had appointment fatigue

(13/28), transportation barriers (12/28), forgotten appointments (9/28), or felt

discharge appointments were not important (7/28), especially when they did

not have an established connection to a physician.
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CONCLUSIONS: Despite possible selection bias in the qualitative data

toward patients who attended subsequent clinic visits or were readmitted to

the hospital, we feel that these are critical groups to deeply understand. To

better support patient transitions, interventions that target homeless, phoneless

patients, patients with multiple hospitalizations, younger patients, and patients

with transportation barriers should be attempted. Further, the number of post-

discharge appointments should be minimized to decrease appointment fatigue,

and greater efforts should be made to connect patients to a primary physician if

they do not have an established connection.

A FINANCIAL INCENTIVE PROGRAM TO IMPROVE APPOINT-

MENT ATTENDANCE AT A SAFETY-NET HOSPITAL-BASED PRI-

MARY CARE HEPATITIS C TREATMENT PROGRAM Kristen S.

Lee1, 2; Lisa Quintiliani1, 3; Alexandra Heinz2; Natrina Johnson3; Ziming

Xuan3; Ve Truong2; Karen E. Lasser1, 3. 1Boston University School of Med-

icine, Boston, MA; 2Boston Medical Center, Boston, MA; 3Boston University

School of Public Health, Boston, MA. (Control ID #2935681)

BACKGROUND: Many patients with hepatitis C infection (HCV) miss

appointments and cannot initiate treatment. Prior studies have shown that

financial incentives increase attendance rates among patients with substance

use disorders; no studies have evaluated incentives among HCV patients.

METHODS: We implemented an incentives intervention at the Primary Care

HCV Treatment Program at a large safety-net hospital. From April 1 to June 30,

2017, we provided a $15 gift card to patients who attended appointments with an

HCV provider. Program staff informed patients about the incentive at the time of

scheduling, but did not leave messages about the incentive if unable to reach the

patient. We evaluated the effectiveness of the incentives by 1) conducting an

interrupted time series analysis on attendance rates from Jan 2016 to Sept 2017

and 2) comparing the proportion of attended appointments during the interven-

tion period to a historical comparison group of patients scheduled for HCV

treatment in the previous year, April 1 to June 30, 2016; we used logistic

regression to evaluate missed versus attended appointments using the generalized

estimating equations approach to account for clustering of multiple appointments

by the same patient. The model controlled for age, sex, race, and insurance.

RESULTS: Interrupted time series analysis showed that the intervention was

associated with an average increase of 15.4 attended visits per 100 appoint-

ments compared to the period prior to the intervention (p=0.01). There was a

significant downtrend in attendance after the intervention (a monthly rate of 5.1

additional missed appointments per 100 appointments, p<0.01), even though

there was no significant trend over the entire study period (p=0.11). Visit-level

analysis showed that of 327 patient visits scheduled during the intervention

period and the control period (198 and 129, respectively), the mean age of

participants was 46 years (standard deviation 13.6), 35.2% of patient visits

were by women, 47.4% by non-Hispanic whites, 73.7% had Medicaid, and

30.3% had homelessness documented in the past year. Of 198 patient visits

during the intervention period, 70.7% of visits were by patients informed of the

incentive. Among this subgroup, 78% of appointments were attended. Of all

198 patient visits in the intervention group, 72.7%were attended relative to 79/

129 (61.2%) of control group visits. Patient appointments in the intervention

group were more likely to be attended (adjusted odds ratio [aOR] 2.05, 95%CI

1.25-3.36, p=0.005). Appointments by patients aged 41 to 64 (aOR 1.90, 95%

CI 1.02-3.53, p=0.04) and by women (aOR 1.82, 95% CI 1.03-3.22, p=0.04)

were also more likely to be attended.

CONCLUSIONS: Financial incentives are associated with improved appoint-

ment attendance at a safety-net hospital-based primary care HCV treatment

program. A randomized trial of the intervention is warranted to establish

efficacy and exploration of stakeholder engagement is needed to enhance

broader implementation potential.

A MULTI-FACETED INTERVENTION TO REDUCE BLACK-

WHITE DISPARITIES IN THE TREATMENT OF EARLY STAGE

LUNG CANCER: FINAL RESULTS Samuel Cykert1; Eugenia Eng1; Mat-

thew Manning2; Paul Walker3; Linda B. Robertson4; Nora S. Jones5; Rohan

Arya6. 1University of North Carolina, Chapel Hill, NC; 2Cone Health, Greens-

boro, NC; 3Brody School of Medicine - East Carolina University, Greenville,

NC; 4UPMC, Pittsburgh, PA; 5The Partnership Project, Greensboro, NC;
6University of South Carolina School of Medicine, Columbia, SC. (Control

ID #2942256)

BACKGROUND:Black patients (B) have historically received less treatment

for many cancers and treatment modalities than White patients (W) contribut-

ing to higher mortality. Non-small lung cancer is a case in point as 2 decades of

administrative data show less treatment early stage disease for B patients at a

point the cancer is curable. In this report, we describe the final results of an

intervention study performed at 5 cancer centers designed to optimize lung

cancer care for everyone and narrow the B-W treatment gap.

METHODS: Baseline rates for curative surgery and radiation were

established using a 3-year chart review for all patients with lung cancer at 5

cancer centers in 3 states. We then recruited B and W patients with newly

diagnosed stage I or II non-small cell cancer at the initial visit. Interventions

included: (1) entry into a real time electronic registry providing warnings for

missed appointments and unmet care milestones, (2) quarterly feedback of

treatment rates by race, and (3) a navigator trained to enhance communication

with affected patients. Note that data for a whole population concurrent group

of these patients not enrolled in the study from 2 centers were used to examine

secular trends. The primary outcome was surgery for cure. In a separate

analysis, we used receipt of either surgery or stereotactic radiation for cure as

the main treatment outcome. Regression models including a combination of

study group (retrospective, intervention, and concurrent) and race variables

was used to estimate treatment completion percentages and differences for

each study group by race. Eachmodel controlled for age,marital status, median

household income, study site, clinical stage, and comorbidities in addition to

study group by race combinations.

RESULTS: There were 2861 in the retrospective review of whom 16%were B

and 360 in the intervention group (32% B). The surgical rate for W in the

retrospective group was 62% vs 59% for B but the adjusted odds ratio (OR) for

surgery for B was only 0.71 (95% CI 0.56, 0.91). The baseline results for

receipt of either curative treatment were 69% for B and 78% forW; B vsWOR

0.66 (0.51, 0.85). For the intervention group, the surgical rate for B was 75%

and W 76%, an OR of 1.18 (0.73, 1.92) B vs the W retrospective group. The

rates for either curative treatment in the interventionwere 96.5%B and 95%W,

an OR of 12 (2.9, 49) B intervention vs W retrospective. There were 957

patients in the concurrent group (20% B). When comparing the B intervention

to the W concurrent group the OR for surgery was 2.6 (1.6, 4.3) and B vs W

intervention OR 0.85 (0.5, 1.5). For the combined treatment outcome, the odds

of treatment for B intervention vs W intervention was 1.4 (0.43, 4.7) and B

intervention vs W concurrent 5.6 (1.9, 16).
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CONCLUSIONS:An automated electronic warning system combined with a

navigator and clinical feedback improved lung cancer treatment for B and W

patients and significantly reduced treatment disparities.

A MULTI-SPECIALTY AND MULTIDISCIPLINARY ASSESSMENT

OF BURNOUT IN PRIMARY CARE PRACTICES Abigail Lenhart1;

Rebekah Weil1; Wendy McGinnis2; Andrea S. Cedfeldt2; Elizabeth M.

Haney3. 1OHSU, Portland, OR; 2Oregon Health & Science University and

Portland VA Hospital, Portland, OR; 3Oregon Health & Science University,

Portland, OR. (Control ID #2944631)

BACKGROUND: Burnout rates among medical professionals are prevalent

and increasing. While patient care has transitioned to team-based delivery

models, little is known about burnout on clinical teams. Understanding burnout

and its contributors for all team members is important. The objective of this

study was to understand burnout rates and associated factors for faculty and

staff in primary care practices at Oregon Health and Science University

(OHSU).

METHODS:We invited all faculty and staff working in primary care clinics at

OHSU including family medicine (FM), internal medicine (IM) and pediatrics

(Peds) to complete a needs-assessment survey that included two validated

instruments: the team culture survey and theMini-Z. Data were analyzed using

descriptive statistics, t test, and chi square.

RESULTS: Of 540 potential subjects, 332 (61%) completed the survey

including 110 (58%) of 190 eligible faculty (MD, DO, NP, PA) and 222

(63%) of 350 eligible staff (MA, LPN, RN, PharmD, SW, nonclinical). 32%

of faculty and staff met criteria for burnout based on a score of 3 or higher on

the emotional exhaustion item of the Mini-Z. Overall faculty burnout levels

were comparable to the 2016 national ACLGIM survey (38%) and consistent

across specialties (FM 33%, IM 37%, Peds 24%, and FM/IM combined 23%, p

= .35). Providers withMD/DO degrees had lower burnout rates than those with

NP/PA degrees (30% vs 75%, p < 0.001). Faculty reported too much EHR at

home, insufficient time for documentation and higher stress than staff; staff

reported chaotic work environments (Table). Burnout was more prevalent

among those who did not identify as male or female, compared to those who

identified gender as male or female (48% vs. 21% for males and 33% for

females; p= 0.05). Underrepresented minorities had similar levels of burnout to

non-minorities (40% vs 30%, p = .388), but the mean score on the single

burnout item was higher for the underrepresented minorities (2.54, 2.14, p

value =0.01).

CONCLUSIONS: This study has identified areas for intervention such as

targeting chaotic work environment and work control; addressing time faculty

have for documentation and EHR use at home; and outreach to higher risk

groups such as NP/PAs, minorities and gender non-conforming faculty and

staff.

A MULTIDISCIPLINARYAPPROACH TO CLOSE QUALITY GAPS

IN COLORECTAL CANCER (CRC) SCREENING IN A COMMUNI-

TY CLINIC Radha Ramesh; Kala Ghooray; Ajay M. Ohri; Jenny K. Cohen.

Highland Hospital, Berkeley, CA. (Control ID #2943968)

BACKGROUND: Colorectal cancer (CRC) screening through the use of

Fecal Immunochemical Testing (FIT) reduces morbidity and mortality

associated with CRC; yet safety net populations have low FIT screening rates.

Between 6/1/2015 and 5/31/2017, our clinic ordered 995 FITs which generated

737 (74%) results. We used a population health database and integrated our

EMR in order to track results. A multidisciplinary mixed methods approach

was used to understand barriers to CRC screening, and our findings informed

the development of subsequent interventions.

METHODS: Physicians, registration staff, nurses, community outreach

workers, and medical assistants (MAs) in an urban community clinic partici-

pated in a root cause analysis (RCA) using fishbone diagrams to understand

FIT screening. This RCA informed MA and patient surveys and semi-

structured interviews with lab technicians. We followed a Plan-Do-Study-Act

(PDSA) model to create an intervention. A population health database was

used to identify patients due for a FIT, and the lab and clinic EMRs were

integrated to improve communication regarding screening results.

RESULTS: A multi-disciplinary team identified a number of barriers to

obtaining FIT results: unclear instructions, lack of interest on the part of

patients, and difficulty returning FITs. Based on these concerns, MAs were

given 3 educational sessions about CRC screening. Baseline understanding

about the importance of FITs and how to educate patients was high. A random

sample of 31 patients over 50 were surveyed about their experiences with CRC

screening. 32% (10/31) stated that they had completed a FIT in the past year,

but were told it never resulted. These findings helped form semi-structured

interview questions that were given to the laboratory medicine team. They

reported that rarely was a FIT in the lab not processed, and that the majority of

samples not tested were due to the kit never arriving at the lab. Reasons for this

processing failure included absence of attached label, sample date not written,

and lack of requisition from the ordering provider.

CONCLUSIONS:Our investigation into FITs revealedmany barriers that can

be easily surpassed using simple targeted interventions. The main issue con-

tributing to the disparity between number of FITs ordered and those resulted

were FIT kits not making it to the lab. Based on our data, we have initiated a

new PDSA cycle in which patients only turn FIT kits back into our clinic at

their subsequent appointment and FIT instructions are widely distributed to

ensure that patients collect and label samples correctly. A multidisciplinary

systems-based approach allowed us to quickly detect, assess, and address this

problem on a systemic level. Using a population health database management

system and integrating the lab and clinic EMR systems provided an efficient

way to track FIT order and completion rates. Future directions include explor-

ing the use of apps to help patients better understand and comply with FIT

instructions.

A NATIONAL QUALITATIVE STUDY TO UNDERSTAND BAR-

RIERS AND FACILITATORS OF MULTIMODAL CHRONIC PAIN

CARE FOR VETERANS Chelsea A. Leonard1; amy ladebue1; Marina

McCreight1; Roman A. Ayele1; Charlotte Nolan1; Friedhelm Sandbrink3, 4;

JosephW. Frank2, 1. 1Department of Veterans Affairs, Denver, CO; 2University

of Colorado School of Medicine, Aurora, CO; 3Washington DC VA Medical

Center, Washington, DC, DC; 4Georgetown University, Washington, DC, DC.

(Control ID #2943836)

BACKGROUND: Chronic pain is more common in Veterans than in the

general population. Expert guidelines recommend multimodal chronic pain

care that utilizes the full range of treatment options. However, there is sub-

stantial variation in the availability and utilization of chronic pain treatment in
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the Veterans Health Administration (VHA). We explored perspectives of

healthcare providers and administrators on barriers and facilitators to multi-

modal chronic pain care in the VHA.

METHODS: In the prior phase of this project we created a facility-level

multimodal pain care index to identify outliers in the utilization of 10 pain-

related treatments to identify early and late-adopting sites of multimodal pain

care. We used purposive sampling to identify healthcare providers and staff at

these sites and snowball sampling to identify other key stakeholders. Our

interview guide was designed to identify barriers and facilitators to multimodal

pain care and interviews were conducted by phone, audio-recorded, and

transcribed verbatim. Transcripts were coded using inductive and deductive

conventional content analysis.

RESULTS:We interviewed 49 primary care providers (PCPs), nurses, physi-

cian assistants, physiatrists, psychologists, pharmacists, social workers, pain

program managers, and chiropractors from 25 VHA medical centers and

Community Based Outpatient Clinics (CBOCs) from April-September 2017.

Seven facilities were early-adopters, nine were late-adopters, and nine were

mid-adopters. We identified three themes related to multimodal chronic pain

care within VHA primary care. First, a temporal shift in painmanagement from

managing pain to monitoring opioid use ("The number of people that were on

opioids in this clinic was phenomenal… And over the last two and a half years,

we've worked really hard at weeding those folks out that were abusive and have

cut most everybody down"). Second, competing pressures on primary care

teams from expert guidelines, VHA policy, facility leadership, and Veterans

("We'd have to shrink panel sizes because at the same time we are trying to

improve opioid safety and pain management, we're also being told to have a

reduced return to clinic rates to open up access"). Third, lack of time,

education, and specialty care support for primary care teams ("For me person-

ally, I know that I could be better at understanding… the pros and cons of

opioid alternatives").

CONCLUSIONS: Our findings highlight the pressures that primary care

providers face. Many providers perceive inadequate support or resources to

provide multimodal chronic pain management. Efforts to improve chronic pain

management should address both organizational and patient level challenges,

such as large panel sizes, accessibility of additional training for primary care

teams, leadership support of multimodal pain care, multidisciplinary pain

management teams, and Veteran education on opioid safety.

A NATIONAL SURVEY DISCLOSES REAL-TIME BARRIERS AND

SHARES STRATEGIES ON EFFECTIVE AMBULATORY FACULTY

RECRUITMENT, RETENTION AND REMUNERATION Margaret C.

Lo1; Jonathan Tolentino4; Alpesh Amin2; Andrew Dentino3; Isitri Modak5;

Steve Vinciguerra6; John P. Moriarty7; Heather Laird-Fick8. 1University of

Florida College of Medicine, Gainesville, FL; 2UC Irvine, Orange, CA;
3University of Texas Rio Grande Valley, Edinburg, TX; 4Stony Brook Univer-

sity, Cincinnati, OH; 5Methodist Health System, Grand Prairie, TX; 6Medical

University of South Carolina, Charleston, SC; 7Yale University School of

Medicine, New Haven, CT; 8Michigan State University, East Lansing, MI.

(Control ID #2946640)

BACKGROUND: With the ACA implementation and mandates from

accrediting bodies, directors of GME programs must create robust ambulatory

teaching environments. One integral component is the effective recruitment,

remuneration, and retention of high quality ambulatory faculty. Yet 40%

directors admit difficulty recruiting faculty in a 2010 APDIM survey. Little

exists in the literature on best practices to recruit and retain faculty in resident

ambulatory education. Tasked by AAIM, our descriptive survey study reports

real-time barriers faced by ambulatory educators and valuable strategies to

incentivize ambulatory GME faculty.

METHODS: After 12 teleconferences and 8 Delphi processes, the AAIM

Education committee drafted a survey of 14 questions to address the following

topics: % residents' interest in GIM career, barriers and strategies for ambula-

tory GME teaching. From Aug to Nov 2017, request for survey participation

was posted bimonthly on the open forums of APDIM, APM, SGIM andAAIM

Ambulatory Faculty focus group. Participation was anonymous and voluntary.

De-identified results were analyzed via descriptive statistics from STATA

software.

RESULTS: A total of 217 faculty completed the survey. 76% were core

ambulatory resident educators; 65% at academic medical centers. 75% resi-

dents pursue GIM careers at a rate of 0-25%. Barriers focused on inadequate

financial support (73%), clinic space (63%) and time constraints (6%), de-

crease in clinical productivity (55%), increase in workload (47%) and increase

in clinic time (52%). Less reported barriers include lack of ambulatory faculty

interest or expertise in academic settings (7%) and reduction in clinic access in

community settings (17%). Common strategies involved teaching awards

(63%), faculty development (FD) on ambulatory teaching (54%), ambulatory

core curriculum (52%), dedicated space for learners (51%) and access to

institutional resources (47%). 33% reported salary adjustments or lump sum

payments. Infrequent strategies were CME credits (9%), free parking (7%) and

discounted conferences (6%). Most valuable strategies provide adequate num-

ber of teaching faculty (78%), qualified teaching clinicians (72%), salary

support for teaching (69%), dedicated space for learners in clinic (66%),

ambulatory FD programs (58%) and ambulatory core curriculum (50%).

CONCLUSIONS: Our study adds evidence to the many literature on pro-

posed barriers and solutions. It stratifies barriers and incentives based on

faculty type and help GME directors tailor strategies. Results elevate the need

to address financial support and space constraints. Grassroots strategies in our

survey substantiates the 2017 AAIM/SGIM Position Paper recommendations

on ambulatory faculty recruitment and retention i.e. ambulatory FD programs,

teaching awards and extra swing rooms in clinic. Survey data do not support

low value incentives i.e. CME credits, free resources. Our survey catapults

AAIM's priority for best practices on ambulatory faculty recruitment, retention

and remuneration.

A NATIONAL SURVEY OF INTERNAL MEDICINE PRIMARY

CARE PROGRAM DIRECTORS: A DESCRIPTION OF THE CUR-

RENT STATE OF TRAINING AND ANALYSIS OF PROGRAM

CHARACTERISTICS ASSOCIATED WITH GRADUATES PURSU-

ING PRIMARY CARE CAREERS Paul O'Rourke1; Eva Tseng2; Marc

Shalaby3; Karen Chacko4; Anne Cioletti5; Scott Wright6. 1Johns Hopkins

University, Baltimore, MD; 2Johns Hopkins University SOM, Baltimore,

MD; 3Perelman School of Medicine at the University of Pennsylvania, Phila-

delphia, PA; 4Univeristy of Colorado Denver, Aurora, CO; 5George Washing-

ton University, Washington, DC; 6Johns Hopkins University School of Med-

icine, Baltimore, MD. (Control ID #2944527)

BACKGROUND: Although primary care has been associated with increased

health care quality and decreased health care cost, the United States is projected
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to suffer a significant primary care physician shortage relative to anticipated

patient demand. Internal medicine (IM) primary care programs have been

associated with a higher likelihood of program graduates pursuing careers in

primary care than categorical IM graduates. However, there have been limited

studies identifying and analyzing the unique characteristics of IM primary care

programs. Through our study, we identified characteristics of IM primary care

programs and analyzed programmatic and curricular factors associated with

increased likelihood of graduates pursuing primary care careers.

METHODS: In this cross-sectional study, we developed and sent an online

survey to all identified IM primary care track/program directors in the United

States during summer 2017. The survey collected data on general program

information, characteristics of the program director, information regarding the

primary continuity clinic experience, additional curricular elements and special

training, as well as program graduate outcomes. Descriptive analyses were

conducted using chi square and t-test. We conducted bivariate logistic regres-

sion to determine what factors were associated with at least half of program

graduates pursuing a primary care career.

RESULTS:We had a response rate of 70% (70 surveys completed/100 eligible

survey invitations). Of the 70 programs described in our survey, 46 programs

had a specific National Resident Matching Program (NRMP) IM primary care

program code while 24 programs did not have a unique NRMP IM primary

care program code. On average 54.8% (SE 3.5) of graduates pursued a primary

care career at time of graduation. There was no significant difference between

programs with and without unique NRMP IM primary care codes in the

percentage of graduates entering primary care careers upon graduation

(57.8% vs 47.6% respectively, p=0.19). Primary care programs with a high

rate of graduates pursuing primary care careers (≥50%)were less likely to have

an X+Y schedule compared to programs with low rates (<50%) of graduates

pursuing primary care careers (OR 0.23, 95%CI 0.06-0.93).

CONCLUSIONS: In contrast to published literature that less than 20% of

categorical IM residents pursue careers in primary care, our study suggests that

IM primary care programs graduate a large proportion of their trainees to primary

care fields (57.8%). Programs with and without specific NRMP IM primary care

codes produced similar graduate outcomes with regards to primary care careers.

Further research evaluating the unique characteristics of these training programs,

such as the effects of X+Y scheduling, is warranted to determine the most

effective curricula to inspire and produce highly trained primary care physicians.

A NATIONAL SURVEY OF OLDER AMERICANS ABOUT OVER-

USE OF HEALTH CARE SERVICES Jeffrey T. Kullgren1, 2; Preeti

Malani2; Matthias Kirch2; Dianne Singer2; Sarah J. Clark2; Erica Solway2;

Brian Zikmund-Fisher2; Jane Forman1; Eve A. Kerr1, 2. 1VA Ann Arbor

Healthcare System, Ann Arbor, MI; 2University of Michigan, Ann Arbor,

MI. (Control ID #2945583)

BACKGROUND: Use of tests and treatments that do not improve outcomes

is common among older Americans, and can lead to unnecessary patient harms

as well as excess health care costs. To date, interventions and policies to reduce

overuse of health care services have focused on health care provider behavior,

often with minimal success. To consistently reduce overuse, we will need to

incorporate patient perspectives in future intervention efforts. However, little is

known about older Americans' views on overuse of health care.

METHODS: In October 2017 we conducted an online survey of 2,007 GfK

KnowledgePanel participants 50 to 80 years of age as part of the National Poll

on Healthy Aging (completion rate 73%). Participants were asked whether

they felt that more medical treatment is usually better and whether they felt

health care providers in general, and their own provider in particular, often

recommend tests and treatments that are not needed. We estimated 3 separate

multivariable logistic models to identify associations between participants' age,

gender, race/ethnicity, income, education, health status, and region and their

responses to each survey item. In all analyses we used sample weights to

generate nationally representative estimates.

RESULTS: Most participants (54%) agreed that health care providers in

general often recommend tests or treatments that patients do not need, yet

many fewer participants (25%) felt their own provider does so. A smaller

proportion (14%) agreed that more medical treatment is usually better. In

multivariable logistic regression, compared to participants with 0 or 1 outpa-

tient visits in the last year, participants with 4 or more outpatient visits in the

last year had lower odds of agreeing that health care providers in general often

recommend tests and treatments that are not needed [adjusted odds ratio (AOR)

0.60; 95% confidence interval (CI) 0.45 to 0.80] and higher odds of agreeing

that more medical treatment is usually better (AOR 1.88; 95%CI 1.23 to 2.80).

Compared to White participants, non-White participants also had higher odds

of agreeing that more medical treatment is usually better (AOR 1.95; 95% CI

1.44 to 2.60). Relative to participants with 0 or 1 outpatient visits in the last

year, participants with 2 or 3 outpatient visits in the last year had lower odds of

agreeing that their own health care provider often recommends tests and

treatments that are not needed (AOR 0.74; 95% CI 0.57 to 0.95).

CONCLUSIONS:Most older Americans feel that health care providers often

recommend tests and treatments that are not needed. However, few older

Americans feel their own health care provider recommends unneeded tests

and treatments, or that more medical treatment is usually better. Patients with

more visits and minority patients may be less likely to feel overuse of health

care is prevalent. These perceptions will be important to consider when

designing and implementing strategies to limit overuse of health care.

A NOVEL PATIENT CENTERED TELESTREAM MODULE BASED

ON EVIDENCE BASED AHA/ACC GUIDELINES REDUCES INAP-

PROPR IATE CARD IAC MON ITOR ING AMONGST

HOSPITALISTS,ER PHYSICIANS,AND INTERNAL MEDICINE

(IM) RESIDENTS Irem Nasir1; Herbert M. Archer1; Anne D. Swallow1;

David Hajdasz2. 1Greenwich Hospital, Greenwich, CT; 2Yale, New Haven,

CT. (Control ID #2937343)

BACKGROUND: Cardiac monitoring outside the ICU/CCU is associated

with high cost.Studies of telemetry(tele) orders hardwired into EMR resulted in

tele reduction without affecting patient (pt) safety on medical/surgical

(medsurg) units.In a prior study(7/2015),when we hardwired tele orders per

AHA/ACC guidelines,we did not see a decrease in inappropriate tele

usage.Providers developed "workaround solutions" per personal preferences

to continue to order tele.We hypothesized that they did not have an under-

standing of and/or were unaware of existing evidence based criteria (EBC).We

thought to create "real-life" pt scenarios as a novel educational tool to prevent

tele overuse.

METHODS: We created a 20 multiple choice question module with 45

"grayzone" pt scenarios(pretest,discussion with AHA/ACC Classes1,2,3

criteria,and posttest).We launched it in 5/2017 to all hospitalists,residents,and

ER MDs at our 206 bed community hospital.A score of >70% was required.It
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took 45minutes.There was a 7Q survey about tele usage.We named it

"TELESTREAM".All 6medsurg units were incorporated.(ICU/tele units were

excluded).We used 2 groups (42ER and IMresidents in 1 group and

21hospitalists in the other group). In 5/2017,the module was assigned with

1mo for completion.We tracked tele orders and median length of stay(mLOS)

for pts on tele by extracting and displaying EMR data on a Tableau software

dashboard.We compared study and similar periods pre and post-module.We

used MiniTab statistical software to conduct Mood's median tests and Excel

software with the RealStats add-in module to conduct chi square tests for

independence to analyze the survey results.

RESULTS: After TELESTREAM launched,we saw a reduction in tele from

18% to 15% and a decrease in mLOS(3.26d to 3.07d)in 3mo pre vs post period

(p=0.023)and a same decrease in mLOS(3.26d to 3.07d)when comparing the

same 3mo test period in 2016(p=0.100).(A wide mLOS CI in the 2016

comparison period rendered it statistically insignificant).This lower tele usage

correlates with lower mLOS due to decreased ERwait times and more efficient

disposition.Given pt volume,mLOS reduction vs same 3mo in 2016 equated to

a savings of $345,000.On the 7Q survey,hospitalists felt that TELESTREAM

contributed more to their understanding of inappropriate tele

use(p=0.016),were more aware of tele overuse(100% vs 79%,p=0.021),and

were more likely to use TELESTREAM (p=0.032) vs the ER/IM resident

group.

CONCLUSIONS: We introduce a novel method to reduce unnecessary tele

orders by educating MDs on EBC via "real life" "gray zone" pt scenarios,in

whom life threatening arrhythmias are unlikely,resulting in decreased tele

orders,mLOS,and cost.Per our survey,MDs find this tool useful since

hardwiring EBC into EMR can be circumvented.Due to technical

limitations,ER MDs and IM residents were grouped together.We would have

preferred to compare each group separately.We envision a variety of similar

standardized "gray zone" pt modules,as tools to address nuances of EBC,thus

promoting high value care.

ANOVELTOOLTOMEASUREHEALTHCARE UTILIZATION: AN

APPLICATION TO INTIMATE PARTNER VIOLENCE SURVIVORS

IN PRIMARY CARE Mary Logeais1; Lynette M. Renner2; Cari Jo Clark3.
1University of Minnesota, Minneapolis, MN; 2University of Minnesota, St

Paul, MN; 3Emory University, Atlanta, GA. (Control ID #2941457)

BACKGROUND: A disproportionate number of patients contribute to the

majority of health care expenditures, which is often measured by health care

utilization. Health care utilization encompasses a wide range of hospital,

ambulatory and increasingly, non-face-to-face episodes of care. One psycho-

social factor that has been associated with higher utilization of emergency

services and higher costs is intimate partner violence (IPV). In this study, we

created a novel a health care utilization-scoring tool, which was used to

examine whether IPV leads to higher utilization of hospital, ambulatory and

non-face-to-face health care services. We sought to fill significant gaps in

existing research about how social and behavioral issues, such as IPV, impact

utilization—particularly the non-face-to-face episodes of care, which contrib-

ute to rising costs and professional dissatisfaction.

METHODS: We conducted a retrospective cross-sectional study of adult

patients seen at 11 University affiliated primary care clinics from January

2015 to December 2016 who were screened for IPV.We controlled for medical

complexity by deriving the revised Charlson Comorbidity Index (CCI) for

each patient. We calculated a novel Utilization Score, which was a weighted

sum of hospital, ambulatory and non-face-to-face encounters within the med-

ical system. Missed appointments were also measured. Descriptive statistics

were calculated and multivariate linear regression models were constructed to

examine whether IPV-positive individuals had higher utilization and missed

appointments, controlling for sex, race age, and CCI. An interaction between

IPV and sex was examined.

RESULTS: 31,305 patients were screened during the two-year period, of

which 280 screened positive for IPV. Twenty percent of these patients were

male. The two samples (IPV-positive and IPV-negative patients) were similar

with respect to medical complexity. Patients who screened positive for IPV had

higher mean utilization scores (54 vs. 40, p<0.001) and more missed appoint-

ments (3 vs. 1.3, p<0.001). Being female was a predictor of total health care

utilization, non-face-to-face encounters, and missed appointments (p<0.001).

The main effect of IPV was associated with increased rates of missed appoint-

ments (p<0.001) and the interaction between sex and IPV was associated with

increased total utilization (p=0.015), as well as non-face-to-face and ambula-

tory visits among female patients (p=0.025 and p=0.015, respectively).

CONCLUSIONS: These results expand upon previous studies by identifying

associations between IPV and greater numbers of non-face-to-face medical

encounters and missed appointments, both of which entail considerable cost to

the health sector. The data support more inclusive population-specific inter-

ventions focusing on social determinants of health to reduce both face-to-face

and non-face-to-face health care utilization, which may improve health care

expenditures, outcomes and provider satisfaction.

A PILOT RANDOMIZEDCONTROLLEDTRIALOFAREMOTELY-

DELIVERED BEHAVIORAL HEALTH COACHING PROGRAM TO

LIMIT WEIGHT GAIN IN PREGNANCYAND REDUCE POSTPAR-

TUM WEIGHT RETENTION Lindsay Martin2; Janelle W. Coughlin1;

JeanneM. Clark3; Arlene Dalcin3; Wendy L. Bennett1. 1Johns Hopkins School

of Medicine, Baltimore, MD; 2Johns Hopkins Medical Institution, Englewood,

CO; 3Johns Hopkins University, Baltimore, MD. (Control ID #2945740)

BACKGROUND: Excessive gestational weight gain (GWG) is common and

associated with pregnancy complications, postpartum weight retention and

future obesity. Pregnancy and the postpartum period provides "teachable

moments" to promote healthy weight control behaviors (e.g., dietary changes,

exercise). Interventions that successfully limit GWG within the Institute of

Medicine's (IOM) guidelines and reduce postpartum weight retention have

potential to reduce maternal risk of obesity. Remotely-delivered, behavioral

weight loss interventions, shown to lower weight in the general population, are

an appealing approach for weight control in pregnant and postpartum women

but have not been formally tested. This pilot study tests the feasibility and

acceptability of the Healthy for Two/Healthy for You Program (H42/H4U), a

remotely-delivered, behavioral health coaching program to limit GWG and

reduce postpartum weight retention.

METHODS: Healthy pregnant women (< 14 wks gestational age) with a pre-

pregnancy BMI >= 18.5 were recruited from 2 prenatal clinics and randomized

to either H42/H4U or a health education comparison group. The H42/H4U

intervention has a 12-wk intensive, weekly phone call phase (14-25 wks

gestational age), followed by biweekly calls up through delivery and 12-

weeks postpartum. Participants received Learning Materials pertaining to diet,

exercise, and overall wellness in pregnancy and were asked to complete these
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materials prior to phone calls with their Health Coach. Participants received

individualized IOM calorie and exercise recommendations and were counseled

to self-monitor weight, calories and exercise using a free, accessible mobile

phone application. Health education controls were provided general reading

material on health and basic nutrition in addition to usual care.

RESULTS: We randomized 26 pregnant women (n=13 in each arm) with a

overall mean age of 31.6 years (SD=3.6) and mean of BMI 26.7 (SD = 7.4).

H42/H4U participants completed 80% of coaching calls and 71% of Learning

Materials and met self-monitoring goals of weekly weights and daily calories

and exercise minutes 81%, 71%, and 24% of the time, respectively. Perceived

acceptability ranging from 1-100 for using a smart-phone app to track weekly

weight, diet and exercise showed a median rating (25th; 75th percentile) of 64.5

(37.8, 86.3), 73 (50.5, 90) and 68.5 (43.3, 83.8) respectively; women rated the

overall helpfulness of the program during pregnancy 67.5 (34.3, 83.3). Pre-

liminary weight outcomes at 37-weeks gestation show that 75% of H42/H4U

participants achieved their IOM recommended goal weight range compared to

58% of those in the health education group.

CONCLUSIONS: This pilot RCT provides evidence for the feasibility, ac-

ceptability and preliminary effectiveness of a remotely-delivered, behavioral

weight control intervention in pregnancy and postpartum. Our next step is to

adapt the intervention to an online platform.

A POPULATION APPROACH USING CHOLESTEROL IMPUTA-

TION TO IDENTIFY ADULTS WITH HIGH CARDIOVASCULAR

RISK: A REPORT FROM NORTH CAROLINA ON AHRQS EVI-

DENCENOWINITIATIVE Samuel Cykert1; TomWroth2; Darren Dewalt1;

Bryan Weiner3. 1University of North Carolina, Chapel Hill, NC; 2Community

Care of North Carolina, Raleigh, NC; 3University ofWashington, Seattle, WA.

(Control ID #2943451)

BACKGROUND: Cardiovascular disease (CVD) remains the leading cause

of death across the United States and is particularly devastating in North

Carolina counties associated with the "Stroke Belt" where half of these deaths

are preventable. Despite this outlook, adoption of new evidence in practice

remains slow. An example of this is the implementation of the new American

College of Cardiology (ACC) guidelines for cholesterol management. 4 years

have passed but neither the Centers for Medicare and Medicaid Services or

practices at large have adopted these recommendations as standard. A major

component of the ACC approach is risk based statin prescribing but barriers

such as poor capability of certified electronic health records (EHRs) to auto-

mate risk scores and measure adherence to the guideline remain. These barriers

are onerous for small primary care practices that lack information technology

personnel and financial resources to perform de novo programming of new

evidence into new quality measures. In response to the slow diffusion of new

patient-centered evidence in primary care, AHRQ launched the EvidenceNow

(EN) initiative. Heart Health Now (HHN) is the North Carolina Cooperative

for EN. In this report, we describe the implementation of risk stratification and

how an imputation plan for patients lacking cholesterol values lead to impor-

tant CVD risk reduction opportunities for high risk patients.

METHODS: Clinical data for our analysis were collected from the HHN

registry derived from daily uploads of EHR data from participating practices.

To be eligible, practices had to have 10 or less clinicians at a location. The

intervention consists of provision of onsite practice coaching to implement

improvement strategies and use of a CVD population management dashboard

specific to the site. 222 primary care practices enrolled in the study. All adult

patients between the ages of 40 and 79 years were assigned an ASCVD10-year

risk percentage based on published algorithms. 32% of these patients receiving

care at participating sites lacked structured laboratory data to incorporate into

the automated risk calculation. We therefore decided to measure the potential

population effect of imputing optimal values for total cholesterol (170 mg/dl)

and HDL-cholesterol (50 mg/dl) in order to identify patients who still have at

least a 10%, 10-year ASCVD risk who would be eligible for treatment

immediately.

RESULTS: 222 sites with 20 EHR brands participated. 369551 patients aged

40 to 79 years entered the HHN registry. 118901 patients were missing lab

values to complete the risk score and had the optimal values imputed. 35% of

these patients (41,626) qualified for initiation of statin therapy (risk score >

10%). Within 9 months after imputed risk score availability 8,888 eligible

patients received a new statin prescription.

CONCLUSIONS:A population health strategy of cholesterol imputation can

identify patients with high CVD risk and help avoid unnecessary delays in

implementing risk reduction strategies.

A PRAGMATIC CLUSTER RANDOMIZED TRIAL OF AN ELEC-

TRONIC CLINICAL DECISION SUPPORT SYSTEM TO IMPROVE

CHRONIC KIDNEY DISEASE MANAGEMENT IN PRIMARY

CARE: DESIGN AND INITIAL FEASIBILITYAND PROCESS OUT-

COMES Elaine C. Khoong; Carmen A. Peralta; Sarita Pathak; Andrew

Robinson; Marilyn Stebbins; Lowell Lo; Leah S. Karliner. University of

California - San Francisco, San Francisco, CA. (Control ID #2938140)

BACKGROUND: Chronic kidney disease (CKD) affects >20 million US

adults but is often underdiagnosed. A triple marker approach (serum creatinine,

serum cystatin-c, and urine albuminuria) improves CKD diagnosis and risk

stratification, which increases use of renal and cardio-protective therapies. Since

potential CKD can be identified through lab results extracted from electronic

health records (EHR), it may be an ideal candidate for an electronic clinical

decision support system (eCDSS). We present the design and initial feasibility

and process outcomes for a trial to evaluate a CKD eCDSS tool in primary care.

METHODS: This is a three-armed – two intervention arms and one usual care

(UC) arm – cluster randomized trial at an academic general internal medicine

clinic. Eligible patients had two previous estimated glomerular filtration rate by

serum creatinine (eGFRcreat) <60 at least three months apart. Patients with

advanced heart failure, cancer or dementia, kidney transplant, severe mental

illness, current pregnancy, already in nephrology care, or who prefer a lan-

guage other than English, Spanish or Chinese were excluded, Randomization

occurred at the primary care provider (PCP) level. At study start, for the

intervention arms, investigators ordered triple marker labs (creatinine,

cystatin-c, albuminuria) for enrolled patients to complete when next at the

lab; the eCDSS then launches during up to three subsequent PCP visits. The

eCDSS confirms CKD based on triple marker results and then provides

guidance on renal and cardio-protective medications, potassium management,

nephrology referral, and patient education. One arm (CDSS) receives only the

eCDSS; a second arm (CDSS+) adds a pharmacist phone call to patients to

reinforce CKD-related education.

RESULTS: A multidisciplinary team (internist, nephrologist, pharmacist,

informaticist) designed the eCDSS to be integrated into current workflows.

Study investigators educated intervention arm PCPs about the eCDSS via
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videos and personalized emails. All PCPs contacted about the study agreed to

participate, resulting in 79 PCPs randomized (25 CDSS, 27 CDSS+, 27 UC).

Of 1,030 patients eligible by eGFRcreat, 448 met exclusion criteria, 50 opted

out, and six withdrew after labs were ordered, resulting in 526 study patients

(165 CDSS, 171 CDSS+, 190 UC). Eight weeks after study start, 103 patients

have completed triple marker labs, of which 85 have confirmed CKD. The

eCDSS launched at 33 PCP visits and was opened by the PCP at 25/33 visits

(76%). In these 25 visits, 18 patients received CKD-related educational mate-

rials, and 6 patients received eCDSS advised orders.

CONCLUSIONS: This study describes the design and feasibility of integrat-

ing an eCDSS into primary care workflows at an academic primary care clinic.

Preliminary process outcomes suggest good uptake of the eCDSS for CKD

guideline-concordant management, particularly for use of patient educational

materials, and suggest an approach to improve guideline-concordant care for

other chronic diseases.

A PRAGMATIC POLICY TRIALTESTING LARGER BONUS SIZES

AND THE BEHAVIORAL ECONOMIC PRINCIPLES LOSS AVER-

SION AND SOCIAL PRESSURE IN PHYSICIAN PAY-FOR-

PERFORMANCE Amol S. Navathe1; Kevin G. Volpp1; Kristen Caldarella1;

Amelia Bond1; Akriti Mishra1; Shireen E. Matloubieh1; Zoe Lyon1; Lee

Sacks2; Carrie Nelson2; Pankaj Patel3; Judy A. Shea1; Andrea B. Troxel1;

Ezekiel J. Emanuel1. 1University of Pennsylvania, Philadelphia, PA; 2Advo-

cate Physician Partners, Chicago, IL; 3Advocate Health Care, Oak Brook, IL.

(Control ID #2944535)

BACKGROUND: P4P programs are expanding nationally despite mixed

evidence. With Advocate Health System (Chicago, IL) we conducted a hybrid

prospective randomized and quasi-experimental trial assessing whether in-

creasing bonus sizes or the behavioral economics principles loss aversion

and social pressure could improve P4P's effectiveness. This is the first ran-

domized trial to test behavioral economic principles in P4P.

METHODS: The design was a quasi-experimental comparison involving pa-

tients treated by physicians in the Trinity Organization versus Non-Trinity

physicians at Advocate. Non-Trinity physicians were matched based on pre-

intervention (2015) performance level and 2014-2015 historic trend. The patients

were cluster-randomized by attributed physician to 3 arms: 1) An active control

with a larger bonus size of $3,333 or ~10% increase (666 patients and 9

physicians ); 2) The larger bonus size with loss aversion by pre-funding incen-

tives in a health system bank account in the physician's name (1,506 patients and

13 physicians ); and 3) The larger bonus size with social pressure by making the

performance bonus determined by individual (50%) and group (50%) perfor-

mance (1,358 patients and 13 physicians ). Using a difference-in-differences

design, we compared changes at Trinity as a whole (an increase in bonus size) to

propensity-matched non-Trinity physicians with physician fixed-effects and pa-

tient risk-adjustment. The primary outcome variable was the proportion of

evidence-based quality measures met for patients with chronic conditions.

RESULTS: The Trinity RCT included 3,530 patients randomized via 35

physicians and the non-Trinity matched cohort included 3,801 patients across

35 physicians. There were no differences across physician characteristics. Trinity

patients were more likely to be black (68% vs. 17%;P<0.001) and younger (64

vs. 66 years;P<0.001). There were small differences in patient characteristics by

Arm. Arm 2 had the highest average number of chronic conditions (Arm 1, 1.54

conditions; Arm 2, 1.63 conditions; Arm 3, 1.60 conditions;P<0.001) and

greatest proportion of black patients (Arm 1, 64%; Arm 2, 59%; Arm 3,

80%;P<0.001). In both unadjusted and adjusted analysis, Trinity patients re-

ceived a larger increase in evidence-based care relative to non-Trinity patients

from 2015 to 2016 (Adjusted results - Trinity 86.49% to 90.70% vs. Non-Trinity

87.50% to 89.27%; difference-in-difference 2.4%;P<0.001). The RCT within

Trinity did not reveal significant additional improvement between Arm 2 (larger

bonus + loss aversion) and Arm 3 (larger bonus + enhanced social pressure)

versus a larger bonus only (Arm 1) (P=0.52).

CONCLUSIONS: In the first RCTcomparing behavioral economic principles

and increasing bonuses in P4P, an increase in bonus size resulted in signifi-

cantly improved quality for chronic care patients relative to a comparison

group. Adding loss aversion and enhanced social pressure did not lead to

further quality improvement.

A PRECISIONMEDICINE BLOOD TESTWAS ASSOCIATEDWITH

THE INITIATION OF PRESCRIPTIONS FOR LIPID-LOWERING

MEDICATIONS AMONG OUTPATIENTS WITH SYMPTOMS SUG-

GESTIVE OFOBSTRUCTIVE CORONARYARTERY DISEASE: EX-

PLORATORY ENDPOINT ANALYSIS FROM THE PRESET REGIS-

TRYGregory S. Pokrywka1;MatthewBudoff2; LeonaHamrick3; Lin Huang4;

David Sharp5; Bruce Maniet6; Mark Monane7; Joseph Ladapo8. 1Baltimore

Lipid Center, Towson, MD; 2UCLA, Torrance, CA; 3CardioDx, Dunedin, FL;
4CardioDx, Redwood City, CA; 5Doctors for Health, Omaha, NE; 6Bells

Medical Clinic, Bells, TX; 7CardioDx, Inc., Palo Alto, CA; 8UCLA, Los

Angeles, CA. (Control ID #2944760)

BACKGROUND: The management of outpatients with symptoms suggestive

of stable obstructive coronary artery disease (CAD) can pose a challenge. Recent

studies have shown that coronary CTA is associated with increased initiation of

lipid lowering medications compared to cardiac stress testing, yet the pitfalls of

such testing, such as radiation and contrast dye exposure, are unwelcome side

effects. In contrast, a previously validated blood-based precision medicine test

yielding an age/sex/gene expression score (ASGES) used in the evaluation of

outpatients with symptoms of obstructive CAD has been shown to be associated

with the presence and extent of CAD (sensitivity 89% and negative predictive

value 96% for scores 1-15), atherosclerotic plaque, long-term revascularizations,

and major adverse coronary events. The objective of the PRESET Registry was

to evaluate the clinical utility of the ASGES: a secondary analysis was per-

formed to evaluate the effect of the ASGES on new prescriptions of lipid

lowering medications, thereby potentially mitigating atherosclerosis risk.

METHODS: The prospective PRESET Registry (NCT01677156) enrolled

stable, non-diabetic adult outpatients with typical or atypical symptoms sug-

gestive of obstructive CAD from 21 U.S. primary care practices from Septem-

ber 2012 to August 2014. Primary care clinicians provided the pre- and post-

ASGES diagnosis for each patient. Demographics, clinical factors, ASGES

results (predefined as low [ASGES ≤15] or elevated [ASGES >15]), and

management plans post-ASGES testing were collected for analysis.

RESULTS: This cohort included 566 patients with a median age of 56 years,

51% female, and median BMI of 30. A total of 314 patients (55%) received an

elevated (ASGES 16-40) score. Clinicians prescribed new lipid-lowering

medication for 59/314 (19%) patients with elevated scores, compared to 16/

252 (6%) patients with low scores (OR=3.4; P<0.0001). This finding remained

robust after multivariate analysis adjusting for patient demographics and

clinical characteristics.
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CONCLUSIONS: In this sub-group analysis of a community-based registry,

the age/sex/gene expression test was associated with a statistically significant

and clinically relevant change in the rate of new prescriptions for lipid-

lowering medication among patients with symptoms suggestive of obstructive

CAD. Given the association of the ASGES with presence and extent of

coronary artery disease, the test may be helpful to clinicians in distinguishing

patients that may benefit from further interventions around the management of

coronary artery disease in the outpatient primary care setting.

A PRELIMINARY ANALYSIS OF THE ASSOCIATION OF IN-

CREASED RISK OF COPD READMISSIONS WITH MODERATE

TO HIGH OSA RISK

INCREASED OBSTRUCTIVE SLEEP APNEA RISK: INCREASED

LIKELIHOOD FOR READMISSIONS FOR ACUTE EXACERBA-

TION OF COPD? Meng Wu1; Vineet M. Arora2; Leah J. Witt3; Steven R.

White1; Valerie G. Press1. 1University of Chicago, Chicago, IL; 2University of

ChicagoMedical Center, Chicago, IL; 3University of California San Francisco,

San Francisco, CA. (Control ID #2943794)

BACKGROUND: Chronic obstructive pulmonary disease (COPD) affects

over 11 million adults and is the third leading cause of death in the US. COPD

results in significant cost to the health care system, particularly due to care

associated with acute exacerbations. Because of the Hospital Readmission

Reduction Program (HRRP), which penalizes excessive 30-day COPD

readmissions rates, identifying addressable risk factors for COPD readmissions

is vital. One hypothesized under-recognized risk factor is obstructive sleep apnea

(OSA), a common comorbidity in COPD patients that could contribute to an

"overlap syndrome." We wished to determine the prevalence of patients at risk

for OSA among our hospitalized COPD population and examine whether

increased OSA risk could be an independent risk factor for COPD readmissions.

METHODS: This was a preliminary analysis of a sub-study within a larger

prospective study conducted at an urban academic hospital. We identified

patients who were admitted and enrolled in our COPD readmissions reduction

program. Consenting patients answered surveys that included questions

targeting COPD symptoms (mMRC) and OSA risk (STOP-BANG). Chart

reviews provided data for calculating a Charlson Comorbidity Index (CCI)

score. Patients who scored 0-2 points on the STOP-BANG eight-point scale

were classified as having low risk for OSA, 3-4 points as moderate risk, and 5-

8 points as high risk. Patients were asked to return for a follow-up appointment

7 days post-discharge and to answer a phone call 30-day post-discharge to self-

report any readmissions. Statistical analyses were completed in STATA 14.0.

RESULTS:Over one year we screened 326 patients and enrolled 64 into this sub-

study, of whom54 patients had completed the STOP-BANGquestionnaires and 48

had been discharged over 30 days (therefore had readmissions data). The majority

of participants were female (35/64 [55%]) and Black (60/64 [94%]) with a mean

age of 63 (9.6). Of the 54 participants with STOP-BANG scores, 31% (17/54) fell

into the low risk group, 33% (18/54) into themoderate risk group, and 35% (19/54)

into the high risk group. Those with low OSA risk did not have significantly

different mean mMRC scores (2.9 [0.8] vs 3.2 [1.0]) or CCI scores (4 [1.8] vs 5

[2.8]) versus those with moderate to high OSA risk. However, the latter patients

were readmitted four timesmore frequently than patientswith lowOSA risk scores,

(8/32 [25%] vs. 1/16 [6.2%]), though this was not statistically significant (p=0.2).

CONCLUSIONS: Preliminary results indicate that the prevalence of OSA

risk is high among hospitalized patients with COPD, and that there is a signal

that patients with moderate and high risk OSA scores may have higher COPD

readmission rates. Currently our study is underpowered to detect a significant

relationship, however, if this association persists as enrollment accrues, our

findings may indicate that care providers should assess OSA risk as a predictor

for COPD readmission.

A QUALITATIVE EXPLORATION OF BURNOUTAND WELLNESS

IN INTERNAL MEDICINE RESIDENTS Anne Duckles; Oana Tomescu;

Heather Klusaritz. University of Pennsylvania, Philadelphia, PA. (Control ID

#2945295)

BACKGROUND: Burnout is a syndrome of emotional exhaustion, deper-

sonalization, and decreased sense of personal accomplishment. Physicians

experience burnout at higher rates than the general population, with studies

showing that up to 75% of physicians experience burnout during their training.

Several interventions have been shown to successfully reduce physician burn-

out, such as mindfulness-based stress reduction. However, these interventions

require significant time and are not practical for resident physicians. The aim of

this study was to explore resident physicians' experiences of burnout and

wellness with hopes of informing better wellness interventions.

METHODS: Semi-structured interviews were conducted with 18 Internal

Medicine interns at a large US academic medical center. Interviews were

recorded, transcribed, and de-identified, before being coded by members of

the research team. Thematic analysis by the research team allowed us to better

understand barriers to and facilitators of resident wellness.

RESULTS: Thematic analysis suggested that various factors are at tension and can

contribute to both burnout and wellness. For example, residency program culture

can facilitate wellness when residents provide support for one another, but can

contribute to burnout when residents experience a lack of autonomy. Four main

areaswere discovered to exhibit this dichotomous tension: interactionswith patients,

personal characteristics, a resident wellness intervention, and program culture.

System factors were found to only contribute to burnout in this study, though it is

possible that they can facilitate wellness and that this was not thoroughly explored.

CONCLUSIONS: These findings suggest that there are multiple areas that

exhibit a dichotomous tension between contributing to burnout and also to

wellness. Perhaps most importantly, even wellness interventions themselves

can contribute to burnout by adding extra pressure to already overwhelmed

residents. Successful interventions are those that focus on shifting the balance

in each of these areas - program culture, personal characteristics, patient

interactions, and system factors - towards wellness, instead of focusing solely

on the resident.
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A QUALITATIVE REVIEW OF MAJOR STRATEGIES UTILIZED

BY LARGE ACADEMIC ACOS PARTICIPATING IN THE MSSP

Armond Esmaili; Timothy Judson; Jocelyn Ko; Karen Anstey; Carine Davila;

Lily Kornbluth; Juliana Macri; Lev Malevanchik; Kathleen Min; Jessica

Ristau; Joshua R. Shak; Sharmin Shekarchian; Lulu Tsao; Edgar Pierluissi;

Kevin Grumbach; Christine Ritchie; Ami Parekh. University of California, San

Francisco, San Francisco, CA. (Control ID #2946292)

BACKGROUND: Health systems are increasingly engaging in value-based

contracts with public and private insurers and are focusing on reducing costs

while maintaining high-quality care. Systems are searching for the programs,

partnerships, and organization structures that are most compatible with im-

proving value. The Medicare Shared Savings Program (MSSP) is a CMS-

sponsored alternative payment that encourages physicians, hospitals, and other

providers to provide coordinated and high-value care for Medicare beneficia-

ries. The MSSP has existed since 2012, but the specific care programs and

infrastructure deployed by MSSP participants are not well-studied nor well-

reported. We aimed to understand the key initiatives utilized by leaders at large

academic ACOs participating in the MSSP.

METHODS: Structured interviews of health system leaders were performed

and focused on the following domains: 1) Care programs and partnerships; 2)

Organizational factors; and 3) Analytic tools (for population management and

performance tracking). After reviewing all publicly-reported MSSP financial

and performance results, we interviewed ACO leaders from ten large,

academically-affiliated health systems.

RESULTS: Interviews of ten health systems revealed the following key

themes by domain: 1) Care programs with greatest impact had strong SNF

partnerships (including active monitoring of patients in the post-acute care

setting), care management programs in the primary care setting, and intensified

system-based efforts at managing major chronic diseases; 2) Organizational

factors that boosted MSSP performance included direct shared savings pro-

grams with physicians and strong alignment of ACO priorities with physician

priorities; and 3) All MSSP relied heavily on robust analytic teams to identify

high-utilizing patients and to track care quality and financial performance.

CONCLUSIONS: Health systems are deploying a variety of interventions to

meet the demands of shared savings programs. With over five years of

experience, health systems are beginning to establish strategic domains that

guide their population-health efforts. The MSSP provides a unique glimpse

into emerging strategies large health organizations are utilizing. Health leaders

participating in the MSSP have highlighted post-acute care and care manage-

ment programs, strong alignment of ACO and individual physician priorities,

and robust analytics tools as key methods to coordinate high-value care and

maximize shared savings. Future research must seek to quantitatively assess

the impact of these key MSSP strategies on quality and financial performance.

A QUALITATIVE STUDY OF FACTORS INFLUENCING UNDER-

REPRESENTED MEDICAL STUDENTS' DECISION MAKING

ABOUT RESIDENCY TRAINING PROGRAMS Brandan Dotson; Ed-

ward S. Cruz; Tomas Diaz; Katherine Lupton. University of California, San

Francisco, San Francisco, CA. (Control ID #2944028)

BACKGROUND:Aphysician workforce that represents the US population is

key to addressing and eliminating inequities in health and healthcare. Despite

robust efforts to recruit racial and ethnic minorities into medical school, the

physician workforce does not reflect the US population. Many academic

residency programs, particularly those serving ethnically diverse andmedically

underserved populations, strive to recruit trainees from racial and ethnic groups

traditionally underrepresented in medicine (UIM). Approximately 30% of

UCSF medical students are UIM, yet in the transition to residency training

we retain our UIM students at far lower rates than our non-UIM students. We

want to better understand the factors that positively and negatively influence

UIM residency applicants in order to better retain, recruit and support UIM

trainees at all levels.

METHODS: We conducted a focus group of 12 graduating UCSF UIM

medical students. Students discussed a series of open-and closed-ended

prompts about their residency application and interview experiences and the

factors that were most influential in their decision-making about where to train

for residency. Using a grounded theory framework, 3 members of the research

team analyzed the focus group transcripts and derived relevant themes. A

fourth research team member reconciled discrepancies.

RESULTS: We identified three main thematic categories that students found

most influential: mentoring & advising - both at the undergraduate and grad-

uate levels; patient diversity & equity; program commitment to and promotion

of diversity; and geographic considerations such as cost of living, population

and patient diversity, and local climate for people of color.

CONCLUSIONS:Understanding the factors that are most influential in UIM

applicants' decisionmaking about where to train for residency allows residency

programs to highlight program elements that align with UIM students' prior-

ities. Motivated programs can develop targeted programs and services to better

meet UIM trainees' needs and support UIM trainees' success.

AQUALITATIVE STUDYOF PCPOVERWHELM IN THECAREOF

COMPLEX PATIENTS WITH MENTAL ILLNESS Cori A. Depue1, 2;

Samantha Pelican Monson3; Danielle M. Kline1; Rossana C. Blanco Prado1;

Dhi G. Good1; Danielle F. Loeb1. 1University of Colorado Denver, Aurora,

CO; 2Denver Health, Denver, CO; 3Denver Health Medical Center, Denver,

CO. (Control ID #2944876)

BACKGROUND: Mental illness is pervasive in the US and commonly

treated in primary care. It complicates chronic medical illness leading to higher

morbidity and mortality. The purpose of this study was to understand Primary

Care Providers' (PCPs') experiences with complex patients.

METHODS: This qualitative study was conducted as a part of a practice

facilitation pilot intervention designed to optimize adoption of integrated

behavioral health in primary care for complex patients with mental illness

(those with a chronic medical illness and a mood or anxiety disorder). It was

conducted at 2 primary care clinics associatedwith a large safety-net hospital in

the southwest in 2017. A psychologist filled the role of the practice facilitator

(PF), who shadowed the PCPs in their visits with complex patients. The data

was from debrief sessions between 10 PCPs and the PF after the shadowing

sessions. The debriefs were recorded and transcribed. They were analyzed

using an inductive, participatory, team-based approach. All transcripts were

double coded.

RESULTS: PCPs frequently expressed a feeling of overwhelm in the care of

complex patients. This overwhelm negatively impacted their relationships with

patients, team-members, and the healthcare system. These relationships also

impacted, sometimes alleviating orworsening, PCP overwhelm.We developed

a conceptual model of moderating factors in this reciprocal process. (Figure). A
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participant describes integrated behavioral health counselors (BHC) alleviating

overwhelm: "And so that's why I mean thank God for [BHCs] because

otherwise you'll just keep circling the drain."

CONCLUSIONS: This model identifies factors that contribute to PCP over-

whelm and the reciprocal effect on PCP relationships. If confirmed with PCPs

in diverse settings, this generative analysis could inform interventions aimed at

reducing PCP overwhelm when caring for these patients—leading to improve-

ments in both PCP burnout and patient care.

Figure. A Model of PCP Overwhelm in the Management of Complex Patients

A QUALITATIVE STUDY OF THE PERCEPTIONS IN OLDER

ADULTS WITH END STAGE KIDNEY DISEASE: PRELIMINARY

RESULTS Meagan Briley2; Natalie May1; Emaad M. Abdel-Rahman3;

Justine E. Owens2; Seki A. Balogun1. 1University of Virginia Health System,

Charlottesville, VA; 2University of Virginia, Charlottesville, VA; 3UVA, Char-

lottesville, VA. (Control ID #2927427)

BACKGROUND: The prevalence of end stage kidney disease (ESKD) has

steadily increased since 1980 with over 700,000 prevalent cases in 2015, an

increase of 80% since 2000, with hemodialysis (HD) being the main modality

for renal replacement therapy (RRT). According to the recent United States

Renal Data System report, approximately forty percent of all patients with

ESKD requiring RRT are 65 years and older. A recent 2017 systematic review

of studies on older adults with ESKD requiring RRT revealed that there is very

limited data on the perceptions of this subgroup of patients with highly variable

opinions ranging from high expectations that HD would help them feel better

and maintain their independence to feeling that it was the only way to stay

alive. Considering the limited data available, the objective of this study is to

explore the perceptions of older patients with ESKD on chronic HD treatment

as well as social and clinical factors that influence those perceptions.

METHODS: Preliminary, open-ended interviews were conducted with 15

ESKD participants who receive chronic HD treatment. Participants were

eligible for inclusion if at least sixty-five years of age, had received HD

treatment for at least three months, and were able to consent to and participate

in the interview process. To ensure uniformity of questions asked by each

interviewer, an interview guide was utilized. Interviews were conducted during

the participants' dialysis treatments and recorded so that they could then be

transcribed verbatim. The participants' responses were then analyzed using

domain analysis.

RESULTS: From the participants' responses, six main domains were identi-

fied: decision to initiate hemodialysis, preconceptions and expectations of

hemodialysis, coping mechanisms of patients, drawbacks of hemodialysis,

the impact of hemodialysis on activities of daily living, and the impact of

hemodialysis on quality of life. Regarding the decision to initiate hemodialysis,

all participants indicated that they were influenced by family or friends and

thirteen (86%) indicated that they would make the same decision again. Six of

fifteen patients (40%) spoke about the importance of faith in coping with

kidney disease and dialysis treatment. While eight of fifteen (53%) participants

saw hemodialysis treatment as excessively time consuming or a limitation to

independence, majority (53%) still thought that hemodialysis had a positive

impact on their quality of life.

CONCLUSIONS: The findings from this preliminary pilot study suggest that

older adults with ESKD on HD have an overall favorable perception of the

treatment modality with majority indicating that they would make the same

decision again and believing that HD had a positive impact on their quality of

life. Further studies are needed to examine these factors in a more representa-

tive patient sample.

A RANDOMIZED TRIAL TO TRAIN VULNERABLE PRIMARY

CARE PATIENTS TO USE AN ONLINE PATIENT PORTAL

WEBSITE Courtney Lyles1, 4; Lina Tieu2; Urmimala Sarkar1, 4; Stephen

Kiyoi3; Shobha Sadasivaiah5; Mekhala Hoskote1, 4; Neda Ratanawongsa1, 4;

Dean Schillinger1, 4. 1University of California, San Francisco, San Francisco,

CA; 2University of California, Los Angeles, Los Angeles, CA; 3UCSF, San

Francisco, CA; 4University of California San Francisco/Zuckerberg San

Francisco General, San Francisco, CA; 5Zuckerberg San Francisco General

Hospital, University of California, San Francisco, San Francisco, CA. (Control

ID #2934429)

BACKGROUND: Patient portals are becoming ubiquitous. Previous research

has documented substantial usability barriers, especially among vulnerable

patient subgroups such as those with limited health literacy (LHL). We studied

the effectiveness of delivering online, video-based portal training in a safety net

setting.

METHODS: We created an online video curriculum outlining how to access

features of the San Francisco Health Network portal, and then randomized 93

participants with 1+ chronic illnesses to receive: 1) an in-person tutorial with a

research assistant or 2) link to view the videos on their own. A third usual care

comparison group consisted of all patients seen over the same time period.

Patients were eligible if they spoke English (as portal is only available in 1

language) and had an email address (as sign-up requires email). The primary

outcome was portal log-in (yes/no) 3-6 months post-training, assessed via the

EHR. Secondary outcomes were self-reported attitudes and skills collected via

baseline and follow-up surveys.

RESULTS: Participants' mean age was 54 years, 51% had LHL, 60% were

non-white, 52%were female, and 45% reported fair/poor health. 76% reported

using the Internet daily at baseline. At follow-up, 18 participants (21%) logged

into the portal post-training; this did not differ by arm (p=0.41), but was higher

than the overall clinic rate of 9% (p<0.01). Among all participants, we found
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significant improvements in self-rated skills to access the website (p=0.03) and

eHealth literacy (p<0.01). Differences in post-training portal use by key patient

characteristics are shown in the Figure.

CONCLUSIONS: Both modalities of online training were comparable, and

resulted in substantially higher portal usage compared to usual care. Neither

mode enabled a majority of vulnerable patients to use portals, especially for

those with LHL. This suggests that portal training will need to be more

intensive or that portals need improved usability to meaningfully increase

use among diverse patients.

Differences in portal use post-training by key patient characteristics.

A RED PILL, TALL PILL, BLUE PILL, SMALL PILL: STANDARD-

IZING MEDICATION RECONCILIATION IN A RESIDENT PRIMA-

RY CARE PRACTICE Daniel Abraham1, 2; Shabaz Ahmed1, 2; Christian

Abrahim1, 2; Rajshi Akruwala1, 2; Asana Anderson1, 2; Yakira David1, 2;

Gayatri Lessey1, 2; Akeem R. Lewis1, 2; Addie Martin1, 2; Terry Marryshow1,

2; Venu Pasricha1, 2; Dale Railwah1, 2; Nikita Barai1, 2; Andrew A. Chang1, 2;

Moses Lee1, 2; Melissa S. Lee1, 2. 1NYC Health + Hospitals/Kings County,

Brooklyn, NY; 2SUNY Downstate, Brooklyn, NY. (Control ID #2946197)

BACKGROUND:Medication Reconciliation (MR) is the process of creating

an accurate list of drug names, dosages and frequencies. This is important for

communication in every level of patient care and influences adherence. As

stated by the Joint Commission, this aims to avoid medication errors which

include omissions, duplications, dosing errors, and drug interactions. Lack of

standardized MR documentation at Kings County (KCH) has led to discrep-

ancies in the medical record which affects transitions of care. As per the

Institute of Medicine's Preventing Medication Errors report, the average hos-

pitalized patient is subject to at least one medication error per day. Our goal is

to standardize documentation of MR in order to improve communication

amongst providers and patients.

METHODS: A cross-sectional study was conducted on 73 patients over 3

months in a Resident Primary Care Clinic at KCH. The Home Medication

Editor tab was determined to be the universal standard for medication docu-

mentation. The home medication list was assessed pre- and post-intervention

for accuracy. Eligible patients had at least 1 prior primary care visit and were on

at least 1 medication. Providers were then educated to document medications

in the Home Medication Tab. An automated home medication list is printed

and given to the patient on discharge. Home med lists were reviewed for

accuracy 3 months later, at which time patients were also surveyed to see if

the medication list they received was accurate and useful.

RESULTS: 42% of pre-intervention MR lists were accurate, compared to

75.9% of post-intervention lists. The post-intervention patient survey showed

that 100% of patients received a list, 71% kept the list and 66% showed it to

other providers.

CONCLUSIONS: At KCH Continuity Clinic, an intervention was made to

standardize a MR in order to improve transition of care. Adherence to the

standard was increased by educating providers. Patients benefited by being

able to share lists with other caregivers, while empowering them to manage

their chronic diseases. Potential limitations of this study include small sample

size and lack of a pre-study patient survey.

A RETROSPECTIVE ANALYSIS OF DIAGNOSTIC PERFOR-

MANCE ON WOMEN'S HEALTH TOPICS Christiana M. Zhang1;

Souvik Chatterjee3; Junfeng Sun4; Kaeli Yuen2, 5; Scott Wright1. 1Johns

Hopkins Bayview Medical Center, Baltimore, MD; 2HumanDx, Washington,

DC; 3Johns Hopkins Hospital, Baltimore, MD; 4NIH, Bethesda, MD; 5Keck

School of Medicine of the University of Southern California, Los Angeles,

CA. (Control ID #2940987)

BACKGROUND: Medical education and the training of physicians devote

insufficient time to women's health (WH) topics; this low prioritization trans-

lates into limited knowledge and confidence in this content area, particularly

among internists. In response, many are encouraging increased WH training to

enhance learners' skills and comfort. In this study, we assessed how learners

performed onWHcases, as compared to other clinical scenarios, on the Human

Diagnosis Project's online platform that measures diagnostic performance. Our

hypothesis was that the diagnostic scores of learners would be lower on WH

cases as compared to other randomly selected clinical cases.

METHODS: This study retrospectively analyzed trainee and physician per-

formance using Human Dx's validated scoring rubric that measures diagnostic

performance when working through clinical scenarios. Cases were selected

from Human Dx's most highly rated and peer-reviewed Global Morning

Report (GMR) cases. Performance on cases with a WH diagnosis (based on

the list of consensusWH topics as published by Farkas et al.) were compared to

control clinical scenarios that were matched for age, patient gender, and

specialty tag but did not focus on a WH topic. Scoring of each case on Human

Dx assesses both accuracy (calculated based on whether and where the correct

diagnosis was situated on the final list of diagnoses) and efficiency (calculated

based on the number of findings revealed before arriving at the correct

diagnosis). Data was analyzed for subjects who subscribe to Human Dx that

have not specialized and who care for a diverse patient population: all medical

students; interns, residents, and practicing physicians from internal medicine,

family medicine, and emergency medicine. Linear mixed models were used to

compare learners of different levels. P-values were calculated using the

Turkey-Kramer method.

RESULTS: Additional cases and data are being extracted currently. To date,

scores from three GMRWH cases have been compared to nine GMR control

cases. A total of 558 individuals solved these cases; 56% residents, 25%

interns, 11% attendings, and 7% medical students. Although not statistically

significant, a trend was noted wherein users performed worse on theWH cases

compared to the control cases. With regards to accuracy, learners scored 6%

lower on the women's health cases compared to controls (73% vs. 79%, p-

value 0.47). Learners were also 2% less efficient on the women's health cases

compared to controls (65% vs. 67%, p value 0.69).
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CONCLUSIONS:Aswe had expected, a trend was seen showing that Human

Dx users were found to have lower diagnostic performance scores on WH

cases as compared to other clinical scenarios. With more cases studied and a

larger n, we expect these findings to reach statistical significance. Our findings

reveal the impact of the deficits in women's health education. It is hoped that

such results will substantiate advocacy efforts pushing for more women's

health education at all levels of medical training.

A REVIEW OFMOBILE HEALTH STRATEGIES FOR HYPERTEN-

SION SELF-MANAGEMENT IN VULNERABLE AND OLDER UR-

BAN POPULATIONS Elaine C. Khoong1; Roy P. Cherian1, 3; Sneha

Thatipelli2; Jill Barr-Walker3; Natalie Rivadeneira1, 3; Valy Fontil1, 3; Courtney

Lyles1, 3; Urmimala Sarkar1, 3. 1University of California - San Francisco, San

Francisco, CA; 2Northwestern University, Chicago, IL; 3Zuckerberg San

Francisco General Hospital, San Francisco, CA. (Control ID #2938123)

BACKGROUND: Mobile health (mHealth) strategies show promise in dis-

ease management. Despite growing technology use in lower literacy, older, and

racial-ethnic minority patients, few have investigated mHealth use in these

groups. These groups often face barriers to in-person visits; thus mHealth may

be especially beneficial. The aim of this review was to identify if and how

mHealth has been used for hypertension self-management in vulnerable and

older urban populations.

METHODS:We conducted a systematic search using PubMed, Embase, Web

of Science, and Google Scholar between January 2005 and August 2017. We

included studies that assessed mHealth use for hypertension management in

vulnerable urban populations defined by age (mean age >65 years); education

(>60% high school education or less); and/or race-ethnicity (<50% non-

Hispanic White for US studies). We included studies that required active

engagement with mobile technology through an application, text messaging,

or a web-based platform and thus excluded interactive voice response or

remote monitoring-only studies. Two reviewers separately performed article

screening, determination of final article inclusion, and data extraction. For a

subset of studies, we plan to perform a pooled analysis of the primary outcome

of systolic blood pressure (SBP) change.

RESULTS: Of the original 5588 articles, ten were analyzed, two of which

were the same study. There was wide variation in study design and size.

(Table 1) Based on SBP change, text messaging (2/5) was least successful.

Each type of studied population experienced some SBP improvement (3/3

elderly, 2/3 less educated, 3/5 racial-ethnic minority). Some studies (2/5)

reported improved medication adherence.

CONCLUSIONS: Although promising, there are few studies of mHealth use

for hypertension management in vulnerable/older urban populations. Large

studies with standard interventions and outcomes are needed to determine if

wide-scale implementation of mHealth tools should be pursued.

A SECONDARY ANALYSIS OF HOSPITALIZED SMOKERS WHO

USE OPIOIDS: DEMOGRAPHICS, COMORBIDITIES, AND CESSA-

TION STRATEGIES Melinda Katz1; Alissa R. Link2; Scott Sherman2, 3;

Binhuan Wang2; Ellie Grossman4. 1Icahn School of Medicine at Mount Sinai,

New York, NY; 2NYU School of Medicine, New York, NY; 3VA New York

Harbor Healthcare System, New York, NY; 4Cambridge Health Alliance,

Somerville, MA. (Control ID #2944454)

BACKGROUND: Cigarette smoking is the leading cause of preventable

morbidity and mortality in the United States, accounting for over 480,000

premature deaths annually. The prevalence of tobacco use is greater among

individuals who use opioids, and long-term studies show tobacco smoking is a

significant predictor of morbidity and mortality in this population. Recent

interventions have demonstrated that concurrent treatment of tobacco and

substance use disorders is effective, and smoking cessation during substance

abuse treatment can improve odds of abstaining from both substances. Our

study examines demographics, comorbidities, and smoking cessation out-

comes in an urban population of smokers who use street and prescription

opioids in order to advance design of appropriate treatment for both disorders.

METHODS: This is a secondary analysis of a randomized comparative

effectiveness trial of 1,618 hospitalized smokers at two urban safety-net

hospitals in New York City between July 2011 and April 2014. Participants

were randomized to multi-session telephone counseling from study staff or

referral to the New York state quitline. Baseline demographic data included

gender, age, race, domicile, and education as obtained via self-report during

study enrollment. Medical and psychiatric comorbidities were determined

using data from the electronic medical record. Alcohol and substance use data

were collected using standardized instruments and Patient Health

Questionnaire-2 score was calculated for each subject.

RESULTS: In our study population, 203 (12.5%) tobacco users reported using

opioids within the last month, with 99 individuals using street opioids, 57 using

prescription opioids, and 47 using concurrent street and prescription opioids.

Individuals with active opioid use had a higher level of addiction as measured

by time to first cigarette after waking. There was no difference in electronic

cigarette use or history of quit attempt in the past year between users and non-

users. Opioid users had a 23.6% six-month abstinence rate, compared to 36.0%

in non-users (p=0.006). Opioid users randomized to multi-session telephone

counseling had a 28.6% six-month abstinence rate (vs 38.5% in non-users,

p=0.13), while those randomized to New York state quitline had an 18.3%

abstinence rate (vs 33.3% in non-users, p=0.02).

CONCLUSIONS: Individuals who use tobacco and opioids are at significant

risk of morbidity andmortality.While substance use treatment is challenging in

this population, there is growing evidence that both tobacco and opioid

cessation is a feasible goal. Importantly, our results suggest that 6-month

tobacco cessation is possible in over 20% of patients who concurrently use

opioids, and these individuals may have additional benefit frommore intensive

smoking cessation programs. Future studies are needed to provide further

understanding of this at-risk population in order to optimize addiction treat-

ment and overall wellbeing.

A STATE-LEVEL REPORT CARD ON THE IMPACT OF THE AF-

FORDABLE CARE ACT ON INSURANCE COVERAGE FOR RA-

CIAL AND ETHNIC MINORITIES AND LOW-INCOME AMERI-

CANS Kira Mengistu1; Lynn Anderson1; Erica C. Dwyer2; Megan LaPorte1;

Deborah Lee1; Gregory Lines1; Daniel Novinson1; Sonja Skljarevski1; Hugo

Torres1; Gaurab Basu2; Danny McCormick1. 1Cambridge Health Alliance,

Cambridge, MA; 2Cambridge Health Alliance, Somerville, MA. (Control ID

#2945729)

BACKGROUND: The Affordable Care Act (ACA) reduced the number of

uninsured non-elderly adults nationally by nearly 40%. Although the ACA is a

federal program, state governments had substantial discretion in implementing
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the reform. However, little is known about how coverage gains varied across

US states for racial and ethnic minorities and lower-income Americans, key

populations targeted by the reform.

METHODS:We analyzed data from the Behavioral Risk Factor Surveillance

System (BRFSS), representative statewide cross-sectional surveys from all US

states, in the pre-ACA period (2012 and 2013) and the post-ACA period (2015

and 2016). 2014 was a transition year and was thus excluded from our

analyses. The BRFSS allows calculation of national and state-level estimates

of uninsurance. The study sample consisted of black (non-Hispanic), Hispanic

and lower income (<$35,000/year) non-elderly adults (age 18-64). For these 3

cohorts, we estimated pre- to post- ACA changes in insurance coverage for

each US state (on the relative and absolute scales) using linear regression

models and ranked states according to their performance in improving cover-

age relative to their pre-ACA level. State participation in the ACA's Medicaid

expansion was also noted. We also tabulated the proportion of black, Hispanic

and lower income people that remain uninsured for each state post-ACA and

ranked states on this basis.

RESULTS: Under the ACA nationally the mean uninsurance rate declined by

37.5% (95% CI, 33.2 to 42.1) for black, 23.7% (20.8 to 26.6) for Hispanic and

33.6% (31.7 to 35.6) for lower-income Americans. However, improvements in

the uninsured rate varied substantially by state for each cohort. For black

people we found a decline in the uninsurance rate in 39 states and no statisti-

cally significant change in 12 states. The largest decline (relative) was in

Kentucky (72.2% [44.1 to 110.6]; absolute reduction, 39.2% [4.4 to 74.1]).

The worst performing state was North Dakota in which there was a non-

statistically significant increase in the uninsured rate (29.9% [-62.7 to 91.0];

absolute increase of 6.6% [-23.8 to 10.6]). The interquartile range (IQR) was

22.7%. Among Hispanic and lower-income Americans, similar patterns of

variation were observed. Of the 20 states with the worst performance in

increasing coverage the number that did not expandMedicaid was 11 for black

people, 15 for Hispanic people, 17 for lower-income people. Finally, the

proportion remaining uninsured 3 years after ACA implementation varied

widely across states: For black people the range was 7.3% (DC) to 25.3%

(Nebraska); for Hispanic people the range was 8.1% (Hawaii) to 61.8% (North

Carolina).

CONCLUSIONS: Performance on increasing insurance coverage rates for

black, Hispanic and lower-income Americans varied greatly among U.S.

states. Our findings raise concerns about recent proposed legislation that would

provide states with even greater discretion in implementing federal health

programs.

A STATEWIDE ASSESSMENT OF PHYSICIAN BURNOUT AND

HEALTH INFORMATION TECHNOLOGY-RELATED STRESS Re-

bekah Gardner1, 2; Emily Cooper2; Daniel Harris2, 3; Jacqueline Haskell2; Sara

Poplau4; Philip J. Kroth5; Mark Linzer4. 1Alpert Medical School of Brown

University, Providence, RI; 2Healthcentric Advisors, Providence, RI; 3Brown

University School of Public Health, Providence, RI; 4Hennepin County Med-

ical Center, Minneapolis, MN; 5University of New Mexico, Albuquerque,

NM. (Control ID #2938021)

BACKGROUND: Physician stress and burnout affect patient safety, quality

of care, and satisfaction, as well as physician productivity and turnover.

Despite this, physician burnout is not routinely measured, making it difficult

to identify the effects of new policies or interventions, in particular, those that

relate to health information technology (HIT). The objective of this study was

to measure HIT-related stress across a broad sample of physicians and to

identify HIT-related factors most associated with burnout.

METHODS: All 4,197 licensed and practicing physicians in Rhode Island

were electronically surveyed by the Rhode Island Department of Health in

May 2017. The survey measured physicians' use of HIT, including electronic

health records (EHRs), and the impact of HIT on physician practice. Our main

outcome of interest was self-reported burnout, using a validated single item

question from the Physician Worklife Study and the Mini z. The presence of

HIT-related stress was defined by a respondent reporting at least one of the

following: poor or marginal time for documentation, moderately high or

excessive amount of time spent on the EHR at home, and agreement that using

an EHR adds to the frustration of their day. Logistic regression was used to

assess the association between the individual components of the HIT-related

stress measure and burnout after adjusting for age, gender, practice size and

setting, presence of scribe, and remote EHR use.

RESULTS: Of the 1,792 physician respondents (43% response rate), 26%

reported one or more symptoms of burnout, and 77% experienced HIT-related

stress. Among those using EHRs (91%), two-thirds of physicians agreed EHRs

added to their daily frustration, more than half had poor/marginal time for

documentation, and 45% reported moderately high/excessive time on EHRs at

home. After adjustment for physician demographic characteristics and

practice-level characteristics, physicians reporting poor/marginal time for doc-

umentation had 2.6 (95% CI: 1.9-3.5; p<.0001) times the odds of burnout,

compared to those reporting sufficient time. Physicians reporting moderately

high/excessive amount of time on EHRs at home had 1.9 (95% CI: 1.2-2.9;

p=.0059) times the odds of burnout, compared to those with minimal/no EHR

use at home. Those who agreed that EHRs add to their daily frustration had 1.9

(95% CI: 1.4-2.6; p=.0001) times the odds of burnout, compared to those who

disagreed. Younger age and female gender were associated with higher odds of

burnout.

CONCLUSIONS:These results demonstrate a high prevalence of HIT-related

stress among physicians in a statewide sample. We found a strong association

between HIT-related stress and burnout, particularly among those who reported

insufficient time for documentation. Measuring burnout, as well as stress

related to specific aspects of HIT use, may help organizations develop inter-

ventions to improve workforce well-being and assess the impact of HIT-related

policies.

A SYSTEM-WIDE QUALITY IMPROVEMENT PROJECT RE-

DUCED HYPERTENSION THROUGH MEDICATION INTENSIFI-

CATION, NOT JUST FOLLOW-UP VISITS Elizabeth Pfoh; Michael B.

Rothberg. Cleveland Clinic, Cleveland, OH. (Control ID #2944045)

BACKGROUND: Fifty-percent of adults with high blood pressure (BP) do

not have it controlled. The Centers forMedicare andMedicaid Services defines

BP control based on the last measurement in the reporting period. Repeating

abnormal BPs may give the impression of improving control. We studied the

impact of a system wide quality improvement program, 16Kin16, to under-

stand what proportion of improvement was due to medication intensification

vs. repeat measurement.

METHODS: This retrospective cohort study evaluated the impact of the a

quality improvement program on the proportion of adults whose last BP in the

calendar year was ≥140 systolic or ≥90 diastolic. Starting in 2016, 16Kin16's
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goal was to identify patients with hypertension and provide follow-up visits

within 30 days andmedication intensification. For the evaluation, we identified

adult patients with a primary care visit between January 2015 and December

2016 at Cleveland Clinic. We excluded patients who were pregnant, had end-

stage renal disease, or had < two visits. Using EHR data, we collected

demographic (age, sex, race) and health data (BP, antihypertensive prescrip-

tions) at every visit. Medication intensification was defined as an increased

dosage or additional medication. A mixed-effect multilevel logistic regression

model was run to identify the predicted probability (PP) of being classified as

non-hypertensive at the last reading of the year. Year (2015 vs. 2016), follow-

up visits within 30 days and receiving medication intensification were included

as predictor variables. Data was clustered by patient and physician. Results are

reported as average marginal effects. Stata 14.0 was used to run the analysis.

Cleveland Clinic IRB approved this research.

RESULTS: Our cohort included 408,275 adults with a mean of 8 distinct BP

readings. Mean age, percent male, and percent white were similar across years (57

vs. 57 yrs; 41% vs 42% male; 80 vs. 79% white, for 2015 vs. 2016 respectfully).

More patients were classified as hypertensive by their last BP in 2015 vs. 2016

(19%, n=62,246 vs 16%, n=50,661); the adjusted PP of being hypertensive was

3% lower in 2016 versus 2015 (95%CI:-3- -2%). Receiving medication intensifi-

cation, versus not being on a medication, increased the PP of being classified as

hypertensive at the end of the year; however this probability was lower in 2016 vs.

(11%, CI:11-12% vs. 15%, CI:15-15%)). Having a follow-up BP within 30 days

decreased the PP of being classified as hypertensive in both years, with the greater

decrease in 2015 than in 2016 (-8%,CI: -8 - -8%vs. -5%,CI: -5- -5%, respectively)

CONCLUSIONS: The program, 16K16, reduced the adjusted predicted

probability of a patients' last BP reading in the year classified as hypertensive

by 3%. The reduction in BP achieved by the quality improvement programwas

through medication intensification, not simply repeat BP visits. Health system

quality improvement programs to meet quality measures can reduce

population-wide hypertension

A TARGETED INTERVENTION TO IMPROVE AMBULATORY

CARE PRACTICE AT THE BEGINNING OF RESIDENCY Mahesh

A. Chandrasekhar. Medstar Washington Hospital Center, Washington, DC.

(Control ID #2927478)

BACKGROUND: Though the literature continues to grow in the field of

ambulatory medical practice, there is a paucity of information on the training

residents get at the start of residency in starting clinical practice and its effect on

their comfort in becoming outpatient providers.To improve targeted didactics

to junior residents starting ambulatory practice and to compare resident confi-

dence in their ability to practice, we developed and implemented a didactic

curricul that we thought would lead to increased resident confidence in begin-

ning outpatient practice.

METHODS: Eighteen incoming categorical internal medicine residents who

were to start practice at an academic continuity clinic were survey prior to

starting residency. Residents received a Likert 5-point scale questions asking

about confidence in taking new patients, understanding the electronic medical

record, how to prepare for patient encounters prior to clinic, understanding of

all available resources, and confidence in resident ability to follow up on

laboratory tests and results. After receiving four dedicated half hour didactic

sessions targeting these areas of clinical practice, residents were re-surveyed in

regard to their confidence in these areas.

RESULTS: Fourteen residents responded to the initial survey with ten resi-

dents responding to the final survey. Prior to starting practice, 23% of partic-

ipants disagreed or strongly disagreed with the statement "I feel confident in

my ability to pick up new patients in an ambulatory practice;" this number fell

to 0% after targeted didactics. Confidence with the electronic medical record

improved from 23% to 80%. The response to "I understand how to adequately

pre-round for my ambulatory clinic patients," fell from 65% disagreement

down to 10%. Unawareness of clinical resources fell from 54% to 20%.

Concern with following up laboratory & imaging tests fell from 15% to 10%.

CONCLUSIONS: A targeted on-boarding didactic curriculum implemented

to improve residents starting ambulatory practice improved resident confi-

dence in starting outpatient care. Further study with a larger number of

residents to elucidate improvements on ambulatory education.

ACCOUNTABLE CARE ORGANIZATIONS AND THE 1% Adam A.

Markovitz1, 3; Samyukta Mullangi3; JohnM. Hollingsworth2; Usha Nuliyalu3;

Andrew Ryan1. 1University of Michigan School of Public Health, Ann Arbor,

MI; 2University of Michigan, Ann Arbor, MI; 3University of Michigan Med-

ical School, Ann Arbor, MI. (Control ID #2942556)

BACKGROUND:Medicare Shared Savings Program (MSSP) accountable care

organizations (ACOs) are intended to improve efficiency and reduce regional

spending variation.While prior studies suggestMSSPACOs have achievedmodest

spending reductions, it is unknown whether the MSSP has reduced spending

among those highest-cost patients who drive regional variations in spending.

METHODS: We analyzed national data from 100% claims for Traditional

Medicare beneficiaries in 2010 (n=29,987,387) and 2014 (n=30,848,623). We

calculated total annualMedicare spending per beneficiary at the 50th, 90th, and

99th percentile of spending for each market, as defined by the 306 hospital

referral regions (HRRs). To summarize overall within-market spending varia-

tion, we calculated each market's Gini coefficient, ranging from 0 (no inequal-

ity in spending) to 1 (total inequality in spending). We calculated MSSP

penetration as the proportion of beneficiaries in each HRR attributed to an

MSSP ACO. We performed first-differences analyses to test whether within-

market changes in MSSP penetration were associated with changes in each

outcome (spending at the 50th, 90th, and 99th percentiles and the Gini

coefficient) while controlling for market-level changes in beneficiary age,

comorbidity, sex, race/ethnicity, and Medicaid dual-eligibility.

RESULTS: Between 2010 and 2014, spending increased among beneficiaries at

the 50th and 90th spending percentiles but fell among those at the 99th percentile.

Within-market spending variation decreased from an average Gini coefficient of

0.752 to 0.732 (Table 1; all P<0.001). Between 2010 and 2014, average MSSP

market-level penetration increased from 0% to 17.5%. For each percentage-point

increase in the share of MSSP beneficiaries, spending per beneficiary fell by $133

(P=.004), -$1,192 (P=.010), and -$-4,602 (P=.001) among beneficiaries at the 50th,

90th, and 99th percentile, respectively. However, MSSP penetration was not associ-

ated with reduced within-market spending variation: the MSSP was associated with

similar relative spending changes across the 50th, 90th, and 99th percentiles (-5.5%,

-4.6%, and -4.9%, respectively) and was not associated with changes in within-

market spending variation (absolute change in Gini coefficient, 0.002; P=.304).

CONCLUSIONS: The MSSP was consistently associated with spending de-

creases but did not lead to greater relative reductions among high-spending bene-

ficiaries nor did it decrease within-market spending variation. We conclude that the

MSSP has not decreased spending variation either within or across markets.
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ACCURACY OF LUNG ULTRASOUND VERSUS CHEST X-RAY IN

THE DIAGNOSIS OF PULMONARY EDEMA: A DIAGNOSTIC

TEST ACCURACY SYSTEMATIC REVIEW WITH META-

ANALYSIS Anna Maw; Ahmed Hassanin; Anthony P. Sertich; Gerard

Salame. University of colorado, Denver, CO. (Control ID #2934932)

BACKGROUND: Lung ultrasound (LUS) is emerging as a useful diagnostic

tool for several lung pathologies. Some studies have found its accuracy in

diagnosing pulmonary edema surpasses that of chest x-ray (CXR) but the

available evidence is conflicting. CXR currently receives a Class I recommen-

dation by the AHA in the evaluation of decompensated heart failure. Given the

many advantages of the LUS, including ease of acquisition, lack of ionizing

radiation and immediate availability of results, demonstrating comparable or

superior accuracy relative to CXR could have important implications for

standard of care. We undertook a systematic review to provide an overview

and analysis of the available evidence comparing the accuracy of LUS to CXR

in the diagnosis of pulmonary edema.

METHODS: This study was conducted in adherence with PRIMSA and

Cochrane guidelines for diagnostic accuracy systematic reviews. A comprehen-

sive literature search of MEDLINE, Embase, and Cochrane Library databases

was performed in November 2017. Inclusion criteria required a prospective

cohort of adult patients who underwent both LUS and CXR, the results of which

were compared to a gold standard diagnosis of heart failuremade by an expert on

retrospective chart review. Meta-analysis using a bivariate model approach in

STATAwas used. Forest Plots, evaluation of I2 and summary receiver operating

curves (SROC) were performed to assess for and explore heterogeneity.

RESULTS: Our comprehensive search yielded 1520 citations of which 6

(published between 2011 and 2017) were eligible for inclusion, representing

a total of 1772 adult patients who presented to the emergency department for

dyspnea. For LUS, estimates of sensitivity (sen) and specificity(spec) among

included studies ranged from 0.63-0.97 and 0.69-0.94 respectively. For CXR

estimates ranged from sen: 0.64-0.90 and spec: 0.61-0.98. Pooled estimates of

sen and spec for LUS were 0.90 (95%Cl:0.81-0.95) and 0.86 (95% Cl:0.79-

0.91) respectively. In contrast, pooled sen and spec for CXRwere 0.75 (95%Cl

0.68-0.81) and 0.92 (95%Cl: 0.81-0.97) respectively. All pooled estimates had

an I2>50% and therefore should be interpreted with caution. SROCs support

the possibility of different thresholds among studies.

CONCLUSIONS: Our preliminary findings suggest LUS has comparable

accuracy relative to CXR though there is significant heterogeneity between

study estimates. Sources of heterogeneity will be explored in our future

analysis. Given its many advantages over CXR, LUS demonstrates promise

as a tool to detect pulmonary edema. More research is needed to further

characterize its role in the diagnosis and management of decompensated heart

failure. Prospero ID #: CRD42017067355

ACCURACY OF MEDICATION RECONCILIATION: DOES PHYSI-

CIANEXPERIENCEPLAYAROLE?Kathleen Estrada; David R. Henkin;

Tania M. Kohal. Henry Ford Hospital, Detroit, MI. (Control ID #2945452)

BACKGROUND: Lack of fidelity in medication reconciliation is a known

issue in healthcare systems. Previous studies suggest medication reconciliation

error rates as high as 41%.1 It is important to recognize and establish the

prevalence of errors related to medication reconciliation to prevent morbidity

and mortality. Vargas et al found that physician experience was a risk factor for

medication reconciliation errors. This study found that the resident service had

more medication reconciliation errors than senior physicians.2 This is corrob-

orated in a systematic review from 2017, which also identified experience of

the admitting physician as a risk factor for error.3 We hypothesized that in a

877-bed tertiary care teaching facility there is a high prevalence of error in

medication reconciliation, and we expected the teaching service to have a

higher rate of errors compared to fully trained physicians. 1 Mazhar F., Akram

S., Al-Osaimi Y.A., Haider N.Medication reconciliation errors in a tertiary care

hospital in Saudi Arabia: admission discrepancies and risk factors. Pharmacy

Practice 2017 Jan-Mar: 15(1):86 2 Rodríguez vargas B, Delgado silveira E,

Iglesias peinado I, Bermejo vicedo T. Prevalence and risk factors for medica-

tion reconciliation errors during hospital admission in elderly patients. Int J

Clin Pharm. 2016;38(5):1164-71. 3 Hias J, Van der linden L, Spriet I, et al.

Predictors for unintentional medication reconciliation discrepancies in pread-

mission medication: a systematic review. Eur J Clin Pharmacol.

2017;73(11):1355-1377.

METHODS: Medication reconciliation was assessed on both a resident and

senior hospitalist run in-patient service. 100 patients from each service were

included. Data was collected by individual patient interviews. This consisted of

verbally consenting patients for enrollment in the study followed by a

medication-oriented interview. Patients were asked if they knew which med-

ications they were taking, as well as dosages and frequency. If patients were

uncertain of their medications, their caregivers, family, and pharmacies were

contacted to verify their medications, which was also documented. Data was

collected on number of omissions, commissions, and dose changes in each

medication list. A two sample t-test was used to evaluate the errors in recon-

ciliation including omission, commission, and dosages between the hospitalist

and resident run services.

RESULTS:Overall 71.5% of patients in both groups had errors in medication

reconciliation. When comparing the hospitalist and teaching service, there was

no statistical significance in medication omissions (p = 0.85), commissions (p

= 0.40) and doses (p = 0.14).

CONCLUSIONS: In our study, we did find significant rates of error, however,

we did not find a difference in the frequency of errors between a resident

teaching service and hospitalist service at a 877 bed tertiary care center. This

suggests that there are system-wide factors that contribute to poor medication

reconciliation and further investigation is warranted.

ACHIEVING QUALITY BENCHMARKS:WHY IS HYPERTENSION

CONTROL SO HARD? Lauren Drake; Hillary Chrastil; Mary Kozloski;

Carmen L. Lewis. University of Colorado, Aurora, CO. (Control ID

#2944693)

BACKGROUND: The American Heart Association (AHA) and value-based

performance metrics challenged primary care practices to achieve blood pres-

sure (BP) control in at least 70% of patients with hypertension (HTN).

Nationally, only half of people with HTN have their BP controlled (CDC,

2016). We implemented an 18 month quality improvement project aimed at

achieving 70% HTN control. Our practice started at 60.2% control and ended

at 75.3%, an absolute difference of 15.1%. At the end of the project, we

conducted a chart review of those still uncontrolled to understand why patients

had not achieved control.

METHODS: This study was implemented at an academic General Internal

Medicine practice in Denver, CO. We conducted a chart review of all 173
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patients empaneled to faculty primary care providers (PCPs) with BP still

above goal. This healthcare system defined goal as ≤ 140/90 based on the

patient's last BP reading taken in any department in the system. We used a 15-

item checklist to review each chart and assess potential gaps. Checklist items

represented three domains: (1) reach of HTN interventions (e.g., did staff

attempt outreach), (2) process evaluation (e.g., was the patient lost to follow

up), and (3) clinical assessment (e.g., did the PCP intervene at the last clinic

visit). Patients were then categorized as actionable or not actionable. Action-

able meant there was an additional action the provider could have taken to help

the patient get their BP under control.

RESULTS: Results showed only 29 (17%) of the 173 uncontrolled patients

were actionable, while 144 (83%) were not actionable. Although our initial

intent had been to identify interventions for patients who remained uncon-

trolled, when we learned the majority of patients were not actionable, we took a

deep dive to understand that group. The primary reason (33%) patients were

considered not actionable was because their last BP, which resulted in them

being "uncontrolled," was taken in a department other than primary care while

their primary care measurements were all below goal. Other reasons the patient

was not actionable included: patient did not follow-up as recommended (24%),

Provider was actively treating the patient (19%), patient was controlled after

the PCP's most recent intervention (10%), non-adherence (9%), other medical

issues took priority (3%), patient was no longer seen by this clinic (1%), and

patient refused intervention (1%). We also compared differences between

Providers and found that although panel sizes vary, the number of actionable

uncontrolled hypertensive patients is relatively consistent across Providers.

None of our 16 Providers had more than six actionable patients.

CONCLUSIONS: Achieving HTN control in primary care is challenging

because of (1) the influence of measures taken outside primary care depart-

ments and (2) patients do not always comply with recommended follow up.

National quality metrics should consider re-defining primary care HTN control

to include measures only taken in primary care.

ACTIONS TAKEN BY WOMEN IN RESPONSE TO INTIMATE

PARTNER VIOLENCE (IPV) AND IPV STATUS AT 1-YEAR

FOLLOW-UPMolly Parker1; JenniferMcCall-Hosenfeld1; Erik B. Lehman2.
1Penn State College ofMedicine, Hershey, PA; 2Pennsylvania State University,

Hershey, PA. (Control ID #2910675)

BACKGROUND: Intimate partner violence (IPV) results in significant adverse

physical and mental health sequelae for US women. Specific actions taken by

women in response to IPV may be of benefit or result in harms including

ongoing abuse or re-victimization. However, little is known about how women's

actions correlate with IPV exposure over time. In this study, we: 1) determine

whether specific actions are associated with IPV victimization at 1-year follow-

up; and 2) examine sociodemographic correlates of ongoing IPV.

METHODS: Pennsylvania women were recruited from a regional primary

care network and domestic violence shelters to participate in a longitudinal

survey examining IPVexposure over 1 year. Women with IPVat baseline were

identified using the HARK (humiliation-afraid-rape-kick) instrument. We

identified six primary actions taken in response to IPV: placating, resistance,

informal or formal help-seeking, safety planning, and substance use. Action

types were dichotomized into ‘high' and ‘low' use based on the sample median.

The association of action types and covariates (age, race/ethnicity, education,

income, rurality, relationship status, abuse type, and social support) with IPV

status at 1-year followup was determiend using bivariate and multivariable

analyses.

RESULTS: Ninety-five women completed the survey. Of note, 50 women

(52%) reported no IPVexposure at 1-year follow-up. Among these women, 24

(26%) were aged 18-34, 78 (85%) were non-Hispanic white, 24 (26%) had

high school education or less, 16 (18%) were at/near poverty, 61 (64%) were

married/partnered, and 45 (49%) had a social support score of >22 (the sample

median). Only placating, formal help-seeking and safety planning actions were

associated with IPV at 1-year follow-up. Individual multivariable models

(Table) examined association of these three action types with IPV status at-

year follow-up, controlling for demographics.

CONCLUSIONS: Over half (52%) of women with IPVexposure at baseline

reported no IPVexposure 1 year later, suggesting that IPVexposure can change

over time. Concordant with prior research, placating actions (e.g., trying to

avoid an argument), are unlikely to be helpful in reducing IPV. Despite prior

report that formal help-seeking and safety planning actions are helpful, our data

did not show that they were associated with reduced IPVexposure, and instead

showed the opposite.Women utilizing formal help-seeking and safety planning

actions may be signaling greater need for assistance. Clinicians should assess

ongoing IPV status, and continue to be a trusted resource for these patients.

High levels of social support are inversely associated with ongoing IPV

exposure, suggesting need for efforts to reduce isolation and improve social

networks among IPV survivors.

ADDRESSING POLYPHARMACY AMONG OLDER PATIENTS AT

AN HIV PRIMARY CARE CLINIC Janet Grochowski; Jessica Bloome;

Meredith Greene. UCSF, San Francisco, CA. (Control ID #2946113)

BACKGROUND: Over half of HIV positive Americans are age 50 or older,

and the aging of this population poses unique challenges in primary care. HIV

positive patients over age 50 are more likely to suffer from medical conditions

associatedwith aging than their HIV negative peers, and to experience geriatric

syndromes such as frailty at younger ages than their peers. Community studies

have also demonstrated a higher risk of polypharmacy, drug-drug-interactions,

and high risk medications in this population. This study analyzes an interven-

tion to reduce polypharmacy and increase medication safety through the

Golden Compass program for older HIV positive adults at the San Francisco

General Hospital Ward 86 clinic.

METHODS: This quality improvement intervention included an HIV phar-

macist and a geriatrician in reviewing older patients' medications and evaluat-

ing for polypharmacy. Patients over age 50 were referred for a visit based on

their primary provider's recommendation or self-referral. A patient visit with

the pharmacist evaluated for polypharmacy, medication interactions, and high

risk medications. The geriatrician made recommendations about medication

safety to the primary care provider based on geriatrics best practices. We then

used the EHR to capture all clinic patients over age 50 with 20 or more

medications on their medication list and compare with the group of older

patients referred for evaluation.

RESULTS: In the first year of the program, 37 patients over age 50 were

evaluated with pharmacist and geriatrician visits. The median number of

medications for this population was 14, including chronic and as-needed

medicines; eight patients were taking 20 or more medications. The median

number of medications meeting Beers criteria was 2.5 per patient. In compar-

ison, an EHR screen revealed that among a clinic population of over 2,600
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patients, 63 older patients had 20 or more medications on their medication list;

further chart review decreased this number by half.

CONCLUSIONS: Comprehensive medication review for older HIV positive

adults identified a high burden of polypharmacy in a safety net HIV primary care

clinic. Targeting patients with the highest medication burden for review and

communication with primary providers about safety is feasible. Future analysis

will explore the long term changes in prescribing with this intervention.

ADHERENCE TO FECAL OCCULT BLOOD TESTING BY DIRECT

MAILING IN A FEDERALLY QUALIFIED HEALTH CENTER IN

CONNECTICUT Mark Quilon1, 2; Daren Anderson2, 1; Tierney Giannotti2;

Mark Splaine2. 1Quinnipiac University Frank H. Netter MD School of Med-

icine, Hamden, CT; 2Community Health Center, Inc., Middletown, CT. (Con-

trol ID #2938557)

BACKGROUND: Disparities exist in colorectal cancer (CRC) screen-

ing rates among different groups. Non-white race, lower socioeconom-

ic status, and limited access to healthcare are associated with non-

adherence to screening. Fecal occult blood testing (FOBT) is an

evidence-based, inexpensive, and non-invasive option for CRC screen-

ing. However, annual adherence is key to effective FOBT screening.

The purpose of this project is to better understand the characteristics

associated with adherence to FOBT screening in a medically under-

served population of patients receiving FOBT kits by mail.

METHODS: Community Health Center, Inc. (CHC) is a large, multi-

site Federally Qualified Health Center in Connecticut. In 2015, CHC

conducted an agency-wide effort to improve CRC screening. Part of

that effort included a targeted mailing of FOBT kits to patients who

were due/overdue for screening. The mailing was sent to 7,289 pa-

tients cared for by 79 primary care providers across all clinical

practice locations in Connecticut. A descriptive cross-sectional design

was used to analyze CRC screening rates at the organization as a

whole and at 12 main clinical sites. Analysis of means was used to

compare the screening rates at the 12 clinical sites in 2014 and 2015.

FOBT mailing return rates were evaluated based on race, ethnicity,

language, gender, site, number of visits in 2015, age, insurance, and

provider type. Multivariate logistic regression was used to explore the

associations of these variables to FOBT adherence.

RESULTS: The CRC screening rate at CHC increased from 44% to

48% from 2014 to 2015. There was some variation in screening rates

between different sites. A total of 866 of 7,289 patients returned the

FOBT mailing (11.9%). Multiple logistic regression showed gender,

number of primary care visits in 2015, site, age, and insurance type

were significantly associated (p ≤ 0.05) with FOBT completion. Race,

ethnicity, language, and provider type were not found to be signifi-

cantly associated with FOBT completion. Females, older patients,

those with more clinic visits in 2015, and those with private insurance

were more likely to return the FOBT mailing.

CONCLUSIONS: Lower FOBT return rates were seen with males and

younger patients. Therefore, males and younger patients may need

additional, targeted approaches to promote CRC screening. Of note,

race and ethnicity were not significantly associated with FOBT com-

pletion contrary to previous reports from the literature. This needs to

be further investigated.

ADHERENCE WITH THE 2012 KDIGO GUIDELINE FOR THE

EVALUATION AND MANAGEMENT OF CKD IN PRIMARY CARE

PRACTICE Cara Litvin1; Steven M. Ornstein2; Andrea Wessell3; Lynne

Nemeth2. 1Medical University of South Carolina, Charleston, SC; 2Medical

University of SC, Charleston, SC; 3MUSC-PPRNet, Charleston, SC. (Control

ID #2942792)

BACKGROUND: The 2012 Kidney Disease: Improving Global Out-

comes (KDIGO) Clinical Practice Guideline for the Evaluation and

Management of Chronic Kidney Disease (CKD) incorporates the level

of albuminuria in the classification and risk stratification of CKD and

emphasizes the importance of early CKD management to prevent

progression of renal disease and reduce risk for cardiovascular disease.

The purpose of this report is to describe baseline adherence to a set of

CKD electronic clinical quality measures (eCQMs) developed to re-

flect the KDIGO recommendations prior to a group-randomized trial to

assess the efficacy of a practice-based intervention to improve CKD

evaluation and management in primary care practice.

METHODS: This study was conducted in PPRNet, a network of primary care

practices who use electronic health records (EHRs). A set of primary care CKD

eCQMs previously developed using a consensus process was adapted to reflect

the 2012 KDIGO guideline. Baseline adherence with this set of eCQMs was

assessed as of September 30, 2016 in 21 PPRNet practices who volunteered to

participate in the group-randomized trial. All data were obtained from EHR

extracts from practices. Active patients were defined as patients 18 and older

with a visit within the past year. Patients met criteria for CKD if the most recent

eGFRwas <60mL/min/1.73m2 and an eGFR>90 days before the most recent

eGFR was also < 60 mL/min/1.73 m2, or if the patient had an albumin-to-

creatinine ratio ≥30 mg/g.

RESULTS: The 21 primary care practices included family medicine

and internal medicine practices in 13 states, representing 97 providers

and 85243 active patients. The median practice percentage of active

patients meeting criteria for CKD was 9.9%. The table below shows

median practice performance on each eCQM, along with the median

number of eligible patients.

CONCLUSIONS: Baseline performance on a set of eCQMs developed

to reflect the KDIGO recommendations is suboptimal in our national

sample of primary care practices. Quality improvement efforts to

improve the evaluation and management of CKD should include

implementation of strategies to facilitate assessment of albuminuria,

improve blood pressure control in patients with severe albuminuria,

improve glycemic control and initiate use of statins.
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ADOPTION OF ENHANCED MEDICARE CARE MANAGEMENT

CODES IN PRIMARYCARE Sumit Agarwal1; Michael L. Barnett2; Jeffrey

Souza3; Bruce E. Landon3. 1Brigham and Women's Hospital, Boston, MA;
2Harvard T.H. Chan School of Public Health, Boston, MA; 3Harvard Medical

School, Boston, MA. (Control ID #2944852)

BACKGROUND: To enhance compensation for primary care activities that

occur outside of face-to-face visits, the Centers for Medicare and Medicaid

Services began reimbursing for "transitional caremanagement" (TCM) in 2013

and "chronic care management" (CCM) in 2015. TCM involves an office visit

after discharge from the hospital and additional care coordination. CCM is a set

of services providedmonthly to patients with chronic illness. To understand the

use of these new billable services, we examined patterns of adoption of TCM

and CCM at the beneficiary and practice levels.

METHODS: Using claims from a 20% random sample of fee-for-service

Medicare beneficiaries, we identified those who received TCM (2013-2015)

or CCM (2015 only) services. Practices were identified using tax identification

numbers that indicate billing entities in Medicare claims, and beneficiaries were

assigned to practices in a two-step approach. First, they were assigned to a

primary care physician based on a plurality of visits. Second, physicians were

grouped into practices based on a plurality of billing. Within each practice, we

determined the proportion of eligible discharges or patients who received a TCM

or CCM service, and compared characteristics of practices that provided the new

services to those that did not.We also determined the extent to which the services

were billed by a practice other than the assigned primary care practice.

RESULTS: In 2015, 135,997 beneficiaries from the 20% random sample

received TCM services (increasing from 64,358 in 2013) and 64,862 beneficia-

ries received CCM services. Overall, 10,503 practices (3.6% of all practices

nationally) billed for any TCM and 2,586 (0.9%) billed for any CCM. Practices

that engaged in these services were substantially larger than practices that did not

(33.3 vs. 3.8 physicians in TCM vs. non-TCM practices, p<0.001; 32.2 vs. 4.6

physicians in CCM vs. non-CCM practices, p<0.001). Among practices that

billed for TCM, the median practice had 5 patients who received a TCM service

(IQR 2-13) and provided TCM services for only 3.8% of eligible discharges

(IQR 1.5-11.1). Among practices that billed for CCM, the median practice had

15 patients who received CCM services at least once (IQR 3-62), which

represented 11.7% of eligible patients (IQR 2.3-43.5). Of beneficiaries who

received TCM, 23.6% received it from a practice other than their assigned

primary care practice, and of beneficiaries who received CCM, 44.4% received

it from a practice other than their primary care practice.

CONCLUSIONS: There was low uptake of TCM and CCM in primary care.

Practices that billed for them did so for a small proportion of eligible patients.

Furthermore, many of these services are being billed by practices other than the

beneficiary's assigned primary care practice. In the absence of initiatives to

promote their use or simplify requirements, the introduction of new codes

alone may not be an effective way to change practice patterns or infuse primary

care with additional resources.

ADULTS WITH COMMUNICATION DISABILITIES EXPERIENCE

POORER HEALTH AND HEALTHCARE OUTCOMES COMPARED

TO PEOPLEWITHOUTCOMMUNICATIONDISABILITIESMichelle

Stransky3; Kristin M. Jensen2; MeganMorris1. 1University of Colorado Anschutz

Medical Campus, Aurora, CO; 2University of Colorado School of Medicine,

Aurora, CO; 3Tufts University, Medford, MA. (Control ID #2927584)

BACKGROUND: Persons with speech, language and voice disabilities (col-

lectively known as communication disabilities (CD)) represent 10% of the US

population and are at risk for poor health and healthcare outcomes due to

challenges with health literacy and poor communication with providers. Yet,

little is known about the health and healthcare outcomes of this group. To

assess the current status of this population, we conducted a retrospective cohort

study using the 2012 National Health Interview Survey (NHIS).

METHODS: In 2012, the NHIS included supplemental questions on CD, the

first national survey to do so. Using this unique dataset, we divided adult (>=18

years old) respondents into 4mutually exclusive groups: (1) persons with voice

disabilities only; (2) speech and language disabilities only; (3) speech, lan-

guage, and voice disabilities; and (4) persons without CD. We compared

proportional differences in health and healthcare outcomes, measured using

questions on the number and types of chronic health conditions, self-rated

health, access to healthcare services, and healthcare utilization within the

previous year. Logistic and multinomial logistic regression were used to assess

the outcome measures on CD categories, controlling for demographics, geo-

graphic region, socioeconomic status, insurance status, and non-

communication disabilities (e.g., physical, cognitive, hearing, and visual dis-

abilities). Findings are weighted and account for the complex sample of the

data to permit national inferences.

RESULTS: Of 33,166 adults, 6.3% reported a voice disability, 2.2% reported

a speech/language disability, 1.3% reported a speech/language and voice, and

90% reported no CD. Adults with CD more frequently had >=1 chronic

condition (voice 67.9%, speech/language 68.6%, speech/language and voice

79.9%, no CD 50.1%, p<0.001) and reported fair/poor health (voice 19.5%,

speech/language 32.5%, speech/language and voice 48.3%, no CD 11.2%,

p<0.001) compared to those without CD. Adults with CD were also more

likely to have outpatient, inpatient, and emergency department visits compared

to those without CD. However, persons with CD endorsed greater difficulties

accessing care than those without CD, including identifying a usual place of

care when sick or in need of routine or preventative care, trouble finding a

physician, and delaying or foregoing care (e.g., delayed due to availability of

care: voice 26.1%, speech/language 37.2%, speech/language and voice 30.8%

no CD 16.1%, p<0.001).

CONCLUSIONS: Persons with CD are medically complex and report greater

challenges accessing healthcare than persons without CD despite having more

healthcare encounters. Healthcare providers need support and tools to address

the medical needs of persons with CD.

ADVANCE CARE PLANNING AMONGST THE HOMELESS: PER-

CEPTIONS OF THE PHYSICIAN ORDERS FOR LIFE SUSTAINING

TREATMENT (POLST) FORM AND BARRIERS TO ITS USAGE IN

THE OUTPATIENT SETTING Kimberly M. Chau1; Jeffrey Norris3;

Leonie Heyworth2. 1University of California, San Diego, San Diego, CA;
2VA San Diego Healthcare System, La Jolla, CA; 3St. Vincent de Paul-

Village Family Health Center, San Diego, CA. (Control ID #2944992)

BACKGROUND: Advance care planning has become increasingly relevant

given the aging patient population. Compared to their housed counterparts,

homeless individuals have been found to be at increased risk for chronic

diseases, mental illness, and substance abuse, but often receive fragmented

health care because of their challenging socioeconomic circumstances. They

therefore often require a higher level of medical attention at the end of life. Yet
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many may not have the opportunity to participate in the planning process

beforehand. One possible means, the Physician Orders for Life Sustaining

Treatment (POLST) form, relies on directed physician-patient discussion of

end of life care for its completion. Thus, the POLST may be an appropriate,

succinct, and standardized means of documenting homeless patients' wishes.

No studies have addressed specifically advance care planning utilizing the

POLST among homeless patients, and their obstacles to completion of the

POLST are not well understood. Therefore, this study seeks to better under-

stand what is known about the POLST amongst this patient population, and to

explore the barriers to broader utilization of the form for end-of-life planning.

METHODS: This was a qualitative study involving participants recruited

from the patient population attending the St. Vincent de Paul-Village Family

Health Center in San Diego, California from August 2017 to September 2017.

A total of 30 participants were interviewed. In-depth semi-structured inter-

views were audio recorded and transcribed. The data analysis of the content

was performed, informed by the grounded theory, using the software Dedoose.

RESULTS: Several core themes emerged regarding advance care planning

amongst the homeless. Participants were in favor of utilizing a POLST form for

end of life planning; relaying that they value quality of life, a desire to maintain

independence and/or to not be a burden to others. Most patients preferred

discussing this topic over the course of several visits in the outpatient setting.

One barrier most commonly identified was the lack of social support in the

homeless community. However, most participants felt comfortable conducting

end-of-life discussions with their primary care provider in instances when they

did not have a surrogate decision maker.

CONCLUSIONS: The topic of advance care planning is a welcome one

amongst homeless individuals, especially those whom have had prior personal

experience providing end of life care. Findings of this study suggest that

routine discussion of this topic using the POLST in the primary care setting

for patients with chronic medical conditions may result in improved documen-

tation. Expansion of POLST use within health care organizations may fortify

favorable end of life experiences and facilitate judicious utilization of health

care resources, particularly among a high-risk and frail population.

ADVERSE EFFECT OF STEROIDS - PROLONGED LENGTH OF

HOSPITALIZATION IN CHRONIC OBSTRUCTIVE PULMONARY

DISEASE (COPD) EXACERBATION PATIENTS WITH CHRONIC

HEART FAILURE Anubhav Jain1; Ankita Aggarwal1; Lubna Alhalabi1;

Vesna Tegeltija1; Sarwan Kumar2. 1Crittenton Hospital/Wayne State Universi-

ty, Rochester Hills,MI; 2CrittentonHospital/Wayne state university, Rochester,

MI. (Control ID #2945915)

BACKGROUND: COPD with comorbidities has sometimes been referred to

as a subtype called Systemic COPD or subtype C. Presence of Comorbidities,

in patients with COPD have been implicated in diminished survival rates, with

death independent of respiratory failure. Around 20% of such patients have

Chronic Heart Failure (CHF). Systemic steroids, the mainstay of treatment of

acute exacerbation, have been implicated with multiple adverse effects includ-

ing the effect on the cardiovascular system by increased fluid retention.

Patients with CHF have increased the risk of hospitalization and death with

steroid use. In this study, we compared the length of stay in two groups of

patients who presented to the hospital with COPD exacerbation, one without

any history of CHF and one with the history of CHF but not in acute

exacerbation.

METHODS: This is a retrospective cross-sectional study which recruited

patients from a single community hospital who were admitted with the primary

diagnosis of COPD exacerbation from January 2016 to October 2016. Elec-

tronicmedical records were utilized to access the Length of stay, comorbidities,

and demographics of the patients. Student's t-test was employed to assess the

difference in mean length of stay in patients with and without CHF. Multiple

linear regression analysis was employed to assess the effect of other co-

morbidities.

RESULTS: 550 patients were admitted for acute exacerbation of COPD

during the study time. Mean age of study subjects was 67.8 ±16.4years with

238 (44%) males and 300 (55%) females. 119 (21%) patients had CHF, 402

(73%) did not have CHF and status of 29 (5%) was unknown, and hence were

excluded from the study. Patients with CHF had an increased length of stay

(mean length of stay of 4.9 days) as compared with patients without it (mean

length of stay of 3.7 days) which was statistically significant (p-value <0.05).

The results remained significant after adjusting for other co-morbidities.

CONCLUSIONS: The presence of CHF as a co-morbidity prolongs the

hospital course in patients admitted with COPD exacerbation. It is possible

that the longer length of stay in these patients could be due to the aggravation of

CHF due to increased fluid retention which is one of the adverse effects of

systemic steroids. Therefore, we suggest judicious use of systemic steroids as

per the GOLD guidelines, especially in heart failure patients. However, the

clinical significance of this finding needs to be studied.

AGES OLDER THAN 85, VISUAL IMPAIRMENT AND MILD DE-

CLINE OF DAILYACTIVITIES ARE RISK FACTORS FOR SEVERE

FALL INJURIES IN ACUTE CARE SETTINGS Hidetoshi Aihara;

Masaki Tago; Naoko E. Katsuki; Shu-ichi Yamashita. Saga University Hospi-

tal, Saga, Japan. (Control ID #2927158)

BACKGROUND: Severe fall injuries in inpatients extend hospital stay,

increase medical costs, and shorten patients' healthy life expectancy. The

objective of this study was to clarify the predictors of severe fall injury of

inpatients requiring treatments in acute care settings.

METHODS: This is a retrospective cohort study. We analyzed 371 falls in

consecutive adult inpatients greater-than or equal to 20 years of age, who were

admitted to an acute care hospital in Kyushu, Japan fromApril 2012 to January

2015. The falls were identified from incident reports. Data were derived from

the hospital's health records. Age, sex, the department to which the patient was

admitted, emergency admission, whether the patient was transferred by ambu-

lance, ADL (independent or not), Japan Ministry of Health, Labour and

Welfare (MHLW) bedriddenness rank (Normal, J, A, B and C) (J; Slight

disorders, A; Almost independent at home, B; Dependent even at home and

spend almost time in bed, C; Bedridden and dependent of excretion, eating and

gowning) and cognitive function score (Normal, 1, 2, 3, 4 and M) (1; Almost

independent, 2; Independent with slight difficulty, 3; Dependent in daily living

or communication, 4; Dependent in daily living or communication with

requiring constant care, M; Severe psychological symptoms, troubled behav-

iors or severe physical disorders requiring specialized medical service) in daily

living, use of hypnotics, a wheelchair, possession of referral letter from a

primary physician, presence of residual permanent damage from stroke, visual

impairment, Parkinsonism, and history of falls were assessed on admission.

RESULTS: Among 371 patients who suffered falls, the median age was 83

years (interquartile range, 78-87 years). Falls in 312 patients (84%) required no
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treatments and ones in 46 patients (12%) required some kinds of treatments.

Other 13 falls (4%) were not assessed. In those requiring treatments, univariate

analysis revealed higher percentages of patients with visual impairment (Odds

ratio [OR]: 4.1, 95% confidence interval [CI]: 1.3-12.8, p=0.023), independent

toileting (OR: 2.1, 95%CI: 1.0-4.4, p=0.048), a bedriddenness rank of A (OR:

2.4, 95%CI: 1.3-4.5, p=0.006) and hospital stay shorter than 27 days (OR: 2.2,

95%CI: 1.2-4.3, p=0.017) as well as patients aged ≥85 years (OR: 1.9, 95%CI:

1.0-3.6, p=0.039). Patients with cognitive function score of 4 accounted for

only lower percentages (OR: 0.9, 95%CI: 0.9-0.9, p=0.008). In multivariate

analysis, age of ≥85 years (OR: 2.2, 95%CI: 1.1-4.2, p=0.021), visual impair-

ment (OR: 4.2, 95%CI: 1.3-13.9, p=0.019), and a bedriddenness rank of A

(OR: 2.4, 95%CI: 1.3-4.7, p=0.009) were associated with falls requiring

treatment.

CONCLUSIONS: Age of 85 and older, visual impairment and a

bedriddenness rank of A could be useful predictors of severe injuries caused

by falls.

ALBUMIN ANDAGEAS INDEPENDENT PREDICTORSOF 1 YEAR

MORTALITY IN CIRRHOTIC PATIENTS UNDERGOING ELEC-

TIVE TIPSVivekMendiratta; Kajali Mishra; Hafsa Abdulla; Deepak Venkat.

Henry Ford Hospital, Detroit, MI. (Control ID #2945322)

BACKGROUND: Transjugular Intrahepatic Portosystemic Shunt (TIPS) is

used for management of patients with complications related to portal hyper-

tension. Mortality rates have been estimated to be between 48-90%, and thus,

appropriate patient selection is critical. Currently, patient selection is based on

clinical scoring models such as Child-Pugh and MELD to predict mortality.

The purpose of this study was to identify potential factors which may predict

higher mortality rates in patients undergoing elective TIPS procedure.

METHODS: After IRB approval, a HIPAA compliant retrospective search of

the health system electronic medical database was performed. Any cirrhotic

patient who underwent elective TIPS placement between 1/2004-6/2016 with

at least 1 year follow-up was included, yielding 95 patients. Relevant data

collected from medical record review included: patient demographics, TIPS

indication, etiology of cirrhosis, albumin, platelets, pre-TIPS MELD, Child-

Pugh scores, pre- and post-TIPS portosystemic gradient, and mortality at 3 and

12 months post-TIPS. Univariate two-group comparisons using independent

two-group t-tests for continuous variables, and using chi-square tests for

categorical variables.

RESULTS: 95 elective TIPS were performed in 38 females and 57 males with

a mean age of 55. 24% (23/95) of patients died within 1 year post-procedure.

Mean pre-TIPS MELD score for all patients was 13.5, mean pre-TIPS Child-

Pugh score was 8.6, and mean pre-TIPS albumin was 2.8. Patients who died

within 1 year of a TIPS procedure had a higher pre-procedure MELD score

than those that lived (mean 14.6 vs 13.5), a statistically significant higher Child

Pugh score (mean 9.4 vs 8.3 (p = 0.001)), a statistically significant lower

albumin (mean 2.6 vs 2.9 (p = 0.036)) and a statistically significant higher age

(mean 60.2 vs 55 (p=0.024)).

CONCLUSIONS:Our data is concordant with other studies which show that

higher MELD and Child-Pugh scores results in a higher mortality rate in

patients undergoing elective TIPS. Moreover, our analysis suggests the impor-

tance of albumin and age as independent predictors of mortality for patients

undergoing elective TIPS procedure. In fact, an albumin of less than 2.7

suggests approximately 2.59 times greater likelihood for mortality within 1

year. Thus, the use of albumin and age as independent variables may help for

improved patient selection in elective TIPS.

AMBULATORY CARE VISITS INCREASE EMERGENCY ROOM

VISITS ANDADMISSIONS IN ANURBAN, RESIDENT-RUNCLINIC

Hadas Reich1; Nnenna Nwogu1; Maria D. Garcia-Jimenez2; Emily Fisher1;

Mackinley Tan2; Barbara Porter3; Andrew B. Wallach4; Adina Kalet2. 1NYU,

NEWYORK, NY; 2NewYorkUniversity School of Medicine, NewYork, NY;
3NYU SOM, New York, NY; 4Bellevue Hospital, New York, NY. (Control ID

#2940120)

BACKGROUND: Conflicting data exists on the relationship between outpa-

tient visits and emergency department (ED) visit and admission rates. While

some have shown outpatient access prevents ED visits and admissions, others

show that factors such as continuity are more important. A mental health

diagnosis is consistently cited as a factor associated with increased inpatient

utilization. There is little published data about resident-run outpatient clinics

and their outcomes, including how these ambulatory contacts affect ED visit

and admission rates.

METHODS: The medical record was used to collect data for all patients

seen at least once in the primary care resident clinic at a large, public

New York City hospital over the course of 1 academic year. We counted

the number of outpatient visits per patient, regardless of type, including

both primary care visits and clinic visits for all medical and surgical

subspecialties. We controlled for the level of health of each patient using

locally developed scores. Our primary outcomes were total number of ED

visits and total number of inpatient admissions; secondary outcomes were

inpatient length of stay (LOS) and admissions for ambulatory care sensi-

tive conditions (ACSC). We conducted bivariate analyses, using T-Tests

and ANOVA, and multivariate analysis, using ordinary least of squares

regression, to determine whether increased contact with outpatient clinics

was associated with ED visit and admission rates. A separate analysis was

conducted for patients with a mental health diagnosis.

RESULTS: Our sample consisted of 2,988 patients, seen at least once in the

resident-run primary care clinic, averaging 7 outpatient visits across all sub-

specialties. There were 2,544 ED visits (1317 unique patients), 571 inpatient

admissions (368 unique patients), and 126 ACSC admissions (97 unique

patients). Patients who were hospitalized averaged 2 admissions; average

LOS was 9.5 days. Multivariate analysis, controlling for sociodemographic

and health factors, found more ambulatory care visits were associated with

more ED visits and more inpatient admissions (p <0.01). There was no

statistically significant association between ambulatory care visits and LOS

or ACSC admissions. A mental health diagnosis was associated with increased

ambulatory care visits, and increased ED visits and inpatient admissions, and a

4 day longer LOS.

CONCLUSIONS: Among patients seen in the resident internal medicine

clinic, we were surprised to find that more outpatient visits were positively

associated with more ED visits and admissions when controlling for all

sociodemographic factors and health status. Our study adds to the body of

literature, as there has been little previously published about resident clinic

outcomes. Further studies are needed on how to improve these resident run

clinics in order to help prevent ED visits and admission. Our study also showed

that a mental health diagnosis was positively associated with ambulatory care

visits, consistent with the previous literature.
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AMBULATORY TRAINING PROGRAM TO EXPAND PROCEDUR-

AL SKILLS IN PRIMARY CARE Robert J. Fortuna; Bethany Marston;

Gunther Wagoner; Tiffany Pulcino; Enrico Caiola; susan messing; Todd

Bingemann; Karen Nead; Steven Scofield; Brett Robbins. University of Roch-

ester, Rochester, NY. (Control ID #2940758)

BACKGROUND: Outpatient procedures are an important component of

primary care, yet few programs incorporate ambulatory procedural training

into their curriculum. We examined the influence of a 4-year ambulatory

procedural curriculum to advance residents' understanding of the indications

for different procedures and their comfort level with performing primary care

based procedures.

METHODS: The procedural curriculum included specific sessions directed at

knee arthrocentesis, shoulder injections, elbow injections, trochanteric bursa

injections, carpal tunnel injections, wrist injections, ankle injections,

Nexplanon® insertion, skin biopsies, and ultrasound use in primary care.

Our primary outcome was resident and faculty physician comfort with (a)

indications for procedures, and (b) performing procedures. We used general-

ized estimating equations to model changes in comfort over the course of the

procedural curriculum.

RESULTS: Mean comfort level with the indications for procedures increase

for both resident (62.5 to 78.8; P<0.0001) and faculty physicians (61.5 to 94.8;

P<0.0001). Similarly, mean comfort with performing procedure increased for

both resident (32.1 to 62.3; P<0.0001) and faculty physicians (42.2 to 85.4;

P<0.0001). Residents mean comfort level with performing procedures in-

creased for all individual procedures measured. The mean number of proce-

dures performed per-year increased for resident (1.9 to 8.2; P<0.0001) and

faculty physicians (14.7 to 25.2; P = 0.087).

CONCLUSIONS: A longitudinal ambulatory-based procedural curriculum

can increase resident and faculty physicians understanding of the indications

for different procedures and comfort performing primary care based proce-

dures. This, in turn, increased the total number of procedures performed.

AN ANALYSIS OF 44 LOW-VALUE HEALTH SERVICES USING

THE VIRGINIA ALL PAYER CLAIMS DATABASE John N. Mafi1, 2;

Kyle Russell3; Beth A. Bortz4; Marcos Dachary5; William Hazel6; Chi-Hong

Tseng1; Catherine Sarkisian9; Bruce E. Landon7; A. M. Fendrick8. 1David

Geffen School of Medicine at UCLA, Los Angeles, CA; 2RAND Corporation,

Santa Monica, CA; 3Virginia Health Information, Richmond, VA; 4Virginia

Center for Health Innovation, Henrico, VA; 5Milliman MedInsight, Seattle,

WA; 6Commonwealth of Virginia, Richmond, VA; 7Harvard Medical School,

Boston, MA; 8University of Michigan, ANN ARBOR, MI; 9UCLA and

Greater Los Angeles VA, Los Angeles, CA. (Control ID #2946235)

BACKGROUND: Low-value care, or patient care that provides no net benefit

in specific clinical scenarios, ranks among the most pressing problems in our

healthcare system—both because it contributes substantially to health spending

and because it causes iatrogenic patient harm. Understanding how and where

low-value care occurs will be essential to eliminating it.

METHODS:Using the 2015Virginia All Payer Claims Database (APCD), we

examined the use of 44 pre-specified low-value services recently identified by

the Choosing WiselyTM Campaign, the USPSTF, and other clinical guidelines

(e.g., early imaging for routine low back pain, arthroscopic knee surgery for

osteoarthritis). The Virginia APCD includes administrative claims data on state

residents insured via fee-for-service Medicare, Medicare Advantage, Medic-

aid, as well as private commercial insurers, and it also divides Virginia into 5

major regions: Northern, Northwest, Central, Eastern, and Southwest. We

determined high vs. low-value care using clinical factors: for example, early

imaging for low back pain in a patient with a recent diagnosis of cancer would

be potentially high-value, while the same situation without cancer or other red

flags would be potentially low-value. We compared low-value service use

across the five regions, and identified the most frequent and most costly

example of low-value care across the state. We estimated costs by calculating

the mean amount of money per service paid to a health care provider across all

payers (including patients' out-of-pocket spending).

RESULTS: Among the 44 measures we studied, 5 million Virginia beneficia-

ries received nearly 5 million health services in 2015. Of these services, 1.7

million were low-value, which cost the state nearly $600 million in unneces-

sary health spending. Northern Virginians received the highest proportion of

low-value services: 41% of the health services were low-value (compared to

34% across all regions). Pre-operative baseline laboratory testing (e.g., com-

plete blood count, basic metabolic panel, etc.) among patients without systemic

disease undergoing low-risk surgery represented both the most frequent

(442,459) and the most costly ($228 million) low-value service in the state

of Virginia—costing more than the four next-most-expensive items combined

and comprising nearly 40% of unnecessary spending.

CONCLUSIONS: Among the 44 measures we studied, pre-operative labora-

tory testing for low-risk surgery contributed to nearly 40% of unnecessary

health spending in Virginia, representing an important opportunity to improve

the value of healthcare delivery.

AN EFFICIENT METHOD FOR COLLECTING POPULATION

HEALTH DATA ACROSS MULTIPLE HEALTH SYSTEMS Jacob A.

Goyden1; Rujia Liu2; Steven Lewis4; Joseph J. Sudano4; David Kaelber1, 3.
1Case Western Reserve University School of Medicine, Cleveland Heights,

OH; 2Case Western Reserve University, Cleveland, OH; 3The MetroHealth

System, Cleveland, OH; 4CWRU & MetroHealth System, Cleveland, OH.

(Control ID #2948867)

BACKGROUND: Electronic health records (EHRs) have recognized poten-

tial in public health and are increasingly used to complement traditional

methods of collecting data on population health. The challenge of working

across multiple health systems is a barrier to use of EHRs for public health at

the largest scales. Here we describe an example of more efficient collaboration

between diverse health systems for aggregation of population health data by

coordinating through existing EHR infrastructure. Data collected by this ap-

proach are compared with traditional epidemiological survey methods.

METHODS: Participating institutions use existing EHR infrastructure to

create deidentified summaries of patient records and to transmit these summa-

ries to a central database. Data are then pooled and made available to all

participants. The dataset examined here measures asthma prevalence among

all patients of the participating health systems. Data from January - May 2017

are described. Data are summarized by sex, age, ethnicity, race, and state. The

data are compared to publically available data from the National Health

Interview Survey (NHIS) across demographic categories.

RESULTS: Patient population reached 52 million with 49 of 50 states repre-

sented. Percent state population represented averaged 14%, with North Dakota

reaching 73%. During the first quarter of 2017, asthma diagnosis prevalence in
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the dataset was 5.24%. Asthma prevalence in this data set was consistently

between two measures of asthma prevalence used by the NHIS: people

reporting an asthma attack in the last year, 4.00% (95% confidence interval:

3.54% - 4.51%), and people reporting that they currently have asthma, 7.80%

(95% confidence interval: 7.18% - 8.53%). Measured asthma prevalence in the

dataset maintains this relationship to the NHISmeasures across all demograph-

ic subgroups.

CONCLUSIONS: Integration of data aggregationmechanisms into EHRs can

reduce the logistical, security, and privacy concerns involved in collaborative

data collection betweenmultiple institutions. Data collected by this mechanism

can recapitulate demographic patterns seen in standardized primary epidemi-

ological data. This approach has important advantages and disadvantages that

make it a potentially valuable complement to traditional methods.

AN EHR-BASEDMODIFIED EARLYWARNING SCORE PREDICTS

IN-HOSPITAL MORTALITY IN PATIENTS WITH SEPSIS Devin

Horton1; Matthew Sanford2; Tanner Colledge1; Kencee K. Graves1. 1Univer-

sity of Utah, Salt Lake City, UT; 2University of Utah Health, Salt Lake City,

UT. (Control ID #2942299)

BACKGROUND: Sepsis is a leading cause of in-hospital mortality. Patients

who are transferred to the intensive care unit (ICU) have nearly twice the

mortality as patients who are directly admitted to the ICU. However, predicting

which patients will need ICU transfer and are at increased risk of mortality

remains a challenge. An electronic health record (EHR) algorithm may aug-

ment clinical judgment in recognizing decompensating patients. The objectives

of this study were to evaluate if an EHR-based modified Early Warning Score

(mEWS) can predict in-hospital mortality and ICU admission.

METHODS: The University of Utah mEWS was designed after a review of

existing EWS and discussion among an intra-hospital expert panel. A score of

0, 1, 2, or 3 was given to vital sign ranges of temperature, respiratory rate, heart

rate, and systolic blood pressure. More abnormal vital signs ranges were given

higher scores with a maximum possible mEWS of 12. As part of a larger sepsis

quality improvement project, mEWSwas embedded into the institutional EHR

(Epic). Real-time mEWS scores were displayed on staff patient lists and

automatic alerts were sent via page when mEWS thresholds were surpassed.

We performed a retrospective analysis on all in-patients from October 1, 2016

to September 30, 2017, with ICD-10 codes of sepsis, to assess the relationship

between maximum mEWS score, in-hospital mortality, and likelihood of ICU

admission. Mortality and ICU admission were compared among mEWS score

groups using a Chi-squared test.

RESULTS: 1,173 patients with ICD-10 codes of sepsis and maximummEWS

scores of 5-10 were inpatients during the study period. Mortality for patients

with mEWS of <5 neared zero and only one patient had a score higher than 10;

these patients were excluded from final analysis. Of the patients included, 654

were male and 518 were female. Higher mEWS scores were significantly

associated with higher in-hospital mortality rates. Patients with scores of 5,

6, 7, 8, 9, and 10 had mortality rates of 4.7%, 10.8, %, 11.5%, 26.1%, 34.2%,

and 17.7%, respectively (p<0.001). Prevalence of ICU admission also in-

creased with higher mEWS scores. For scores 5 through 10, the percentage

of patients with an ICU admission was 24.7%, 32.2%, 30.2%, 40%, 66.7%,

and 100%, respectively (p<0.001).

CONCLUSIONS: Higher mEWS scores are associated with increased in-

hospital mortality and ICU admission rates. EHR-based prediction tools can be

used on inpatient wards to identify decompensating patients earlier. Further

work should be done in a multicenter study with more diverse patients over a

longer period of time.

AN EVALUATION OF DIRECT SCHEDULING IN PRIMARY CARE

Ishani Ganguli1; E. John Orav1; Joshua Metlay2; Thomas D. Sequist3.
1Brigham and Women's Hospital, Chestnut Hill, MA; 2Massachusetts General

Hospital, Boston, MA; 3Partners Healthcare System, Boston, MA. (Control ID

#2945775)

BACKGROUND:Direct scheduling - in which patients book outpatient visits

through an online patient portal - is a growing service among US physician

practices designed to offer conveniences to both patients and practices. How-

ever, the use and potential impact of this approach has not been explored. In

2017, Boston-based Massachusetts General Hospital (MGH) introduced direct

scheduling across its 19 adult primary care practices. We analyzed electronic

health record (EHR)-based data from MGH to describe directly scheduled

visits and to determine patient characteristics associated with adoption of this

approach.

METHODS:We identified a cohort of adult patients who were attributed

to an MGH primary care physician (PCP) at one of the 19 practices,

enrolled in the patient portal as of Dec 1, 2017, and had at least 1

outpatient visit between Jan 1-Dec 1, 2017. We examined all completed

visits made by these patients at the 19 practices during this period. We

then compared adopters (those who directly scheduled ≥1 visit in 2017)

and non-adopters (those who directly scheduled 0 visits in 2017) based on

characteristics including age, sex, race, comorbidity count (0-6: hyperten-

sion, diabetes, chronic kidney disease, depression, asthma, obesity), and

utilization using the chi square test for categorical data and the Student t-

test for continuous variables. Finally, we built a multivariable logistic

regression model to identify predictors of adoption. This study was

approved by the Partners Institutional Review Board.

RESULTS: During the study period, there were 187,956 completed primary

care visits of which 0.58% were directly scheduled. One-fifth (20.0%) of

directly scheduled visits were scheduled outside of usual business hours

(6pm-7am) while 32.2% of these visits took place within a week of scheduling.

Compared to practice scheduled visits, directly scheduled visits were more

likely to be with the patient's own PCP (94.5% vs 69.8%, p<0.01). Among the

94,770 patients we examined, 1.1% (n=1012) adopted direct scheduling. In

univariate analyses, adopters were more likely to be nonwhite (20.4% vs

15.3%, p<0.01), younger (mean age 41.1 vs 51.6 years, p<0.01), and com-

mercially insured (83.1% vs 70.5%, p<0.01). On average, adopters were

healthier (0.87 vs 1.10 comorbidities, p<0.01), had fewer office visits in

2017 (7.1 vs 7.9, p<0.01) and were less likely to have been hospitalized in

2017 (4.2% vs 7.2%, p<0.01). In the multivariate model, age (OR 0.96 for each

year, p<0.01) and male sex (OR 1.18, p=0.01) were the only significant

predictors of adoption.

CONCLUSIONS: Directly scheduled visits were more likely to take

place with a patient's own PCP, suggesting that this approach may

promote continuity of care. At the same time, it is possible that

disproportionate use of direct scheduling by younger patients may

create access issues for older populations as uptake of direct schedul-

ing increases. Further work is needed to evaluate the impact of direct

scheduling as it is adopted more widely.
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AN EXPLORATORYANALYSIS OF HEALTH LITERACYAND AD-

JUSTMENTTO INCREASINGCOMORBIDITYAndrea Russell; Rachel

O'Conor; Julia Yoshino Benavente; Laura M. Curtis; Michael S. Wolf. North-

western University, Chicago, IL. (Control ID #2940170)

BACKGROUND: The period of time following the diagnosis of a chronic

condition may be difficult as a patient adjusts to and begins enacting lifestyle

changes. Patients with limited health literacy may be particularly vulnerable to

difficulty with physical and psychological adjustment during this time. This

analysis examines if clinically meaningful decline in depressive and anxiety

symptoms and physical functioning varied by health literacy in a sample of

older adults who acquired a chronic condition over a three year period.

METHODS: This analysis used longitudinal data from an ongoing prospec-

tive cohort of older adults (n=600). At baseline, eligible patients between the

ages of 55-74 were recruited from one academic general internal medicine

clinic and six federally qualified health centers in Chicago, Illinois. Participants

completed a baseline (T1), and follow-up interview (T2) three years apart.

Presence and type of chronic condition was obtained by participant self-report

of 11 common diagnoses. Depression, anxiety and physical functioning were

measured with PROMIS short-form assessment and health literacy was

assessed using the Test of Functional Health Literacy in Adults (TOFHLA).

Participants were classified as having clinically meaningful decline if their

depression or anxiety t-score increased by three or more and if their physical

functioning t-score decreased by four or more from T1 to T2. Chi-square and

multivariable logistic analyses were performed. The multivariable model

contained gender, income, education and race as covariates.

RESULTS: Between T1 and T2, 241 (40%) participants acquired one or more

chronic conditions. At baseline, the average age of the sample was 63.5

(SD=5.3) years, 34% were male, and 45% were Black. Nearly one third

(31%) had limited health literacy and these participants were more likely to

acquire a new condition than participants with adequate health literacy (49.7%

vs 40.5%, p=0.04). Of the 241 adults, 67% acquired one condition, 24%

acquired two conditions, and 9% acquired three or more conditions. The most

common acquired conditions were arthritis (28%), high cholesterol (21%), and

hypertension (17%). At follow-up, individuals with limited health literacywere

more likely to experience clinically meaningful increase in depressive symp-

toms (32.0% vs. 18.4% p=0.02) but showed no differences in anxiety symp-

toms (22.7% vs. 29.0%, p=0.31) or decline in physical functioning (33.3% vs.

24.4% p=0.11) when compared to individuals with adequate health literacy. In

adjusted analyses, adults with limited health literacy were more likely to

experience meaningful increase in depressive symptoms (OR 3.7; 95% CI

1.37 - 9.75, p=0.01).

CONCLUSIONS: In this analysis, as patients acquire new chronic

conditions those with limited health literacy are more likely to expe-

rience worsening depressive symptoms. This finding highlights the

need for support, resources and coping strategies developed with these

patients in mind.

AN INNOVATIVESKILL-BASEDCLINICALREASONINGCURRIC-

ULUM FOR CLERKSHIP-LEVEL MEDICAL STUDENTS Eliana

Bonifacino1; William Follansbee2; Amy H. Farkas1; Melissa McNeil2; Debo-

rah DiNardo3. 1UPMC, Pittsburgh, PA; 2University of Pittsburgh Medical

Center, Pittsburgh, PA; 3University of Pittsburgh School of Medicine, Pitts-

burgh, PA. (Control ID #2935051)

BACKGROUND: A 2015 IOM report highlighted the urgent need for better

training in medical decision-making. A recent national survey suggested that

up to 57% of medical schools lack formal education dedicated to clinical

reasoning. We sought to determine if formalized instruction in clinical reason-

ing through use of an innovative multi-modal curriculum is an effective means

of improving clinical reasoning skills in third year medical students.

METHODS: We conducted a pseudorandomized by site and controlled

experiment to evaluate the impact of this curriculum on clinical reasoning

knowledge and skills in third year medical students at a single allopathic U.S.

medical school. Students in the intervention group completed interactive online

modules focused on clinical reasoning concepts and participated in a skills-

based workshop. Students in the control group participated in standard educa-

tional experiences. We assessed the impact of the curriculum on clinical

reasoning knowledge, skills, and attitudes according to the following metrics:

1. Performance on a 20-item quiz about clinical reasoning concepts at the

conclusion of the 4-week intervention period; 2. Clinical reasoning skills

through blinded scoring of weekly student hospital admission notes using a

validated clinical reasoning assessment tool; 3. Clinical performance as indi-

cated by clinical rotation evaluations; and 4. Attitudes regarding clinical

reasoning education. Comparisons between control and intervention group

were conducted using a t-test for independent samples.

RESULTS:Between January-June 2017, 67 students participated in the study,

fromwhomwe received a total of 256 hospital admission notes. Students in the

intervention group demonstrated superior performance on the 20-item clinical

reasoning quiz (67% correct vs. 54%, p<0.05). Admission notes from the

intervention group received significantly higher average ratings for data syn-

thesis (2.3 vs. 2.0 on a 3-point scale, p<0.05) and for diagnostic reasoning (2.2

vs. 1.9, p<0.05), while average scores for data gathering, reporting, and

decision-making did not differ. Clinical evaluations by attending physicians

did not differ between the two groups. Students in the intervention group

reported more frequent use of clinical reasoning terminology and more explicit

discussion of clinical reasoning by their attending physicians.

CONCLUSIONS: Exposure to our innovative multi-modal curriculum was

associated with improved knowledge regarding clinical reasoning concepts

and superior written demonstration of clinical reasoning skills in 3rd year

medical students. Thus, interactive online modules paired with opportunity

for skills practice is an effective and efficient means of delivering clinical

reasoning education. Our student survey responses suggest that participation in

such experiences may prime students to identify demonstration of clinical

reasoning by clinical role models, thus providing a scaffolding for develop-

ment of medical decision-making skills in the clinical setting.

AN INTERDISCIPLINARY EDUCATIONAL INTERVENTION TO

ADDRESS ORDERING ERRORS FOR RADIOLOGIC TESTS Ryan

Bober. Weill Cornell Medical College, New York City, NY. (Control ID

#2938978)

BACKGROUND: Errors in correct use of radiographic diagnostic studies

have a significant impact on patient safety, workflow, and productivity in

addition to a financial burden. An estimated 14% of these errors occur during

the ordering process and represent an approachable target for intervention. The

benefits may include preventing delays in diagnosis, testing queues, radiologic

and contrast exposure, as well as improving cost effectiveness. The objective

of this study was to assess whether a didactic educational intervention could
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improve knowledge of radiologic ordering parameters among internal medi-

cine residents.

METHODS: A lecture was developed through a collaborative interdisciplin-

ary effort of the internal medicine and radiology departments based on the

American College of Radiology Appropriateness Criteria. The lecture

highlighted important principles of the historically most commonly ordered

diagnostic studies. IRB approval was obtained, and participationwas voluntary

and anonymous. First year internal medicine residents attended the lecture

delivered by a senior radiology resident. A questionnaire was designed with

input from an educational specialist to assess the efficacy of the intervention for

knowledge acquisition. The quiz was administered both before the lecture and

six weeks following the lecture. The data was analyzed with a paired t test

comparing mean test scores.

RESULTS: 31 PGY1 residents participated in the pre-test, and 30 PGY1

residents participated at 6 weeks follow up. After the intervention, there was

a statistically significant improvement in PGY1 IM residents in performance.

The results are summarized in the tables below.

CONCLUSIONS: This initial study demonstrates an interdisciplinary educa-

tional intervention can improve resident knowledge about ordering. Improved

knowledge may translate into more correct ordering and improved outcomes.

AN INTERVENTION ON HEPATITIS C SCREENING ATAN INNER

CITY TERTIARY CARE CENTER: A QUALITY IMPROVEMENT

INITIATIVE Meet Parikh; Rohan Parikh; Hanisha Manickavasagan; Kevin

D'Mello; Edgar Chou; Dong Heun Lee; Dagan Coppock; Anna C. Kesaris;

Kenneth Rothstein; Andres Riera. Drexel University College of Medicine,

Philadelphia, PA. (Control ID #2939053)

BACKGROUND: The prevalence of hepatitis C continues to grow exponen-

tially, with inadequate screening being an obstinate issue. Previous screening

practices concentrated mainly on high risk patients although this has since

fallen out of favor. Current guidelines recommend one-time testing for patients

born between 1945 and 1965 given that 70% of those infected are ‘baby

boomers'. Most studies on HCV screening have been relegated to the outpa-

tient arena or limited to specific patient populations. Our aim was to increase

the inpatient rate of hepatitis C screening among baby boomers.

METHODS:A quality improvement measure to increase inpatient hepatitis C

screening was conducted in a diverse, inner-city tertiary care center. Interven-

tions to increase screening included incorporation of a statement into the EMR

history and physical document template highlighting a state mandate for

hepatitis C screening as well as a live lecture given to house staff to increase

knowledge and awareness of HCV. A survey to assess changes in resident

opinions on hepatitis C was conducted before and after this lecture. A collab-

orative programwith Infectious disease and Hepatology was created to provide

inpatient management and linkage to outpatient care for those testing positive.

421 inpatient charts were retrospectively studied over one week intervals prior

to and after interventions. Of note, patients with the following characteristics

were excluded: those with prior history of HCV, born outside of the 1945-1965

year range, or those having prior HCV screening done.

RESULTS: Results showed 16.9% of patients pre-intervention had HCV

screening done vs 33.3% of patients post intervention who had testing com-

pleted (p = 0.031). While the post intervention group did have more patients

with positive screens (3 vs 1 pre-intervention) only 1/3 patients in this group

had outpatient specialist care set up. Survey results amongst house staff after

the educational session showed an increase in insight regarding hepatitis C

(p<0.001) based on the Likert scale. Prior to this session, merely 41.5% of

residents were aware of the appropriate HCV screening test to order compared

to 88.2% of residents assessed following disease education (p<0.001).

CONCLUSIONS: This is one of the few inpatient hepatitis C screening

studies that have been conducted to date. By increasing awareness and incor-

porating testing into daily practice we nearly doubled inpatient screening of

baby boomers. This lead to a greater number of patients found to be HCV

positive. Linkage to outpatient care was less than satisfactory suggesting the

importance of continued efforts in this area. Previous survey data has shown

that physicians lack sufficient knowledge in regards to hepatitis C; our study

addressed this crucial part of the HCV screening process as education of

hepatitis C contributed to a boost in our screening numbers. The inpatient

setting is an essential avenue for HCV screening as we aim to control this

deadly disease.

AN OBJECTIVE ASSESSMENT OF DIAGNOSTIC PERFORMANCE

AMONG U.S. PHYSICIANS Souvik Chatterjee1; Sanjay Desai2; reza

manesh4; Shantanu Nundy3; Scott Wright1. 1jhusom, Baltimore, MD; 2Johns

Hopkins University, Baltimore, MD; 3University of Chicago, Chicag0, IL;
4jhusom, Bmore, MD. (Control ID #2941370)

BACKGROUND: Diagnostic reasoning is a fundamental skill in the practice

of medicine. The Institute of Medicine recently asserted that the "lack of focus

on developing clinical reasoning and understanding the cognitive contributors

to decision making represent major gaps in education across all health care

professions". However, objective tools to assess diagnostic performance are

lacking such that individuals cannot know about their actual proficiencies. The

goal of this study was to validate a crowdsourced score from a web-based

platform, called Human Dx, as an automated and objective diagnostic perfor-

mance assessment tool.

METHODS: This cross-sectional study used data from individuals who are

registered with Human Dx. When solving a case on Human Dx, users are

shown information sequentially; they enter and then refine their differential

diagnosis based on the available information - simulating real world patient

care. We retrospectively analyzed the performance of U.S. practicing 'general-

ist' physicians (internal medicine, family medicine, and emergency medicine),

residents, and medical students on 170 Human Dx case simulations. The

outcome measures studied included accuracy, efficiency, and a combined score

(Diagnostic Acumen Precision Performance; DAPP); the data was analyzed by

level of training and affiliation with a Top 25 National Institutes of Health

(NIH) funded medical school. To adjust for multiple comparisons, we used the

Tukey-Kramer method for pairwise comparisons among solver groups, and the

Bonferroni method for Top 25 institutions. To assess reliability, we calculated

the Cronbach's alpha between accuracy and efficiency, and intraclass correla-

tion coefficient (ICC) for Diagnostic Acumen Precision Performance. We used

the Spearman-Brown prophecy formula to calculate the ICC when multiple

solves were averaged.

RESULTS: Diagnostic performance as assessed by accuracy, efficiency, and

DAPP increased with level of training for the 1738 participants. Medical

students had the lowest accuracy, followed by interns, relative to residents

and attendings (p<0.0001). Attending physicians had higher efficiency

(p<0.003) and higher DAPP scores (p < 0.05) compared to residents, interns

and medical students. Attendings, residents, and interns affiliated with Top 25
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NIH funded universities had higher accuracy, efficiency, and DAPP scores

compared with non-affiliated peers (p< 0.0002).

CONCLUSIONS: While diagnostic performance has been presumed to im-

prove as physicians' clinical exposure increases, the scores generated by

Human Dx illustrate that diagnostic proficiency increases with experience.

This free, quantitative, and scalable diagnostic assessment tool allows for

individuals to solve many cases at their convenience which may result in

improved diagnostic skills for healthcare professionals. Beyond deliberate

practice, there might also be utility with respect to the summative assessment

of trainees.

ANALGESIC PRESCRIBING TRENDS IN VETERANSWITHOSTE-

OARTHRITIS: 2012-2017 Mark Trentalange1; Tessa Runels2; Andrew

Bean1; Matthew Bair4; Ula Hwang3. 1James J. Peters VA Medical Center,

Bronx, NY; 2James J Peters VA Medical Center, Bronx, NY; 3Icahn School of

Medicine at Mount Sinai, New York, NY; 4Richard L. Roudebush VAMedical

Center, Indianapolis, IN. (Control ID #2946849)

BACKGROUND: National attention is focused on the opioid epidemic and

associated untoward events such as hospitalizations and overdose deaths.

Recent studies demonstrate attenuation of opioid prescribing with adherence

to opioid safety initiatives. However, few investigations examine concurrent

patterns of non-opioid prescribing after institution of safer prescribing pro-

grams like the 10/2013 Veterans Health Administration system-wide Opioid

Safety Initiative (OSI).

METHODS: This is a pre-post observational study of a national cohort of

older US veterans (≥50 years) with the diagnosis of osteoarthritis (OA). All

analgesic prescriptions are tabulated over a five-year period (1/1/2012-12/31/

2016). To assess changes pre-post OSI implementation (inflection point, 10/

2013), standardized monthly rates for each analgesic class (Total, Opioid,

NSAID, Acetaminophen, Celecoxib, and Other Study Analgesics) are ana-

lyzed with quasi-Poisson regression: first with separate pre- and post-OSI

models (β), then with segmented regression models with overall slope, step,

and slope change (Δβ).

RESULTS: During the study period, 499,243 veterans with the diagnosis of

OA received 8,383,564 analgesic prescriptions. Pre-OSI, there was a rise in

Total analgesic prescribing rates (β=.011, p<.001), predominantly from Opi-

oids with contributions from NSAIDs and Other Study Analgesics. There was

a reduction in Total analgesic prescribing with a flat, non-significant slope in

the post-OSI era (β=0, ns). There was a concurrent decrease in Opioid

prescribing in the post-OSI period (β=-.004, p<.001) and increased prescribing

from the remaining categories, specifically for Acetaminophen (Δβ=.006,

p=.002) and Celecoxib (Δβ=.009, p<.001). Additionally, NSAIDs (Δβ=0,

ns) and Other Study Analgesics (Δβ=0, ns) continued increasing and appeared

unchanged by OSI policies.

CONCLUSIONS: While opioid prescribing has decreased, there has been a

compensatory increase in non-opioid analgesic prescribing in patients with OA.

ANALYSIS OF PATIENT-PROVIDER CONVERSATIONS TO AS-

SESS QUALITY OF SHARED DECISION MAKING ABOUT LUNG

CANCER SCREENING Alison Brenner; Shynah James; Teri L. Malo;

Marjorie Margolis; Maihan B. Vu; Jennifer Elston Lafata; Daniel S. Reuland.

University of North Carolina, Chapel Hill, NC. (Control ID #2944598)

BACKGROUND: The U.S. Preventive Services Task Force (USPSTF) and

other organizations recommend high-risk smokers be offered lung cancer

screening (LCS) using annual low-dose computed tomography. Because

LCS has both benefits and harms, these organizations also recommend shared

decision making (SDM) between providers and patients. Further, the Centers

for Medicare & Medicaid Services requires an SDM visit using a decision aid

in order to reimburse for LCS. However, many experts are concerned that the

quality of SDM will be poor. We aimed to assess the quality of SDM for LCS

in a sample of recorded clinical encounters.

METHODS: We searched a database of recorded and transcribed patient-

provider encounters collected from a national physician panel from April 1,

2014 through September 30, 2017. The initial sample included 1,100 conver-

sations between primary care physicians (PCPs) or pulmonologists and pa-

tients likely to be eligible for LCS based on age (55-75 years) and smoking

history. We searched transcripts electronically for keywords relevant to LCS

and then manually reviewed these transcripts to identify conversations about

LCS. Two authors independently reviewed audio recordings and transcripts,

coding for SDM using a validated 13-item scale (OPTION). Discrepancies

were resolved by consensus involving a third investigator. Items included

whether "screening" and "no screening" were presented as valid options

(equipoise), assessment of patient willingness to have further work-up of an

abnormal screen (work-up), and whether potential harms of LCS were

discussed in addition to benefits (harms). Items were scored as: 0=behavior

not observed; 1=minimal attempt exhibited; 2=behavior observed with mini-

mal skill level; 3=behavior exhibited to good standard; 4=behavior exhibited to

very high standard. For each conversation, the 13 items were summed to create

a total score (0-52). Coders also noted whether there was evidence that patients

viewed a decision aid.

RESULTS: Electronic searching yielded 69 transcripts containing LCS-

related keywords. On manual review, we identified 10 LCS conversations

and coded these for SDM. Of these, 5 involved PCPs and 5 involved

pulmonologists. Patients' mean age was 64 years and 50% were current

smokers. Average single item scores (range) included: equipoise 0.9 (0-2),

work-up 0 (0-0), and harms 0.1 (0-1) on the 4-point scale. Potential harms of

screening were mentioned in just one conversation, and this was rated as a 1

("minimal attempt"). The average total 13-item OPTION score was 4.0 (range:

1-9, mode: 1) on 0-52 scale. There was no evidence that any patient viewed a

decision aid.

CONCLUSIONS: In this small sample of recorded clinical encounters about

LCS, overall quality of SDM was poor and discussion of potential harms of

LCS was virtually non-existent. Future research should explore avenues for

improving SDM in practice, including the use of non-physicians trained to

engage patients in SDM using decision aids.

ANALYSIS OF PATIENTS' PERSPECTIVES REGARDING BREAST

CANCER RISK AND SCREENING IN AN INNER CITY COMMUNI-

TY HEALTH CENTER Ana I. Velazquez; Nina Nguyen; Carlos A.

Rodriguez; Alan Tso; Geeta Varghese. Mount Sinai Beth Israel, New York,

NY. (Control ID #2946762)

BACKGROUND: Breast cancer is the most frequent type of non-skin cancer

worldwide. In the US, the average lifetime risk of being diagnosed with breast

cancer is 12.4%. Despite multiple advances in therapies and screening, breast

cancer remains the most frequent cause of cancer death in women worldwide
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and the second most frequent cause of cancer death in the USA. Mammogra-

phy is the gold standard screening technique and the only imaging technique

that has been shown to decrease mortality and facilitates the use of early

treatment in multiple randomized trials. Hence, breast cancer screening with

mammography is recommended by multiple national and international socie-

ties with varying timing and frequency. Despite society recommendations and

propaganda, estimates show that only 71.5% of women in the USA and 78.6%

in NY state had a mammogram in the prior 2 years by 2015.

METHODS: In an effort to increase breast cancer screening rates, a 22

question survey was designed to identify patients' knowledge of mammogram

utility and indications, as well as breast cancer risk factors. The survey was

distributed in English and Spanish to all females older than 21 years old

visiting a primary care provider in our inner city community health center.

Data was collected over a 3-month period. Results were tabulated and analyzed

using Microsoft Excel.

RESULTS: Between January and March 2017, 171 females visiting their

primary care provider were surveyed. Patients' age ranged from 21 to 84 years

old, mean 47. 69% of our patients identified USA and territories as their

country of origin; the second largest population was Dominican in origin

(15%). 57% identified English as primary language and 39% identified Span-

ish as primary language. 66% percent (N=113) had a prior mammogram at

time of survey completion and 8.5% (N=14) reported family history of breast

cancer. Results of patients' perspectives of mammogram use and breast cancer

are included in Table 1.

CONCLUSIONS: Despite recommendations of screening mammograms the

rates of breast cancer screening remain low at 71.5% nationally. Our survey

results showmost women have deficient knowledge of breast cancer screening

recommendations and risk factors. This may be due to poor communication

between primary care physicians and patients, poor access to technology

(Television/internet) and healthcare, as well as varying patient education levels.

Efforts to increase access and education regarding breast cancer screening are

needed to improve screening rates and improve outcomes.

ANKYLOSING SPONDYLITIS AND RHEUMATOID ARTHRITIS

HOSPITALIZATIONTRENDS INTHEUS: DATA FROMNATIONAL

INPATIENT SAMPLE Paras Karmacharya1, 2; Pragya Shrestha3; Rashmi

Dhital4; DILLI R. POUDEL1. 1Reading Health System, West Reading, PA;
2Mayo Clinic, Rochester, MN; 3Reading hospital- Tower Health System,

Wyomissing, PA; 4Reading Hospital,West Reading, PA. (Control ID #2944948)

BACKGROUND: Ankylosing spondylitis (AS) imposes significant morbid-

ity and disability in the affected population. Hospitalization trends provide an

insight as to burden of disease and long-term data is lacking. We evaluated AS

related hospitalization trends in the US from 2001-13, comparing it to the more

common inflammatory arthritis- rheumatoid arthritis (RA).

METHODS: Using the Nationwide Inpatient Sample (NIS) data from 2009-

2011, we identified patients ≥18 years with AS and RA at primary diagnosis

positions based on ICD-9 codes 720.0 and 714.0, 714.2, 714.30-714.33

respectively. We also excluded patients with psoriatic arthritis and inflamma-

tory bowel disease to improve the specificity of codes used. We used the trend

weight (contained in the variable TRENDWT) supplied by HCUP to study the

annual trends of hospitalizations in AS and RA (2001-13). We used Stata

version 13.0 (College Station, TX) and Joinpoint regression analysis software

to calculate yearly trends.

RESULTS:NIS database from 2001-2013 contained 36,883 (weighted count,

N=175,356) patients with RA and 1377 (weighted count- 6,554) patients with

AS. A decreasing trend in AS and RA hospitalizations was noted with an

annual percentage change (APC) of 5.35 and 4.28 respectively (p<0.05).

CONCLUSIONS:While recent studies have shown a rise in incidence of AS,

the hospitalization rates have declined similar to RA. Our study findings may

reflect increased recognition of inflammatory back pain in the primary care

setting and prompt referral and diagnosis due to improved imaging techniques

of the spine and pelvis. Furthermore, the use of biologics, such as TNF and IL-

6 inhibitors have significantly improved outcomes.

ANTIBIOTIC STEWARDSHIP FOR UNCOMPLICATED UTIS IN

THE INPATIENT SETTING Elise Kochoumian1; Anand Shukla1; Rebecca

Mazurkiewicz2; Nazish Ilyas3. 1Lenox Hill Hospital, Flushing, NY; 2Lenox

Hill Hospital, New York, NY; 3Lenox Hill Hospital, New, NY. (Control ID

#2945735)

BACKGROUND: Uncomplicated urinary tract infections account for more

than 100,000 annual inpatient admissions. IDSA guidelines recommend

nitrofurantoin as first line therapy and recent FDA guidelines recommend

against fluoroquinolone use due to growing antibiotic resistance. Unfortunate-

ly, research shows sulfamethoxazole/trimethoprim and ciprofloxacin are still

commonly used to treat uncomplicated UTIs; therefore, we hypothesized that

our institutions' patients may not be receiving evidence-based empiric

antibiotics.

METHODS: We reviewed charts of patients 18 years of age and older

admitted to Lenox Hill Hospital with a diagnosis of uncomplicated UTI from

1/1/16-12/31/16. Males, diabetics, dialysis patients, anatomic/functional uro-

logic abnormalities, indwelling foley catheters or nephrostomy tubes, and

concomitant infections were excluded. Variables collected were age, present-

ing symptoms (dysuria, fever, nausea, altered mentation), urinalysis results,

urine culture growth and sensitivities, antibiotics administered, allergies, and

renal function. We analyzed gathered data for most common pathogens,

empirically administered antibiotics, antibiotic changes following urine culture

sensitivities, and pathogen sensitivities to sulfamethoxazole/trimethoprim, cip-

rofloxacin, and nitrofurantoin.

RESULTS: During this time period, 46 patients were admitted to Lenox Hill

Hospital with an uncomplicated UTI meeting inclusion criteria. The initial antibi-

otics given to these patients were: ceftriaxone 27 (59%), sulfamethoxazole/

trimethoprim 4 (9%), ciprofloxacin 9 (20%), and nitrofurantoin 1 (2%). Of the
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46 patients, 29 (63%) had urine cultures remarkable for pathogen growth and

antibiotic sensitivities. The remaining cultures were contaminated or had no/

insignificant growth. Of the patients that had available cultures, pathogens were

sensitive to nitrofurantoin 23 (80%), sulfamethoxazole/trimethoprim20 (68%), and

ciprofloxacin 17 (59%). Nine (20%) and 5 (11%) of these patients were

transitioned to sulfamethoxazole/trimethoprim and ciprofloxacin, respectively;

none were transitioned to nitrofurantoin.

CONCLUSIONS: At our institution, most hospitalized patients are not receiv-

ing nitrofurantoin as empiric treatment for uncomplicated UTIs. The etiology is

likely multifactorial. Our residents may be unfamiliar with the 2016 FDA

guidelines on proper use of antibiograms to guide management. Residents may

also be unaware of changes in AGS Beers Criteria such that nitrofurantoin is

permissible for patients with GFR >30. One study limitation is inability to

determine if patients were able to tolerate oral antibiotics. We believe there are

multiple ways to improve empiric antibiotic selection through resident education

and feedback. We have posted the most current antibiograms in each housestaff

workstation. We also plan to create a system to identify patients admitted with

uncomplicated UTIs in real time in order to promote appropriate initial manage-

ment and study the impact of our intervention.

ANTIDIABETIC DRUG USE AMONG US ADULTS WITH TYPE 2

DIABETES: A POPULATION-BASED ANALYSIS Phuc H. Le1; Alexan-

der Chaitoff1; Arthur McCullough1; Wen Ye2; William Herman2; Michael B.

Rothberg1. 1Cleveland Clinic, Cleveland, OH; 2University of Michigan, Ann

Arbor, MI. (Control ID #2942093)

BACKGROUND:Metformin is first-line type 2 diabetes (T2D) drug, but six

other drug classes differ in efficacy, hypoglycemia risk, weight change, car-

diovascular effects and costs. To understand prescribing patterns, we examined

trends in antidiabetic drug use in T2D patients by drug classes, cost, weight

effects and cardiovascular benefit.

METHODS:We used 2003-2014 National Health and Nutrition Examination

Survey (NHANES) data.We included people aged ≥18who had ever been told
they had diabetes, had an HbA1C >6.4%, or fasting plasma glucose >125 mg/

dL.We excluded pregnant women, those aged <20 on only insulin. Drugs were

categorized into 7 classes: metformin, sulfonylureas (SULFO),

thiazolidinediones (THIAZO), sodium-glucose cotransporter 2 (SGLT2),

glucagon-like peptide 1 (GLP-1), dipeptidyl peptidase 4 (DPP-4) inhibitors,

insulin. Drugs were classified as generics if there was ≥1 generic drug available
in the survey cycle. Other noninsulin drugs were classified as brandname.

Regular, NPH and premixed NPH/regular insulin were considered affordable.

Other insulin was considered expensive. Weight increasing drugs included

SULFO, THIAZO, and insulin; weight loss/neutral drugs were SGLT2, GLP-

1, and DPP-4. Prevalence by drug class and cost was estimated for 2-year

periods. Prevalence by weight effect was estimated aggregately for 2011-2014

and for those with metformin and ≥1 other drug. Prevalence of drugs with

cardiovascular benefit, canagliflozin and liraglutide, was estimated for 2011-

2014. We accounted for complex survey design.

RESULTS: Final sample was 5,243 patients. Proportion of patients with ≥1
drug increased from 58.9% in 2003-2004 to 67.2% in 2013-2014 (p<0.001).

Among treated patients, prevalence of metformin, DPP-4, insulin, and GLP-1

increased while that of SULFO and THIAZO declined. Use of noninsulin

brandname drugs decreased but use of expensive insulin increased. Weight

increasing drugs were used equally for obese and non-obese patients (74% vs

73%, p>0.05). Canagliflozin and/or liraglutide were used in 3.3% of patients;

none had heart disease.

CONCLUSIONS:Three most common drugswere metformin, sulfonylureas,

and insulin. Use of non-insulin generics increased; use of regular and/or NPH

insulin decreased. Use of weight increasing drugs was comparable between

obese and non-obese patients. No patients with heart diseases received drugs

with cardiovascular benefit.

ANXIETY, DEPRESSION AND USE OF ANXIOLYTIC AND ANTI-

DEPRESSANT MEDICATION AMONG UNDOCUMENTED IMMI-

GRANTS IN HCHS/SOL Jonathan Ross1, 2; Simin Hua2; Krista M.

Perreira3; David B. Hanna2; Sheila Castenada4; Linda Gallo4; Frank Penedo5;

Alvaro Camacho4; Wassim Tarraf6; Rosalba Hernandez7; Natan Vega Potler2;

Gregory A. A. Talavera4; Robert C. Kaplan2; Sylvia Wassertheil-Smoller2.
1Montefiore Medical Center, Bronx, NY; 2Albert Einstein College of Medi-

cine, Bronx, NY; 3University of North Carolina, Chapel Hill, Chapel Hill, NC;
4San Diego State University, San Diego, CA; 5Feinberg School of Medicine,

Chicago, IL; 6Wayne State University, Detroit, MI; 7University of Illinois,

Urbana, IL. (Control ID #2927618)

BACKGROUND: Hispanic/Latinos comprise approximately 85% of the

estimated 12 million undocumented immigrants in the United States (US).

Undocumented Hispanic/Latinos face unique barriers to health care and may

be at risk of adverse mental health outcomes, yet the burden of mental health

disorders in this population has not been well characterized. We aimed to

determine the association between undocumented immigration status and

anxiety, depression and use of anxiolytic or antidepressant medications in the

Hispanic Community Health Study/Study of Latinos (HCHS/SOL).

METHODS: HCHS/SOL is a population-based cohort study that includes data

on 16,415Hispanic/Latinos living in 4 regions of the US. For this cross-sectional

analysis, we used data on citizenship and visa status collected during follow-up

visits from 2015-2017 to categorize participants as US citizens, documented

non-citizens, or undocumented non-citizens.We defined anxiety as a score ≥5 on
the 7-item Generalized Anxiety Disorder scale or use of anxiolytic medication

and depression as a score ≥10 on the 10-item Center for Epidemiologic Studies

Depression Scale or use of antidepressant medication. Multivariate logistic

regression models controlling for sociodemographic and clinical characteristics

were used to estimate associations between undocumented status and anxiety,

depression and use of anxiolytic or antidepressant medications.

RESULTS: Of 8,931 participants with currently available data, we categorized

5,398 (60%) as citizens, 2,401 (27%) as documented non-citizens and 1,132

(13%) as undocumented non-citizens. Compared to citizens and documented

ABSTRACTS JGIMS116



non-citizens, undocumented non-citizens were younger (p<0.001) and were less

likely to have an annual household income >$30,000 (p<0.001), have health

insurance (p<0.001), report chronic stress (p<0.001) or report current alcohol use

(p=0.01). Undocumented non-citizens had lower prevalence of anxiety (29%)

compared to citizens (39%) or documented non-citizens (34%; p<0.001); similar

results were observed for depression (21%, 30% and 25%, respectively,

p<0.001). In adjusted analyses comparing undocumented non-citizens to citi-

zens, differences were not statistically significant for anxiety (adjusted odds ratio

[aOR] 0.86, 95% confidence interval [CI] 0.67-1.11) or depression (aOR 0.93,

95% CI 0.70-1.24). No significant differences in anxiolytic use were observed

among participants with anxiety; however, among participants with depression,

odds of antidepressant use were lower among undocumented non-citizens

compared to citizens (aOR 0.36, 95% CI 0.15-0.85).

CONCLUSIONS: In this large cohort of Hispanic/Latinos in the US, adjusted

odds of anxiety and depression among undocumented non-citizens were

similar to those of U.S. citizens. However, antidepressant use was substantially

lower among undocumented non-citizens, suggesting this group may be under

treated. Increasing awareness of this disparity among clinicians could improve

mental health outcomes for undocumented non-citizens.

APOL1 RENAL RISK VARIANTS ARE ASSOCIATEDWITH OBESI-

TYAND BODY COMPOSITION IN AFRICAN ANCESTRYADULTS

Girish N. Nadkarni1; Kezhen Fei2; Jim Wilson3; Richard Cooper4; Ebony

Madden5; Joshua Denny6; Lynne Richardson1; Martin Pollak7; Ruth Loos1;

Carol R. Horowitz2. 1Icahn School of Medicine at Mount Sinai, NYC, NY;
2Icahn School of Medicine at Mount Sinai, New York, NY; 3University of

Mississippi Medical School, Jackson, MS; 4Loyola University Medical

School, Chicago, IL; 5National Institutes of Health, Bethesda, MD; 6Vanderbilt

University, Nashville, TN; 7Harvard, Boston, MA. (Control ID #2944667)

BACKGROUND: Increased obesity prevalence among persons of African

ancestry (AAs) compared to persons of European ancestry (EAs) is clearly

linked to social, environmental and behavioral factors. To date, there are no

gene variants that are both common and significantly associatedwith obesity in

AA populations. We sought to explore the association between obesity related

traits and APOL1 risk alleles which confer a 10 fold increased risk of kidney

failure and are nearly exclusively found in AA people.

METHODS: In five cohorts of 11,930 self-reported AA adults, we tested associ-

ation of APOL1 risk alleles with body mass index (BMI), overweight and obesity.

We performed regression analyses in individual cohorts; random effect meta-

analysis on summary statistics, and tested associationwith refined body composition

traits in one cohort.We adjusted for age, sex, genetic African ancestry and estimated

glomerular filtration rate under both a recessive and additive genetic model.

RESULTS: The mean age across cohorts is 42-49 years; 58-75% are female.

Individuals with two APOL1 risk alleles (found in 14% of the AA population)

have 30% higher obesity odds compared to others (recessive model adjusted odds

ratio (aOR) 1.30; 95%CI 1.16-1.41; p= 2.75 x 10-6). An additive model better fits

the association, in which each allele (found in 47% ofAAs) increases obesity odds

by 1.13-fold (aOR 1.13; 95% CI 1.07-1.19; p=3.07x10-6) and increases BMI by

0.36 kg/m2 (~1 kg, for 1.7m height; P=2 x 10-4). APOL1 alleles are not associated

with refined body composition traits overall, but are significantly associated with

fat free mass index in women [0.30 kg/m2 increment per allele; p=0.03].

CONCLUSIONS:APOL1 alleles, found in nearly half of AA's, are associated

with BMI and obesity in an additive manner. These variants could, on their

own or interacting with environmental factors, explain a proportion of obesity

disparities.

ARCHES: ACUTE-TO-RECOVERY CARE IN HOSPITALIZED EL-

DERS STUDY S R. Greysen1; James D. Harrison2; Tiffany Chinn2; Charles

Rareshide3; Andrew Auerbach2. 1University of Pennsylvania, Philadelphia,

PA; 2Division of Hospital Medicine, University of California San Francisco,

San Francisco, CA; 3Penn Medicine Nudge Unit, Philadelphia, PA. (Control

ID #2931488)

BACKGROUND:Disruptions in sleep,mobility, and nutrition commonly occur

as part of routine hospital care may lead to "post-hospitalization syndrome." We

created the Acute-To-Recovery Care In Hospitalized Elders Study (ARCHES)

cohort study to measure these disruptions. Here, we report patients' initial 30-day

characterizations and their association with likelihood of 30-day readmission.

METHODS: ARCHES is a prospective, longitudinal cohort study of patients

(age 50 or older) admitted to a major academic medical center from Dec 2015-

May 2017. We excluded those unable to provide consent in English, patients

admitted under observation status or to the ICU, as well as patients who were

homeless or incarcerated. All patientswere enrolledwithin 24 hours of admission,

and administered a comprehensive assessment of functional status, sleep, and

fatigue on admission; a focused subset of questions was repeated daily until the

day of discharge (max 10 days) and thenw at 1, 3, 6 or 12months after discharge.

RESULTS:We enrolled 75 patients: average age 65.5 years, average length of

stay 4.8 days (IQR 1-28), 46 (61%) white Caucasian and 37(49%) female. At

the time of admission (baseline), most patients (87%) reported poor sleep but

good function (21% with any impairment) and nutrition (19% malnourished)

(Table 1). Most patients (82%) reported high symptom burden andmost (86%)

felt un-engaged in their care. Sleep remained poor during hospital stay with

100% of patients reporting hospital-specific disruptions (labs, meds, vitals) as

significant disruptions beyond their symptoms. Although levels of symptom

burden improved (overall decrease from 18.2 to 15.7, p<0.05) from admission

to discharge, levels of engagement remained poor (no significant change) and

function worsened (overall change from 5.5 to 7.3, p<0.001). Patients (n=11,

15%) who were readmitted within 30 days were more likely to have higher

symptom burden at discharge (increase from 18.1 to 21.3, p<0.1) but were not

different in terms of function, sleep, or engagement.

CONCLUSIONS: Disruptions in normal life routines during hospitalization

such as sleep and functionwere common in a cohort of older adults; low perceived

engagement in care and high symptom burden were also common. Of these

factors, only high symptomburdenwasmore common among readmitted patients.

ARE EMERGENCY PHYSICIAN OPIOID PRESCRIBING PAT-

TERNS ASSOCIATED WITH THE RISK OF LONG-TERM USE IN

VETERANS?Michael L. Barnett1; Xinhua Zhao3; Michael J. Fine3; Carolyn

T. Thorpe3; Joshua M. Thorpe3; Florentina Sileanu3; John P. Cashy3; Maria K.

Mor3; Anupam B. Jena2; Thomas R. Radomski3; Leslie R. Hausmann3;

Chester Good3;Walid F. Gellad3. 1Harvard T.H. Chan School of Public Health,

Boston, MA; 2Harvard Medical School, Boston, MA; 3VA Pittsburgh

Healthcare System, Pittsburgh, PA. (Control ID #2944234)

BACKGROUND: The crisis of opioid abuse and overdose continues unabat-

ed in the US. Prior research has shown that among opioid-naïve Medicare
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patients, even short opioid prescriptions in the emergency department (ED)

were associated with significantly higher rates of subsequent long-term opioid

use. To determine if these results were replicable in patients managed within an

integrated health system, we examined the extent to which variation in indi-

vidual ED physicians' opioid prescribing was independently associated with

long-term opioid use in veterans managed within the Veterans Health Admin-

istration (VA).

METHODS:We performed a retrospective analysis of patients receiving care

at all VA facilities nationally with an index ED visit in 2012 without any opioid

prescriptions in the prior 6 months. To reduce selection bias, we relied on the

fact that opioid-naïve patients are unlikely to choose their ED physician once

they have chosen a facility. We assigned patients to their emergency physician

of record and categorized physicians into within-hospital quartiles based on

their opioid prescribing rates in 2012. Our primary outcome was long-term

opioid use, defined as 6 months of days supplied, in the 12 months subsequent

to the ED visit. We compared rates of long-term opioid use among patients

treated by high- vs. low quartile prescribers, adjusting for patient characteristics

(age, sex, chronic conditions) and ED diagnoses with multivariable logistic

regression. We also examined common diagnostic subgroup of patients (e.g.

back/joint pain) for heterogeneous effects.

RESULTS: We identified 73,989 opioid naïve veterans managed by 397

lowest quartile ED opioid prescribers and 120,770 managed by 484 highest-

quartile prescribers. Patient characteristics were similar across both groups,

although some ED diagnoses such as back pain were more commonly seen by

high vs. low prescribers (6.2% vs. 4.7%). ED opioid prescribing rates varied

more than 3-fold between highest and lowest-quartile prescribers within hos-

pital (17.2% vs. 5.0%, p<0.001). The frequency of long-term opioid use was

slightly higher among Veterans treated by highest vs. lowest-quartile pre-

scribers (1.5% vs. 1.3%, p=0.08), but this difference was not statistically

significant after adjustment for baseline patient characteristics and ED diagno-

ses (adjusted OR 1.07, 95% CI 0.97-1.17). These results were similar across

subgroups of patients with similar ED diagnoses, such as back/joint pain and

chest pain.

CONCLUSIONS: Despite over three-fold variation in ED physician opioid

prescribing, similar to observations in Medicare, there was no significant

association among veterans between ED physician prescribing and the fre-

quency of long-term opioid use. These results suggest that the integrated nature

of the VA system, in contrast to generally fragmented care received by

Medicare beneficiaries, may reduce the likelihood of unnecessary continuation

of opioids despite large variation in initial exposure.

ARE MENOPAUSE SYMPTOMS RELATED TO INCREASED RISK

FOR CHRONIC PAIN AND OPIOID USE IN MIDLIFE? Carolyn J.

Gibson1; Yongmei Li1; Daniel Bertenthal1; Alison J. Huang2; Tessa Rife1;

Karen H. Seal1, 2. 1San Francisco VA Medical Center, San Francisco, CA;
2University of California, San Francisco, San Francisco, CA. (Control ID

#2945187)

BACKGROUND:Women are more likely than men to have chronic pain, to

be prescribed opioids, and to be prescribed opioids concurrent with sedative-

hypnotics, despite the increased risk for overdose presented by this combina-

tion. Rates of chronic pain and high-risk opioid use are highest among women

inmidlife, contributing to disability andmortality in this population. Disruptive

menopause symptoms common in midlife broadly affect health and well-

being, but their role in chronic pain and treatment decisions are poorly

understood. The objective of this study was to examine relationships between

menopause symptoms, chronic pain, and opioid use among midlife women

Veterans, a population at disproportionately high risk for these concerns.

METHODS: We examined national VA administrative data from women

Veterans aged 45-64 who had at least one VA outpatient visit during 2014

and/or 2015. We used ICD-9 codes and pharmacy data to categorize women

with menopause symptoms (symptom-related diagnoses on ≥2 clinical en-

counters and/or menopausal hormone therapy use), chronic pain (same or

similar pain diagnosis on ≥2 encounters spanning ≥90 days) and chronic pain

multimorbidity (criteria met for ≥2 unique pain diagnoses). Among those with

chronic pain, we also categorized long-term opioid use (prescribed oral opioids

for ≥90 days across observed period), concurrent opioid and sedative-hypnotic
use (co-prescription of long-term opioids and benzodiazepines or non-

benzodiazepine sedative-hypnotics), and high-dose opioid use (<50 mg aver-

age morphine equivalent daily dose). Multivariable logistic and ordered logis-

tic regression models were used to examine associations between menopause

symptoms with chronic pain and opioid-related outcomes, adjusting for age,

race, body mass index, mental health diagnoses (depression, posttraumatic

stress disorder, and/or anxiety disorders), and substance use disorders (alcohol

use and/or other substance use disorders).

RESULTS: In this sample of 200,901 women Veterans (mean age 54.3 ±5.4

years), 26% had documented menopause symptoms, 52% had chronic pain,

and 22% had multiple chronic pain diagnoses. In multivariable analyses,

women with menopause symptoms had higher odds of being diagnosed with

chronic pain (OR 2.03, 95%CI 1.98-2.07); having chronic painmultimorbidity

(OR 2.01, 95%CI 1.97-2.05); or being prescribed long-term opioids (OR 1.55,

95% CI 1.51-1.59), concurrent opioids and sedative-hypnotics (OR 1.62, 95%

CI 1.58-1.66), or high-dose opioids (OR 1.29, 95% CI 1.24-1.34).

CONCLUSIONS:Among midlife women Veterans, documented menopause

symptoms were associated with a substantially increased risk of chronic pain,

long-term opioid use, and high-risk opioid use, independent of age, mental

health diagnoses, and other known risk factors. These findings raise the

possibility that menopause symptoms are an under-recognized indicator of

risk for chronic pain and high-risk opioid use.

ASSESSINGACOMMUNITYHEALTHWORKER-LEDOVERDOSE

EDUCATION AND NALOXONE DISTRIBUTION PROGRAM IN

BRONX, NEW YORK Tiffany Lu1; Yaritza Holguin2; Chinazo Cunning-

ham1. 1Albert Einstein College of Medicine & Montefiore Medical Center,

Bronx, NY; 2Bronx Community Health Network, Bronx, NY. (Control ID

#2946581)

BACKGROUND: Opioid overdose deaths are increasing alarmingly in the

U.S. Naloxone is a potent opioid antagonist that can be safely administered by

laypersons to reverse overdose. Overdose education and naloxone distribution

programs (OEND) that focus on opioid users can help reduce overdose deaths.

However, it is not known if expanding OEND to the public could reduce

mortality beyond the benefits of targeting opioid users. We piloted a commu-

nity health worker (CHW)-led OEND aimed at the public in Bronx, NewYork,

where overdose death rates are among the highest in the country. We sought to

examine the characteristics and experiences of OEND participants, and assess

if they were positioned to witness and reverse potential overdoses in the

community.
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METHODS: We conducted a cross sectional study among persons who

received OEND from a CHW-led program in the Bronx between September

to November 2017. The CHW was employed by the local academic medical

center and distributes naloxone under a non-patient specific standing order.

OEND events were accessible to the public within the medical center (com-

munity health center waiting rooms) and outside the medical center (health

fairs, greenmarkets, and community service organizations). For each event, the

CHW set up a table and offered overdose training and naloxone kits to any

person who voluntarily approached her. All OEND participants were asked to

complete a short questionnaire that explored demographic characteristics,

experience with witnessing overdose, reasons for obtaining naloxone, prior

knowledge of naloxone, and confidence in using it for future overdose rescue.

Descriptive statistics and Chi-square tests were used in data analyses.

RESULTS: Over a four-month period, the CHW provided OEND to 133

persons at 5 health centers, 2 fairs, 1 market and 1 service organization. 119 of

participants (90%) completed questionnaires. Most were middle-aged (mean

51± 13 yrs), female (72%) and racial/ethnicminorities (62%Hispanic and 36%

Black). Over half (52%) reported having witnessed overdose in the past, and a

similar proportion (51%) obtained naloxone kits due to worry that someone

they know or themselves will overdose. Many (39%) had not heard of nalox-

one prior to CHW training, and only some (30%) had heard of naloxone from

health care providers. Those who received OEND within the medical center

were more likely to be hearing about naloxone for the first time compared to

those outside of the medical center (56% vs 25%, p=0.001). The majority

(79%) reported being confident in using the take-home naloxone kit for future

overdose rescue.

CONCLUSIONS: Our CHW-led OEND reached laypersons likely to have

witnessed overdose and are seeking naloxone to reverse potential overdoses in

their communities. The program also reached many who had not received

OEND elsewhere, including those engaged with themedical system but did not

access naloxone through health care providers. Future work that examine the

effectiveness of OENDs targeted at the public is needed.

ASSESSING BIAS IN PROBLEM-BASED LEARNING CURRICU-

LUMTHROUGHACOMMUNITY LENSMackenzie L. Garcia1, 4; Nikki

D. Bloch1, 4; Meryl D. Colton1, 4; Gregory White4; Janet Meredith2, 3; Rita

Lee2; Community and Students Together Against Healthcare Racism (C-

STAHR)4. 1University of Colorado, DENVER, CO; 2University of Colorado,

Aurora, CO; 32040 Partners For Health, Aurora, CO; 4C-STAHR, Aurora, CO.

(Control ID #2939412)

BACKGROUND: Identity-based bias in medical education contributes to

discrimination in healthcare and health inequities. Community-Students To-

gether Against Healthcare Racism (C-STAHR) was developed in 2011 to

combat healthcare racism using community-based participatory research. At

the University of Colorado School of Medicine (CUSOM), we evaluated the

problem based learning (PBL) curriculum for identity-based bias with the

guidance of C-STAHR.

METHODS: Community participants were recruited for focus groups via

snowball sampling. Participants evaluated PBL cases through a quantitative

survey adapted from an education tool on curricular bias and prior community

focus group data and a qualitative discussion. Three evaluators (2 per transcript)

coded focus group transcripts using an initial codebook produced from the data

with iterative code generation. A thematic model was developed from emergent

themes. Survey responses were assigned values based on an ideal answer (4=least

bias, 1=most bias) to generate Percent of Ideal Bias Scores (PIBS)—higher

percentage indicates less perceived bias. Scores for each case were averaged.

RESULTS: Six focus groups (41 participants, mean 6.8 per group) were

conducted. Five cases per focus group and 15 unique cases were reviewed-

each case reviewed by 2 focus groups. Participant demographics are: 56%

African American, 12% Biracial, 7% Latino, 5% White, 20% no response;

61% cis-female, 17% cis-male, 5% trans-female, 17% no response. Average

case PIBS was 70.4% (60.0-82.5%). Lowest scores were for cases with

uninsured and/or Latino patients, highest scores for unspecified race or White

patients. Thematic model is depicted below. Community participants identified

discriminatory care, assumptions based on identity, andmissed opportunities to

address important patient needs as key themes.

CONCLUSIONS: PBL cases included several incidences of identity-based

bias that may perpetuate harmful stereotypes and implicit bias of future

physicians. These findings represent a larger need to evaluate and address

issues around bias and representation in medical education curricula.

ASSESSING PRACTICE READINESS FOR THE NEW HYPERTEN-

SION GUIDELINES: MORE THAN AWEEK'S WORTH OF WORK

James L. Wofford1; Claudia L. Campos1; Carolyn F. Pedley2; Robert Bloom-

field3. 1Wake Forest University, Winston-Salem, NC; 2Wake Forest, Winston-

Salem, NC; 3Evergreen Internal Medicine, Winston-Salem, NC. (Control ID

#2944021)

BACKGROUND: Assessing the level of blood pressure (BP) control for an

ambulatory practice is increasingly important in quality monitoring that may

ultimately influence reimbursement. However, new ACC/AHA hypertension

guidelines encouraging tighter BP control for known hypertensives and med-

ication initiation at lower levels of BP are not consistent with more relaxed

MACRA/MIPS quality parameters. In the face of changing guidelines and

quality metrics, we sought to examine the level of hypertension control in our

practice and to estimate the increase in number of drugs that would be required

to achieve more aggressive treatment targets.

METHODS: During a one-week audit at our urban academic-affiliated

mixed-clinician primary care clinic, we performed chart review to collect
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demographics, blood pressures (as assessed by the intake nurse), co-

morbidities and BP medication use for all return patients. We used two

thresholds of BP control 130/80 recommended by ACC/AHA guidelines,

and 140/90 (MACRA/MIPS criteria) to assess level of control.

RESULTS: For the 5-day period (Nov 1-7, 2016), 282 patients were seen as a

return clinic visit to one of 38 clinicians (5 attendings, 4 APPs, 29 residents).

57%(160/282) had hypertension documented on their EMR problem list with a

higher rate for seniors (>65) (76%vs 50%, respectively) but similar rates by gender

(58% females, 54%males). 65%(183/282) of all patients had BP greater than 130/

80, and 48%(129/282) greater than 140/90. Of the 160 patients with documented

HTN, 75% (120/160) had BPs >130/80, and 57.5% (92/160) >140/90. 29% were

on one medication, 37% on two, 19% on three, and 12% on >3 medications.

Average number of BP medications for those with documented HTN was

2.1(+1.1) overall, and 2.2 (+1.2) for those with BP <130/80, and 2.1 (+1.2) for

those with BP <140/90. Of the 120 patients without the diagnosis of hypertension,

50%(60/120) were >130/80 and would need to start HTN drugs, and another

50%(60/120) would need CVD risk calculation in order to determine need for

additional BP medications. Using the 140/90 target would indicate only 36

additional patients to start BP meds

CONCLUSIONS: The current level of blood pressure control in this practice

is inadequate, and new HTN guideliens will challange the practice to consider

such as EMR-leveraged, protocol-driven strategies In this practice there is

more work to do in escalating medication regimens for existing HTN patients

than in inititating medications for untreated patients.

ASSESSING THE CLIMATE OF DIVERSITY AND INCLUSION IN

AN ACADEMIC TRAINING ENVIRONMENTAmanda Wright1; James

D. Harrison1; Sarah Schaeffer2. 1University of California San Francisco, San

Francisco, CA; 2University of California, San Francisco, San Francisco, CA.

(Control ID #2946746)

BACKGROUND: Residency programs have increasingly recognized the

importance of fostering a diverse group of trainees to meet the needs of their

patients. It is equally imperative that we address the climate in which diverse

residents train. In this study, we seek to evaluate the cultural climate, experi-

ences of perceived discrimination or bias, and assess comfort with addressing

these events among residents in an academic internal medicine program.

Identifying this information will ultimately inform efforts to create a more

inclusive environment for all residents.

METHODS: A 25-item questionnaire was adapted from the Perceived Rac-

ism Scale and the Everyday Discrimination Scale, along with questions to

elucidate sources and types of discrimination, and cultural climate pertinent in

the academic training environment. The survey was administered electronical-

ly to all internal medicine residents at the University of California San

Francisco. At the survey conclusion, demographic information was collected

anonymously from all participants. Individual responses were then analyzed

using STATA ® and presented as percentages of total responses.

RESULTS: Thirty percent of residents completed the questionnaire (55/182).

The breakdown of gender, race/ethnicity, and year in training among respon-

dents was representative of the demographics of the larger residency class.

60% of residents reported experiencing discrimination in the past year. Of

those residents; 52% reported gender or gender identity based discrimination,

45% noted race/ethnicity bias, and 30% felt discriminated against based on

their citizen status. Sixty nine percent of residents felt that patients were

frequently the source of discriminatory conduct. While 78% and 71% of

residents felt comfortable speaking out against perceived discrimination to-

wards patients and colleagues, respectively, only 29% felt comfortable speak-

ing out about perceived discrimination against themselves. Even fewer felt

comfortable reporting discriminatory incidents towards patients (50%), col-

leagues (42%), or themselves (16%). 43% felt reluctant to bring up discrimi-

nation issues for fear that it would affect their performance evaluations.

Seventy-two percent of residents felt discrimination in the training environ-

ment affected their wellbeing, and only half were aware of university resources

around diversity, equity, and inclusion. Encouragingly, 78% of residents agreed

that the program values a diverse residency, 67% agreed the program values a

diverse faculty, and 83% felt the program values them as an individual.

CONCLUSIONS: Few residents feel comfortable speaking up about and

reporting discrimination against themselves. These findings highlight the

importance of ongoing research into the most appropriate way to manage

discrimination targeted at residents from patients, families and staff.

ASSESSING THE EFFECT OF PATIENT RACE/ETHNICITY ON

SUPPLEMENTAL IMAGING FOR BREAST CANCER SCREENING

IN WOMEN WITH DENSE BREASTS Charlotte Ezratty; Suzanne S.

Vang; Jordonna Brown; Lina Jandorf; Jenny J. Lin. Icahn School of Medicine

at Mount Sinai, New York, NY. (Control ID #2928979)

BACKGROUND:Mammography is limitedwhen analyzing dense breasts, as

breast density masks underlying cancers, and women with dense breasts

experience higher rates of cancer that manifest within a year of a normal

mammogram. As such, recent legislation in 27 states has mandated patient

notification of breast density to identify women who may benefit from sup-

plemental imaging. Decreased participation in breast cancer screening has been

implicated in higher mortality rates as well as later stage diagnoses among

minority women.We undertook this study to assess whether there is a disparity

in supplemental image ordering for women with dense breasts.

METHODS:Weconducted a retrospective, observational cohort study of women

aged 50-75 from an academic medical center who had completed a screening

mammogram between 2014 to 2016 that was read as BIRADS-1 with heteroge-

neously or extremely dense breasts or BIRADS-2 with extremely dense breasts.

Data was abstracted on type and ordering provider for supplemental imaging tests

ordered. Baseline characteristics such as age, race/ethnicity, insurance and family

history of breast cancer were recorded. Women who self-reported being of His-

panic ethnicity were classified as Hispanic, regardless of race. We used univariate

and multivariate logistic regression to assess for differences by race/ethnicity for

supplemental image ordering.

RESULTS: Three hundred twenty-six patients met inclusion criteria. Mean

age was 56 years; 25% were white, 30% were African American, 6% were

Asian, 27% were Hispanic, and 14% unknown.149 patients (46%) had private

insurance and 177 (54%) had public insurance (Medicare and/or Medicaid).

Overall, 222 (68%) mammograms were read as BIRADS-1, 104 (32%) were

BIRADS-2, 136 (42%) were read as extremely dense, and 190 (59%) as

heterogeneously dense. One hundred eleven (34%) women had a family

history of breast cancer. Seventy-nine (25%) women were ordered supplemen-

tal ultrasounds after initial screening mammogram. Of these, 45% were white,

15% were African American, 26% were Asian, and 10% were Hispanic.

African Americans and Hispanics were less likely to have supplemental

imaging ordered compared to whites (15% and 10%, vs. 45%, p<0.0001).
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After controlling for patient age, ordering physician specialty, insurance,

BIRADS score, breast density, and family history of breast cancer, African

American and Hispanic women remained less likely to receive supplemental

imaging (Odds Ratio [OR]: 0.38 [95% confidence interval (CI): 0.17-0.85] and

OR: 0.24 [95% CI: 0.10-0.61], p<0.0001).

CONCLUSIONS: Despite increased cancer risk, there are currently no rec-

ommendations or guidelines for supplemental imaging for women with dense

breasts. Further research should investigate physician and patient behaviors to

determine potential barriers in supplemental imaging for minority women with

dense breasts. Understanding these differences may help reduce disparities in

breast cancer mortality.

ASSESSING THE FACTORS THAT LEAD TO HIGH ACUTE CARE

UTILIZATION FOR VETERANS IN THE HOMELESS PATIENT

ALIGNED CARE TEAM Meghana Ghattu1; David Rosenthal2. 1Frank H.

Netter MD School of Medicine, Piscataway, NJ; 2Yale New Haven, New

Haven, CT. (Control ID #2943614)

BACKGROUND: In 2009 the Department of Veterans Affairs set an ambi-

tious strategic goal to end homelessness in Veterans. One method was to

establish a specialized model of primary care, called the Homeless Patient

Aligned Care Team (H-PACT), with now over sixty clinics around the country

providing to the unique needs of the homeless Veteran population. The purpose

of the H-PACT is to provide a comprehensive medical home for homeless

patients with specialized access and teams that enable them to receive medical

and social services in order to bring them out of homelessness. The H-PACTat

the Errera Center in Connecticut currently supports hundreds of homeless

veterans, and provides them with primary health care, mental health care,

substance abuse rehabilitation, housing assistance, legal assistance, and other

community care. Despite these efforts there are patients who continue to utilize

acute care at very high levels, these "super-utilizers" are patients who account

for a disproportionate cost of medical care. Studying the trend in their utiliza-

tion, the cost of care, and the services providedmay shed some light in figuring

out what can be done to prevent inappropriate use of emergency services.

METHODS: In this study, we followed the journey of one particular "super-

utilizer", who was being managed for chronic co-morbid medical conditions,

drug addiction, and housing insecurity. A retrospective analysis was conducted

based on chart information from the electronic medical records of the West

Haven Veterans Association hospital system.

RESULTS: The patient file indicated that in the 33 months that he was in the

VHA system he had 125 emergency room visits at the West Haven VA, along

with countless undocumented visits to Yale NH and St. Raphael's emergency

room. Chart information indicated that the majority of these emergency room

visits resulted in imaging studies, but no underlying etiology was found to

support the chief concern. There was no trend detected while stratifying based

on the housing or substance abuse status of the patient. Many factors may have

contributed to the repeated non-emergent emergency service utilization, but

despite intensive efforts to quell the visits, one variable that stood out was the

perceived loneliness by the patient.

CONCLUSIONS: Loneliness has been associated with chronic medical con-

ditions, and high health care utilization especially among older individuals.

Although our patient is in the younger cohort his unstable personal life and

homeless statue has left him feeling very socially isolated. This feeling of

social isolation has materialized in somatization disorder and frequent

emergency room visits. Addressing and mitigating the factors that lead to

social isolation may be the solution to preventing high utilization in patients

with intensive care management already underway.

ASSESSMENTOFA REMEDIATION PROCESS ON STUDENTOUT-

COMES IN A COMBINED AMBULATORY MEDICINE & PEDIAT-

RICS CLERKSHIPAmar Kohli; Aimee B. Biller; Michael Elnicki. Univer-

sity of Pittsburgh, Pittsburgh, PA. (Control ID #2943890)

BACKGROUND: Reflecting the importance of remediating learners, both the

Accreditation Council for GraduateMedical Education (ACGME) and the Liaison

Committee on Medical Education (LCME) have directed medical educators to

address the remediation of their learners. At our institution, students with single

failures in clerkships retake exams after a period of self-study. Students who fail

more than one component of the clerkship, or one component twice, enter the

remediation process. The processwas initiated in 2013.We sought to determine the

benefits of a structured remediation program over self-study.

METHODS: The Combined Ambulatory Medicine Pediatrics Clerkship

(CAMPC) is a required, clerkship for University of Pittsburgh medical students.

The clerkship's assessment consists of: an NBME Subject exam, an OSCE and

descriptive clinical evaluations. Remediating students meet with a member of the

CAMPC committee who serves as a "coach" for the experience. Students receive a

defined reading and assignment list that is supervised and reviewed by the coach.

Remediating students participate in clinics, at a reduced pace, for 4 additional

weeks. Students retake the components of CAMPC assessment that were previ-

ously failed, and provide feedback on the remediation program on a 5-point Likert

scale (5 = best). In this retrospective cohort analysis, we hoped to analyze the

perceived and objective benefits of remediation.

RESULTS: There have been 30 failures on CAMPC since the inception of the

remediation process. Of these, 10 students had multiple failures and received

remediation. In the remediation group, failures were due to Subject exams

(60%), OSCE failures (30%) and clinical failures (10%). After remediation, no

students failed retake exams. In the remediation group 6/10 completed evalu-

ations of the program. Students felt that it was well organized (3.8/5). Students

felt their professional development benefited from the remediation (3.8/5).

When comparing the 20 single failure students to the 10 remediation students,

their ultimate exam scores, were not statistically different 63.4% vs. 67%,

p=0.17. However, when looking at the change in scores from initial failure to

final passing score, the remediation group had a significantly greater improve-

ment than the single failure group (12.3 vs. 5.5%; p< .01).

CONCLUSIONS: Our retrospective analysis indicates that students who

underwent remediation found the experience both beneficial to their growth as a

medical student as well as their knowledge. There was objective benefit for

students who underwent remediation. The remediation process on our ambulatory

clerkship appears to have provided tangible benefit to students with multiple

examination failures. Our remediation program followed accepted pedagogical

processes and was acceptable to learners. Because of its success, the clerkship will

implement the remediation process for all students failing a portion of the course.

ASSESSMENT PROTOCOL FOR SWALLOWING FUNCTION AF-

TER ASPIRATION PNEUMONIA REDUCES ASPIRATION AND

CHOKING Yohei Kanzawa; Hiroyuki Seto; Naoto Ishimaru; Saori Kinami.

Akashi Medical Center, Akashi, Japan. (Control ID #2941506)
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BACKGROUND: Aspiration pneumonia has increased in Japan, where there

are many elderly citizens. Experts on swallowing, however, are insufficient.

Some non-expert doctors may stop oral intake for an overly long period. Others

may restart intake of food inadequately for fear of aspiration or choking. We

evaluate whether the protocol could decide the safe and timely restart of

adequate food intake for patients with aspiration pneumonia.

METHODS: We conducted a retrospective case-control study of adult patients

(≥18 years) with aspiration pneumonia admitted to our hospital (Akashi, Japan,

local pop. approx. 300,000) between April 2015 and November 2017, comparing

two groups.Wemade the assessment protocol for swallowing function referring to

practical guideline for dysphagia in Japan. Control group included patients before

the protocol began, between April 2015 and September 2016. Protocol group

included patients after the start of protocol, between October 2016 and November

2017. Excluded were patients unable to eat due to severe dysphagia, patients

depending on artificial nutrition (gastrostomy or total parenteral nutrition) and

patients who died during hospitalization. We counted days until oral intake and

occurrences of aspiration and/or choking. We also counted duration of hospitali-

zation and scored patient swallowing function with Functional Oral Intake Scale

(FOIS). We analyzed differences between categorical variables by Fisher's exact

test and continuous variables by Wilcoxon-Krunskal-Wallis test.

RESULTS: Aspiration pneumonia was confirmed in 102 patients, (control: 45,

protocol group: 57). Mean ages of the patients were 82.9 ± 12.3 years and 82.9 ±

14.0 years in control and protocol groups, respectively. Duration of days until oral

intake in the two groups was 1.66 days and 2.07 days, respectively (P = 0.16).

Adverse events of aspiration or choking were less frequent in the protocol group

(control and protocol group, respectively, 16 and 5,OR5.74, P<0.001).Duration of

hospitalization was 15.8 ± 1.54 and 15.9 ± 1.47, respectively (P = 0.95). The

change of FOIS was 1.44 ± 0.25 and 1.16 ± 0.14 respectively (P= 0.86).

CONCLUSIONS: Aspiration and/or choking decreased significantly. The

duration of days until initiation of oral intake, however, was not significantly

different. The change of FOISwas also not significantly different. Doctors who

assess swallowing function using the protocol might carefully begin oral intake

and decide adequate meals. The assessment protocol might reduce choking

and/or aspiration. This protcol may useful in hospitals without access to experts

on swallowing function.

ASSISTING INTERNATIONAL CURRICULUM TRANSITION: LES-

SONS LEARNED Amar Kohli; John Mahoney; Michael Elnicki. University

of Pittsburgh, Pittsburgh, PA. (Control ID #2937994)

BACKGROUND: The Nazarbayev University School of Medicine

(NUSOM), is part of Nazarbayev University (NU) located in Astana, Kazakh-

stan. In 2013, NU selected the University of Pittsburgh School of Medicine

(UPSOM) to guide the development of NUSOM and to model it after

UPSOM's curriculum. Faculty members teaching in the medical school were

asked to help develop the NUSOM curriculum, and some were asked to travel

to NUSOM to provide hands on instruction. The goals of this study were to

interview the faculty who asked to participate in the UPSOM-NUSOMproject.

We planned to assess motivations for accepting or rejecting the offer to

participate. For those accepting the offer, we assessed what benefits were

gained, personally and professionally. These themes will help to guide future

experiences with the co-development of professional schools.

METHODS: A one on one open ended interview, qualitative study was

conducted. In total 19 faculty members from UPSOM agreed to participate

in the interview process. Interviews lasted 30 minutes and were conducted by

an administrative assistant. Interviews were digitally recorded, transcribed and

reviewed by a second author independently. Two authors independently coded

the transcripts and analyzed them for common themes.

RESULTS: All 19 interviews were coded. Faculty who agreed to participate

believed that reviewing their home courses improved them overall. One faculty

member noted, "going through the entire pulm course…with fresh eyes…I

could see some overlaps, holes. I could see jumps in logic where they launch

from step A to step B…all the way to G…And a second-year student is [just]

not going to understand that gap." Most noted that after working on the project

they had an increased sense of altruism, particularly to the medical education

community. They also felt that they themselves had improved as both leaders

and educators. Some interviewees felt angst in providing the curricula that they

had worked hard to build. Faculty members felt that one large challenge was

being away from their families, "I guess the hardest part was just being away

from my family for a week..." However, the role of new technologies, like

Skype, allowed easier communication and sharing of ideas.

CONCLUSIONS: This qualitative study highlights the emotions and out-

comes of faculty during the process of creating an internationally affiliated

medical school. The faculty at the UPSOM devoted both time and educational

material to make the project a success. Faculty members were rewarded by

improving their curriculum for future medical students. They did note that

having a tangible reward for devoting their time would have been ideal. Time

constraints and distance from home were the main challenges felt by partici-

pating faculty. This was the primary reason others declined. Although many

eagerly participated in the project, faculty members expressed concerns.

Transparency regarding expectations and the degree to which participants

would be expected to help may have assuaged these fears.

ASSOCIATION BETWEEN AREA RESOURCES AND BODY MASS

INDEX: AMULTI-LEVELMACHINELEARNINGANALYSIS Seth A.

Berkowitz1; Sanjay Basu2; Atheendar Venkataramani5; Gally Reznor4; Eric

Fleegler3; Steven J. Atlas4. 1UNC School of Medicine, Chapel Hill, NC;
2Stanford University, Stanford, CA; 3Boston Children's Hospital, Boston,

MA; 4Massachusetts General Hospital, Boston, MA; 5University of Pennsyl-

vania, Philadelphia, PA. (Control ID #2929016)

BACKGROUND: Individuals with unmet basic needs, such as food insecu-

rity and housing instability, face increased risk for high body mass index

(BMI). Strategies to address social needs may include linking patients to local

resources (e.g., food pantries). However, the association between availability

of these resources and BMI is unknown.

METHODS:We addressed three questions regarding area resources and BMI: 1)

What is the appropriate geographic level to study this association? 2)What types of

resources are associated with BMI? 3) Do these associations persist after adjusting

for other individual and area-level characteristics? Individual-level health data were

obtained from an adult primary care network in Massachusetts, 2012 to 2015.

Area-level resource data were obtained from HelpSteps asset mapping database

and grouped by census tract, ZIP code, ‘neighborhood' designation (e.g., Allston or

Roxbury), and county. Resources were assigned to 15 non-mutually exclusive

categories that provided help with: health, housing, food, employment, violence,

substance use, mental health, education, parenting, nutrition, after school, sexual

health, transportation, diabetes, and care transitions. We randomly partitioned the

data into derivation and testing cohorts. We used a machine learning technique,
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variable selection using random forest (VSURF), in the derivation cohort. VSURF

creates a ‘forest' by drawing 2000 random samples and, in each one, creates a

decision ‘tree' that best explains variations in BMI based on variations in resources.

This identifies which resources at what geographic level are most strongly associ-

ated with BMI. We then used the testing cohort to study the association between

BMI and selected area resources, adjusting for individual (age, gender,

race/ethnicity, education, insurance, number of clinic visits, language, and comor-

bidities) and area characteristics (median household income, poverty concentration,

‘food desert' status, unemployment, and residential segregation). We used multi-

level linear mixed models with clinic- and ZIP code-level random effects.

RESULTS: 109,517 patients were included, withmean BMI of 27.8 (SD: 6.2).

Three ZIP code-level resources were selected by the VSURF approach: food,

employment, and nutrition resources. These resources remained associated

with significantly lower BMI after adjusting for individual-level and area-

level factors (p=.001, .04, and .02, respectively, Table). No census tract,

neighborhood, or county-level resources were selected.

CONCLUSIONS: ZIP-level food, employment, and nutrition resources were

associated with clinically meaningful BMI differences. Programs that invest in these

area resources may be an important way to improve BMI for vulnerable patients.

ASSOCIATION BETWEEN AWARENESS OF PUBLIC SUBSIDIES

AND RECOMMENDATIONS FOR CHILDHOOD VACCINATIONS

AMONG PRIMARY CARE PHYSICIANS IN JAPAN Yuta Sakanishi1;

Yosuke Yamamoto2, 3; Megumi Hara1; Norio Fukumori1; Tesshu Kusaba4;

Keitaro Tanaka1; Takashi Sugioka1; Shunichi Fukuhara2, 5. 1Saga University,

Saga, Japan; 2Kyoto University, Kyoto, Japan; 3Institute for Advancement of

Clinical and Transitional Science (IACT), Kyoto University Hospital, Kyoto,

Japan; 4The Hokkaido Centre for Family Medicine, Sapporo, Japan; 5Center

for Innovative Research for Communities and Clinical Excellence, Fukushima

Medical University, Fukushima, Japan. (Control ID #2927116)

BACKGROUND: Primary care physicians care for all generations from children

to the elderly, and play a key role in childhood vaccination as vaccine providers as

well as pediatricians. Although public subsidies and physician recommendations

for vaccination play key roles in increasing coverage of childhood vaccinations, the

association remains uncertain. This study aimed to identify the association between

awareness of the public subsidy and recommendations forHaemophilus influenzae

type b (Hib), Streptococcus pneumoniae (PCV), and human papillomavirus (HPV)

vaccinations among primary care physicians in Japan.

METHODS: In 2012,we conducted a cross-sectional studywith data drawn from

a questionnaire survey mailed to 3000 randomly selected physician-members of

the Japan Primary Care Association. From the questionnaire, participants were

limited to physicians who administered childhood vaccinations. Main measures

were participants' awareness of public subsidies and recommendation levels for

Hib, PCV, and HPV vaccines. Multiple logistic regression analysis was performed

to investigate the association between awareness and recommendation with adjust-

ment for possible confounders; full subsidy, physician's gender, postgraduate year,

whether proportion of children in daily practice is over ten percent or not,

experience raising children for multivariate analysis.

RESULTS: Respondents were 743 and the respond rate was 25.8%, 434 were

included as analysis subjects. The proportions that reported awareness of the

public subsidies were 75.3% for Hib, 72.4% for PCV, and 89.6% for HPV. The

proportions that recommended vaccinations were 57.1% for Hib, 54.2% for

PCV, and 58.1% for HPV. For each vaccine, multivariable analyses showed

physicians who were aware of the subsidy were more likely to recommend

vaccination than those who were not aware: the adjusted odds ratios were 4.21

(95% confidence interval [CI] 2.47-7.15) for Hib, 4.96 (95% CI 2.89-8.53) for

PCV, and 4.17 (95% CI 2.00-8.70) for HPV.

CONCLUSIONS: Primary care physicians' awareness of the public subsidies

was associated with their recommendations for the Hib, PCV, and HPV

vaccines. Provision of information about public subsidies to primary care

physicians may increase their recommendations for vaccines.

ASSOCIATION BETWEEN CLINIC CHARACTERISTICS AND CARE

COORDINATION AND PREVENTABLE HOSPITALIZATIONS

AMONG ELDERLY VETERANS WITH DIABETES MELLITUS

Mazhgan Rowneki1; Danielle Rose2; Dennis Fried3; Nilanjana Dwibedi4; Usha

Sambamoorthi4; Chin-lin Tseng1; Elizabeth M. Yano6; Drew Helmer5. 1Veterans

HealthAdministration, East Orange, NJ; 2VAGLAHealthcare System, Sepulveda,

CA; 3US Dept.of Veterans Affairs, OCEAN, NJ; 4West Virginia University,

Morgantown, WV; 5VA-NJHCS, East Orange, NJ; 6VA Greater Los Angeles

Healthcare System, Sepulveda, CA. (Control ID #2942065)

BACKGROUND: Care coordination is important in management of chronic

conditions, such as diabetes mellitus (DM), and may reduce preventable

hospitalizations (PHs). DM is prevalent (25%) among Veterans using the

Veterans Health Administration (VHA). We evaluated the association between

VHA clinic characteristics and care coordination measures and PHs.

METHODS: We analyzed VHA & Medicare data with 2008 as outcome year

and 12 months prior to hospitalization as baseline period (BL). Our cohort

consisted of hospitalized Veterans with DM, 66 years or older, enrolled in VHA

and Medicare, who only used VHA for outpatient care during BL, and whose

VHA facility participated in the Clinical Practice Organizational Survey (CPOS) of

2007. Primary care (PC) clinic characteristics included fully implemented PC-

mental health (MH) integration (yes/no), fully implemented service agreements

with endocrinology (yes/no), and level of authority PC directors had in staffing,

administrative/clinical functions, and establishing consults, contracts, and referrals.

Care coordinationmeasures included whether PC providers (PCPs) were promptly

(within 1-2 days) notified of their patients' non-PC visits (urgent care, emergency

room, & subspecialty visits), and how often the PCPs encountered problems in

coordinating care for MH. We used a multilevel mixed-effects model controlling

for individuals' sociodemographic variables and comorbidities.

RESULTS:Our cohort consisted of 7,707 hospitalized Veterans (mean age 74

±5.77 years, 75.8% white, & 98.2% men) with 31% experiencing a PH. PC

director authority scores in all measured domains were equivalent among

primary VHA facilities of patients with and without PHs. While controlling

for individual characteristics, we observed a significant association between

prompt receipt of non-PC visit notifications by PCPs and PHs (OR=0.944; CI:

0.901, 0.989). Other care coordination measures were not statistically signif-

icant, although point estimates of association with PHs were in the expected

direction: experiencing problems in coordinating care for MH (OR=1.065; CI:

0.910, 1.249) and utilizing a facility where a MH-PC integration model was

fully implemented (OR=0.951; CI: 0.853, 1.061). Presence of a service agree-

ment with endocrinology and the PC director's level of authority in all domains

were not significantly associated with PHs.

CONCLUSIONS:Within the VHA, sharing of information among PCPs and

other providers reduced patients' odds of experiencing a PH, while other clinic

characteristics did not have a significant impact.
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ASSOCIATION BETWEEN FINANCIAL LITERACY AND DIABE-

TES AND HYPERTENSION CONTROL AMONG US ADULTS Veron-

ica Yank1; Bryant Lin2; Pooja Loftus2; Sanjhavi Agarwal1; David Rehkopf2.
1UCSF, Menlo Park, CA; 2Stanford University School of Medicine, Palo Alto,

CA. (Control ID #2928623)

BACKGROUND: Financial literacy indicates the use of knowledge and skills

to effectively manage financial resources. In light of the Great Recession and

widening wealth gap in US society, our objective was to evaluate the relation-

ship between financial literacy and chronic disease control among older US

adults with type 2 diabetes or hypertension.

METHODS:We analyzed data from the Health and Retirement Study, a

longitudinal survey of US residents 50 years of age or older. Financial

literacy scores derive from respondents randomly selected to complete

additional questions on 2004, 2008, and 2010 surveys. Socio-

demographic, economic, and health data derive from the 2013 survey.

Using multivariate logistic regression models, we evaluated associations

between financial literacy and diabetes and blood pressure control.

Financial literacy scores were divided into quartiles: low quartile, low-

middle, middle-high, and high (reference group). For diabetes, a hemo-

globin A1c value > 7% was considered sub-optimal control. For systolic

blood pressure, a pressure > 140 mmHg was considered sub-optimal

control. Models were adjusted for age, gender, race/ethnicity, marital

status, education, parent education, geographic region, occupation,

household income, accumulated wealth, and body mass index.

RESULTS: 1,960 respondents (95% of those eligible) completed finan-

cial literacy questions and the 2013 survey. Individuals within lower

financial literacy had worse diabetes control (Figure): low quartile odds

ration (OR) 2.6 [p=0.03, 95% CI 1.1-6.3], low-mid OR 2.0 [p=0.08, CI

0.9-4.2], mid-high OR 1.4 [p=0.47, CI 0.6-3.2]. Among sub-groups

defined by gender and race/ethnicity and models using different A1c

and blood pressures cut-points, findings were similar. Black and Latino

respondents with low health literacy had the highest odds of poor

diabetes control. But low financial literacy was not associated with

sub-optimal blood pressure control (Figure).

CONCLUSIONS: Low financial literacy was associated with worse control

of diabetes but not hypertension. Future work should explore whether patient

skills required for managing diabetes may parallel skills required for effective

financial planning, and whether interventions that improve financial literacy

may have the added benefit of improving diabetes control independent of

patient socioeconomic status.

ASSOCIATIONBETWEENPLAYINGFOOTBALL INTHENATION-

AL FOOTBALL LEAGUE AND LONG-TERM MORTALITY

Atheendar Venkataramani1; Maheer Gandhavadi2; Anupam B. Jena3. 1Univer-

sity of Pennsylvania, Philadelphia, PA; 2Everett Clinic, Everett, WA; 3Harvard

Medical School, Boston, MA. (Control ID #2944690)

BACKGROUND: There are growing concerns around the long-term

health consequences of participating in professional American football.

While studies of longevity of professional players demonstrate lower

mortality relative to general population controls, they may be biased by

lower baseline mortality among those fit enough to become professional

football players.

METHODS: Retrospective cohort study involving 3812 U.S. National

Football League (NFL) players who debuted in the NFL between 1982

and 1992, including career NFL players (n= 2,933) and NFL "replace-

ment players" (n=879) who were temporarily hired to play during a 3-

game league-wide player strike in 1987. Replacement players were

skilled and fit enough to be hired as replacement players during the

strike, but otherwise did not make an NFL roster, and therefore form a

more appropriate comparison group than used in prior work. The prima-

ry outcome was all-cause mortality by December 31, 2016. Cox propor-

tional hazards models were estimated to compare the observed number

of years from age 22 until till death (or censoring), adjusting for birth

year, race, body mass index, height, and position played.

RESULTS:As of the study end on December 31, 2016, 144 (4.9%) NFL

players and 37 (4.2%) replacement players were deceased. The unadjust-

ed mortality hazard ratio (HR) for NFL players relative to replacements

was 1.39 (95%CI: 0.97, 2.00: p=0.072: Figure) and the adjusted HR was

1.34 (95%CI: 0.91, 1.98; p=0.138). The estimated mortality hazard

increased after accounting for health worker bias among career players

with longer tenures in the league (adjusted HR: 1.44; 95%CI: 0.98, 2.09;

p=0.061). In descriptive analyses, transportation injuries, unintentional

injuries, and neurologic disorders accounted for 30 (of the total 37)

excess deaths in the career NFL player group.

CONCLUSIONS: Among NFL football players who debuted in the NFL

between 1982-1992, career participation in the NFL, compared with limited

NFL exposure obtained primarily as a replacement player during a league-wide

strike, was associated with a statistically insignificant higher long-term all-

cause mortality. Future studies are needed to follow these groups over time, as

accrual of additional events will improve statistical power.
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ASSOCIATION BETWEEN QUALITY OF PATIENT-PROVIDER

COMMUNICATION AND ONLINE HEALTH INFORMATION EX-

CHANGE AND INFORMATION SEEKING BEHAVIORS IN PA-

TIENTSOnur Asan; Bradley H. Crotty; Sneha Nagavally; Rebekah J.Walker;

Leonard E. Egede. Medical College of Wisconsin, Milwaukee, WI. (Control

ID #2945933)

BACKGROUND: The quality of patient-provider communication in the visit

impacts health outcomes, satisfaction, trust, and adherence. Emerging health

technologies are also increasingly being used in healthcare for communication,

information exchange and information seeking by patients. We sought to

assess the association between the perceived quality of communication during

health care visits and patients' behaviors of online health information exchange

and information seeking.

METHODS:We utilized data from HINTS4 Cycle4 (N= 3,677), HINT4

Cycle3(N=3,185) and HINTS4 Cycle1(N=3,959) dataset of the Health

Information National Trends Study. We modeled positive responses

using multiple logistic regressions adjusting for relevant covariates to

identify independent factors associated with odds of interest to exchange

medical information online, seeking information using the internet, and

trusting information from different sources. Analyses were weighted for

the US population and adjusted for the sociodemographic variables of

age, gender, race, and US census region.

RESULTS: In the unadjusted models, the analysis yielded several significant

associations. Higher communication scores are associated with more interest in

information exchange regarding medication reminders, symptoms and images

(p; 0.002; 0.014; 0.021, respectively). Patients who reported higher commu-

nication scores are less likely to seek information from support groups (p:

0.041) and more likely to trust health information received from the doctors

and familymembers (p: 0.0001 and 0.001, respectively). After adjustment with

demographics, patients above 65 years old who have higher communication

scores are less likely to use app/smartphones to exchange medical information

(Odds Ratio [OR] .12; 95% Confidence Interval [95% CI] 0.05, 0.26). His-

panic patients who have high communication scores are more likely to use an

app to exchange medical information (OR 2.10; 95% CI 1.001, 4.41). In

addition, females (compared to men) who have higher communication scores

are more likely to use internet for following reasons: using a website to help

with diet, weight, or physical activity (OR 1.42; 95% CI 1.04, 1.95); visiting a

"social networking" site, such as "Facebook" or "LinkedIn" to read and share

about medical topics (OR 1.64; 95% CI 1.11, 2.43). Finally, after adjustment

with demographics, higher communication scores are associated with more

trust in health information from following sources: doctor, family, internet and

television (p: 0.0001; 0.001, 0.014; 0.011).

CONCLUSIONS: The associated with quality of doctor-patient communica-

tionwith seeking and exchanging information digitally suggests that there is an

overlap in patient's relationship with their provider and health information.

Targeting improved communication efforts to increase use of reliable online

information may be useful.

ASSOCIATION OF CHRONIC COMORBIDITY WITH

HEALTHCARE UTILIZATION AMONG PRIVATELY INSURED

CANCER PATIENTS Lisa Rotenstein1, 2; Yichen Zhang2; Belen Fraile2;

Joseph Jacobson2. 1Brigham and Women's Hospital, Boston, MA; 2Dana

Farber Cancer Institute, Boston, MA. (Control ID #2945160)

BACKGROUND: In the setting of rising US cancer care costs and novel

payment programs that reimburse for episodes of care rather than discrete

treatments, there is significant interest in reducing unnecessary healthcare

utilization in cancer patients. Simultaneously, as patients with cancer live

longer, they are increasingly afflicted by non-malignant comorbidities, includ-

ing diabetes and heart disease. We explored the effects of comorbidity on

healthcare utilization in a commercially insured cancer population.

METHODS: We analyzed 2014 commercial insurer claims for patients ac-

tively managed (2+ encounters yearly) by Dana Farber Cancer Center. Inter-

national Classification of Diseases 9th Revision diagnosis codes were used to

identify diagnoses of comorbidities and calculate Charlson Comorbidity Index

(CCI) scores. Descriptive statistics were used to characterize our population,

and via logistic regression, we identified comorbidities affecting emergency

department (ED) utilization and 30-day readmission. In models adjusting for

gender, age, and race, we explored the effects of high vs low comorbidity (with

high defined as CCI ≥2) on odds of ED use and readmission, and the effects of

individual comorbidities (depression, arrhythmia, pulmonary disease, diabetes,

renal failure, and HIV) on these risks.

RESULTS:Our cohort included 5,122 patients with a mean age of 52.7 years

(SD 14.1). 65% were female, and 90% were white. Breast (32%), hematologic

(18.2%), and gastrointestinal malignancies (8%) were most commonly repre-

sented. When adjusting for age, gender, and race, high comorbidity was

associated a 2.3x increase in odds of ED use and a 5.7x increase in odds of

30-day readmission. All comorbidities aside from HIV were associated with

significantly increased odds of ED use and readmission (Table 1), with cardiac

arrhythmia and pulmonary disease associated with the highest odds.

CONCLUSIONS:Chronic comorbidities are significantly associated with ED

utilization and readmissions among commercially insured cancer patients. Our

work builds on previous inquiry into potential predictors of healthcare utiliza-

tion in publicly insured populations and cohorts with single cancer types.

Given initial success in this realm, our analysis sets the stage for programs

that enhance comorbidity management as a strategy to reduce healthcare

utilization in oncology. Further work is needed to characterize reasons for

ED use or readmission in our population as well as relative costs associated

with increased healthcare use by comorbidity.

ASSOCIATIONOFGLYCEMIC CONTROLMEASURED BYHBA1C

LEVELS AMONG SELF-REPORTED DRINKERS IN A PATIENT-

CENTERED MEDICAL HOME WITH A SCREENING, BRIEF IN-

TERVENTION, AND REFERRAL TO TREATMENT PROGRAM

Sandeep Kapoor1, 2; Katherine Cummings2; Jeanne Morley3, 2; Megan

O'Grady4; Laura Harrison1; Nancy Kwon2; Jonathan Morgenstern2; Joseph

Conigliaro1, 2. 1Northwell Health, New Hyde Park, NY; 2Zucker School of

Medicine at Hofstra/Northwell, Hempstead, NY; 3North Shore University

Hospital, Northwell Health, Great Neck, NY; 4The National Center on Addic-

tion and Substance Abuse, New York, NY. (Control ID #2946631)

BACKGROUND: Prior intervention studies and meta analyses suggest that

moderate daily alcohol consumption may decrease fasting insulin and HbA1c

levels in non-diabetic and diabetic subjects. The purpose of this retrospective

chart review is to investigate whether this phenomenon is observable in

patients aged 40-60 in a primary care setting. According to the CDC national

diabetes statistics report, most diagnoses of type II diabetes occur in adults

aged 45-64 (CDC, 2017).
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METHODS: Electronic medical records from a Level-III Patient Centered

Medical Home in NewYork were reviewed for the following selection criteria:

a) aged 40-60; b) at least one recorded AUDIT-C score in past 12 months; and

c) at least one measured HbA1c level in past 24 months. This yielded 560

charts that met the criteria for this study. We used the AUDIT-C to categorize

patients based on frequency and quantity of alcoholic beverage consumption.

Glycemic control was assessed by average HbA1c scores (from 2015-2017).

The following variables were recorded: average AUDIT-C score, average

HbA1c score, age, gender, race, ethnicity, diagnosis of diabetes, medications

associated with diabetes, and SBIRT services provided.

RESULTS: After adjusting for age and gender, linear regression showed a

negative correlation between AUDIT-C scores and HbA1c level, with a stron-

ger association among non-diabetic patients. HbA1C decreased 0.234% for

every point on Q1 on the AUDIT-C (p<.001). Among patients who are not on

medications to treat diabetes, HbA1c decreased 0.268% for every point on the

AUDIT-C Q1 (p<.001). There was no relationship between frequency of

drinking and HbA1c for patients on diabetes medications. Among patients

who reported no more than 1-2 drinks on a typical drinking day, those who

reported drinking less than twice per week had an average HbA1c 0.848%

higher than those who reported drinking at least twice per week.

CONCLUSIONS: Increased frequency of alcohol consumption is correlated

with decreased HbA1c among patients who drink nomore than 1-2 drinks on a

typical drinking day, but there is insufficient evidence to support a causal

relationship.

ASSOCIATION OF HOUSING INSECURITY WITH UNTREATED

HYPERTENSION: ANALYSIS OF THE NEW YORK BEHAVIORAL

RISK FACTOR SURVEILLANCE SYSTEM (BRFSS), 2013-2014 Hye

Gi Shim; Raymond C. Givens. Columbia University Medical Center, New

York, NY. (Control ID #2945927)

BACKGROUND: Despite increases in hypertension (HTN) awareness and

treatment in the general population, large numbers of young and middle-aged

individuals with hypertension remain untreated. We hypothesized that housing

insecurity is associated with lack of treatment among individuals with HTN.

METHODS: In the 2013-2014 New York State BRFSS, a survey of adult

New York residents, we identified 12,402 respondents who reported whether

they were taking medication for a diagnosis of hypertension.

RESULTS: There were 2,051 respondents (16.5%) who reported not taking

medication despite being diagnosed with HTN. Those who were not taking

medicine were younger (median age 53 years [IQR 41-64] vs. 67 [58-76]);

more often male (52.9% vs 42.0%) and non-white (13.6% vs 8.6%); and less

likely to have health care coverage (86.5% vs 96.0%); all p <0.0001. The

proportion of individuals with HTN reporting use of antihypertensive medica-

tions was lower among those with high levels of housing insecurity (defined as

being "always" or "usually" worried or stressed about having enough money to

pay the rent or mortgage in the past 12 months), compared to those with low

levels of housing insecurity (defined as "never" worrying about rent or mort-

gage) (73.1% vs. 87.8%, p<0.0001). This difference persisted after stratifica-

tion by employment status (employed vs. out of work) and annual household

income (AHI). The proportion of HTN treatment was highest in those ≥65
years old or retired individuals; in these groups, the difference in the proportion

of HTN treatment based on housing insecurity was not significant (Table).

CONCLUSIONS: In adults under 65 years of age, housing insecurity is

associated with lower HTN treatment, regardless of employment status and

annual household income. The association between housing insecurity and

hypertension treatment is attenuated among individuals aged 65 and older.

ASSOCIATION OF PATIENT ACTIVATION WITH UPTAKE AND

ADHERENCE TO THE DIABETES PREVENTION PROGRAM

(DPP): RESULTS FROM THE PREDIABETES INFORMED DECI-

SIONS AND EDUCATION (PRIDE) STUDY Kia Skrine Jeffers2; Yelba

Castellon-Lopez1; Jonathan Grotts1; Carol Mangione1; Keith Norris1; Chi-

Hong Tseng1; Norman Turk1; O. Kenrik Duru1. 1UCLA, Los Angeles, CA;
2University of California, Los Angeles, Los Angeles, CA. (Control ID

#2946056)

BACKGROUND:Many patients with prediabetes who express interest in the

Diabetes Prevention Program (DPP) never start the program, and others who

start ultimately drop out. Patient activation, specifically the knowledge, skills,

confidence, and actions that patients take to maintain their health, may be a key

determinant of patient behavior. High activation for behavioral change may be

associated with greater DPP uptake as well as a greater likelihood of DPP

adherence. Patients who adhere to the DPP may then become even more

activated. We examined if baseline activation predicts DPP uptake and/or

adherence, and whether DPP adherence in turn predicts change in activation

at 4 month follow-up.

METHODS: We used data from the Prediabetes Informed Decision and

Education (PRIDE) study, a randomized controlled trial of diabetes prevention
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clustered at the primary care clinic level. After participation in a shared

decision making (SDM) visit, patients with prediabetes chose to participate

in the DPP with or without concurrent metformin use (n=363) or chose usual

care (n=113). The DPP includes a 12-month lifestyle intervention with 16

weekly sessions during months 1-6, and at least 1 session per month during

months 7-12. Immediately after the SDM visit and at 4-month follow-up,

patients completed a questionnaire including the Altarum Consumer Engage-

ment (ACE) measure to assess their activation. The ACE measure has an

overall score that includes three subscales (Commitment, Informed Choice,

and Navigation). We hypothesized that both the total score and subscale scores

would predict whether patients attend at least 1 weekly DPP session (uptake),

or attend at least 9 weekly sessions (adherence). We also hypothesized that

patients who were adherent to the DPP would have increased activation at 4

months after the SDM visit, compared to patients who were less adherent.

RESULTS: Patients who chose DPP ± metformin relative to patients who

selected usual care were more likely to be female (59% vs. 46%,

p=0.018), and had significantly higher BMI (31 [5.4] vs. 29 [4.8],

p=0.002). There were no significant differences between the groups in

terms of age, weight, or baseline hemoglobin A1c. Baseline ACE scores

were not significantly associated with initial choice of the DPP or usual

care. Multivariate analyses showed that baseline ACE scores did not

predict DPP uptake or DPP adherence. However, adherence to the DPP

was significantly associated with an increase in ACE score at follow-up

when compared to participants who were less adherent (OR 8.96 [3.71-

14.21], p=0.001). Similar results were seen for the Commitment and

Informed Choice subscales, but not the Navigation subscale.

CONCLUSIONS: We found that patients with prediabetes who were highly

adherent to the DPP had increased activation, which may be associated with

sustained behavioral change. Future studies should evaluate the relationship

among DPP participants of change in patient activation and outcomes such as

weight loss and hemoglobin A1c.

ASSOCIATION OF POSITIVE IPV SCREENING RESULTS WITH

HEALTH INDICATORS AND UTILIZATION Karen Kimel-Scott1; bar-

clay colleen2; Kaitlyn Rogers2; Sarah Landis1; AmyWeil1. 1UNC Chapel Hill

School ofMedicine, Chapel Hill NC, NC; 2UNCChapel Hill, Chapel Hill, NC.

(Control ID #2936797)

BACKGROUND: Exposure to intimate partner violence (IPV) is associated

with physical and mental health risks. Routine screening for IPV in primary

care settings with intervention may present opportunities to identify abuse and

improve health outcomes.

METHODS: With a new electronic medical record (EMR), we re-

implemented screening for IPV at the University of North Carolina-Chapel

Hill General Internal Medicine (UNC GIM) practice. Female patients age 18-

65 were screened by nurses with a paper HARK (Humiliation-Afraid-Rape-

Kick) questionnaire. To screen-positive women, providers offered counseling

and hand off to a social worker to discuss resources, including UNC Hospital's

Beacon Program. We tracked screening rates, results, documentation in EMR,

referrals offered, and hand-offs to a social worker. We assessed depression,

anxiety, substance abuse, pain, urgent visits and missed appointments with

chart review (problem list, medication list, relevant privider notes).

RESULTS: 900 women were screened for IPV from May 11-November

30 2017. 51 patients (6.7%) screened positive, of which 11 (22%) were

new cases. Among those with a previous mention of IPV in the EMR,

the first mention occurred an average of 6 years before the positive

screen. 78% (40/51) of screen positive patients were offered referral;

18% (9/51) were handed off to the social worker; 3 of these were

referred to the Beacon Program. Women who screened positive for IPV

were more likely, compared to those with negative screening, to have

been diagnosed with depression (unadjusted OR 8.2, 95% CI 4.0-16.5),

anxiety (3.2, 1.8-5.6), substance abuse (6.1, 3.3-11.4), chronic pain (2.6,

1.5-4.6), and symptoms of PTSD (6.1, 3.3-11.4), but not hypertension

(1.0, 0.58-1.8) or abnormal A1c values (0.94, 0.49-1.8). Screen-positive

women visited the emergency department an average of 4 times, com-

pared to twice for screen-negative women, and missed 9% of scheduled

appointments compared to 6% of screen negative women.

CONCLUSIONS: Re- implementation of IPV screening identified patients

exposed to IPVand its health consequences.We found rates of positive screens

(6.7%) similar to the national rate of 6.6% reported in the National Intimate

Partner and Sexual Violence Survey (NISVS). Themajority of positive screens

had a known history of IPV. Our findings of associations between reported IPV

and health outcomes may reflect poorer health, compared to a nationally

representative sample: chronic pain was reported at a rate of 43% in screen

positive women compared to 24% in screen negative women, in contrast to the

much lower rates of 28% and 15.7% respectively in NISVS. Future study is

needed to determine whether provider knowledge of IPV exposure and

resulting care can improve utilization and health outcomes. We plan to follow

our patients to assess these outcomes and create best practices for improving

the health of patients challenged by IPV.

ASSOCIATION OF TECHNOLOGICAL, SUPPORT SERVICE, AND

SAFETY CLIMATE FACTORS WITH BURNOUT: A HOSPITALIST

SURVEY ACROSS 4 INSTITUTIONS Henry J. Michtalik1, 2; Peter J.

Pronovost2, 3; Jill A. Marsteller2, 4; Joanne E. Spetz5; Daniel E. Ford3, 4; Eric

Howell2, 3; Daniel Brotman1. 1Johns Hopkins Hospital, Baltimore, MD;
2Armstrong Institute for Patient Safety and Quality of Care, Baltimore, MD;
3Johns Hopkins University, Baltimore, MD; 4Johns Hopkins School of Public

Health, Baltimore,MD; 5University of California, Los Angeles, San Francisco,

CA. (Control ID #2938542)

BACKGROUND: Physician burnout remains a prominent concern for both

medical professionals and administrators. Identifying key drivers for burnout

allows leaders to target resources to mitigate burnout.

METHODS: We surveyed 4 hospitalist programs within a large academic

hospital system on burnout, the impact of electronic health records and support

services, and safety culture. We assessed electronic medical records (EMR)

initiation or change, availability of procedural and patient social support

services, and select AHRQ safety climate domains (overall perception of

safety, teamwork, staffing, hospital management support, and handoff

/transitions). Climate domains were analyzed both by 1) individual response

items rated on a likert scale of strongly disagree to agree and 2) the presence of

at least one negative response in a domain. Burnout was defined as the

presence of emotional exhaustion or depersonalization on theMaslachBurnout

Inventory (MBI). Controlling for site, we used logistic regression to analyze

the correlation between these factors and burnout.

RESULTS: Of 128 hospitalists, 96 across 4 sites responded (75% response

rate; range: 63-90%). The hospitalists were primarily male (54%), Asian
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(47%), married/in a domestic partnership (78%), with a mean age of 40 years

old (SD 5.9) and median 6 years in practice [IQR: 4, 10]. Most hospitalists

worked primarily in an academic teaching hospital (53.1%). For medical

records, 93% used electronic platforms for viewing notes/diagnostic results,

82% for entering provider notes, and 73% for order entry. Compared to a

paper-based system, hospitalists stated EMRs took more (42%), less (39%) or

no difference in time (12%); 7% never experienced a paper-based system. Only

11% of providers routinely performed non-emergent bedside procedures (e.g.,

lumbar puncture) with 85% having a procedural service available. Providers

had social support services available (96%) with 73% having a designated

individual not shared with other services/units. Hospitalists reported at least

one negative response item in overall perception of safety (83%), teamwork

(60%), staffing (81%), hospital management support (71%), and handoff/

transitions (85%). An average of 38% providers were burned out (site range:

32-53%). Of all the factors analyzed, a negative response for "our procedures

and systems are good at preventing errors from happening" (p=0.07), and the

staffing (p=0.07) and handoffs/transitions (p=0.09) domains approached a

statistically significant correlation with burnout.

CONCLUSIONS: Of the technological, support service, and safety climate

factors we examined, only procedures and systems, staffing, and handoffs/

transitions approached statistical significance for burnout. Our study suggests

providing focused interventions on staffing challenges and transitions of care

may provide high value benefit in mitigating burnout.

ASSOCIATION OF THE VETERANS AFFAIRS CENTERS OF EX-

CELLENCE IN PRIMARY CARE EDUCATION INITIATIVE WITH

QUALITYOFCARE ANDUTILIZATION Samuel T. Edwards2; Hyunjee

Kim3; Christopher Forsberg4; Sarah Shull4; nancy Harada1; Anais Tuepker2.
1VA Office of Academic Affiliations, Long Beach, CA; 2VA Portland Health

Care System/Oregon Health and Science University, Portland, OR; 3Oregon

Health &Science Univeristy, Portland, OR; 4VA Center to Improve Veteran

Involvement in Care, Portland, OR. (Control ID #2942134)

BACKGROUND: The effect of Interprofessional Education (IPE) interven-

tions on patient outcomes is unknown. In 2011, the Veterans Affairs (VA)

Office of Academic Affiliations launched the Centers of Excellence for Pri-

mary Care Education (CoEPCE) at five VA Medical Centers with the goal of

aligning the clinical training of physician residents and nurse practitioner

students and residents. In this study, we examined the impact of the CoEPCE

on clinical quality and utilization.

METHODS: We performed a retrospective cohort study of VA primary care

patients seen in the five Centers of Excellence (CoE) sites over the four years

before and after initiative launch (7/1/2011). CoE patients were defined as

those assigned to a CoE team and a trainee primary care provider (PCP) during

the intervention period (7/1/2011-6/30/2015). Control patients were those

assigned to non-CoE teams and staff PCPs in the same clinics over the same

time period. Outcomes included measures of diabetes mellitus (DM) care

quality (hemoglobin A1c [HbA1c] performed, HbA1c poor control, and renal

testing), inappropriate prescribing in older patients, timely mental health visits,

integrated primary care mental health visits, primary care visits, emergency

department (ED) visits, and all-cause and avoidable hospitalizations. To esti-

mate the impact of the CoEPCE, we used difference-in-differences models,

comparing changes in outcomes in the intervention group after CoEPCE

implementation to changes in outcomes in the control group over the same

time period. Models controlled for patient age, sex, race, Elixhauser comor-

bidities, and CoE site.

RESULTS: Among 59,727 patients, 8,277 were assigned to the CoEPCE

while 51,450 were not. The likelihood of a timely mental health visit in a year

increased among CoEPCE patients by 1.8 percentage points vs. control pa-

tients (95% CI: 0.1-3.6), an 11% increase from the pre-COEPCE mean

(16.7%). Similarly, the likelihood of an integrated primary care mental health

visit increased by 1.4% (95% CI: 0.1-2.8) per patient year among CoEPCE

patients, a 27% increase from the pre-CoEPCEmean (5.1%). The likelihood of

poor HbA1c control among diabetic patients declined by 2.7% among

CoEPCE patients (95% CI: -2.7-0.0), a relative decrease of 8% (pre-CoEPCE

mean 32.0%). Primary care visits increased among COEPCE patients by 1.1

visits/year (pre-CoEPCE mean 2.5 visits/year 95% CI 0.2-2.0) as did the

likelihood of all cause hospitalization (+1.4%, 95% CI 0.4-2.3, pre-CoEPCE

mean 5.3%). There were no changes in other quality measures, ED visits, or

avoidable hospitalizations.

CONCLUSIONS: The CoEPCE were associated with modest improvements

in DM control, increased rates of timely mental health referrals and integrated

primary care mental health visits, more primary care visits and more all cause

hospitalizations but were not associated with changes in other quality mea-

sures, ED visits or avoidable hospitalizations. Further work is needed to

understand the mechanisms through which IPE impacts clinical care.

ASSOCIATIONS BETWEEN POLYPHARMACY, SYMPTOM BUR-

DEN, AND QUALITY OF LIFE IN PATIENTS WITH ADVANCED,

LIFE-LIMITING ILLNESS Yael Schenker1; Seo Young Park1; Kwonho

Jeong1; Jennifer Pruskowski1; Dio Kavalieratos1; Judith Resick1; Amy

Abernethy3; Jean Kutner2. 1University of Pittsburgh, Pittsburgh, PA; 2Univer-

sity of Colorado School of Medicine, Aurora, CO; 3Duke University, Durham,

NC. (Control ID #2928417)

BACKGROUND: Polypharmacy is an increasingly common public health

problem associated with poor health outcomes in older patients. Polypharmacy

may be particularly burdensome near the end of life, as patients "accumulate"

medications to treat and prevent multiple diseases. We sought to evaluate (1)

associations between polypharmacy, symptom burden, and quality of life

(QOL) in patients with advanced, life-limiting illness and (2) whether symp-

tom burden mediates the relationship between polypharmacy and QOL.

METHODS: This study analyzed baseline data from a randomized clinical

trial of statin discontinuation conducted in the Palliative Care Research Coop-

erative Group (PCRC). Eligible patients were English-speaking adults for

whom the physician ‘would not be surprised' if the patient died in the next

year, with a life expectancy of > 1 month and a recent deterioration in

functional status. Polypharmacy was assessed by summing the total number

of non-statin medications taken regularly or as needed. Symptom burden was

assessed using the Edmonton Symptom Assessment Scale (range 0-90; higher

scores indicating greater symptom burden) and QOL was assessed using the

McGill QOL Questionnaire (range 0-10; higher scores indicating better QOL).

Fully adjusted linear regression models assessed independent associations

between polypharmacy, symptom burden, and QOL.

RESULTS: Among 372 participants, nearly half (47%) were age 75 or older,

themost common primary diagnosis was cancer (52%), and 35%were enrolled

in hospice. The mean symptom score was 27.0 (SD 15.9) and the mean QOL

score was 7.1 (SD 1.3). The average number of non-statin medications was
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11.6 (SD 5.0); one-third of participants took ≥ 14 medications. In adjusted

models, higher polypharmacy was associated with higher symptom burden

(coefficient 0.79; p <.001) and worse QOL (coefficient -.05; p=.001). In

mediation analysis, adjusting for symptom burden weakened the association

between polypharmacy and QOL (coefficient -.02; p=.09) without a significant

interaction, suggesting that symptom burden partially mediates the association

between higher polypharmacy and worse QOL.

CONCLUSIONS: Among adults with advanced illness, taking more medi-

cations is associated with higher symptom burden and worse QOL. Attention

to medication-related symptoms, thoughtful discussions about medication

benefits and burdens, and shared decision making regarding deprescribing

are warranted in this setting.

ASSOCIATIONS OF GRIP STRENGTH WITH MOOD SYMPTOMS

AND HEALTH-RELATED QUALITY OF LIFE AMONG PATIENTS

WITH SYSTOLIC HEART FAILURE Amol S. Koldhekar; Elsa S.

Strotmeyer; Kaleab Abebe; Amy M. Anderson; Bea Herbeck Belnap; Bruce

L. Rollman. University of Pittsburgh, Pittsburgh, PA. (Control ID #2943598)

BACKGROUND: Poor handgrip strength is an indicator of sarcopenia which

has been associated with functional impairment and disability in older adults

with heart failure (HF). We examined if grip strength is associated with

depression and health-related quality of life (HRQoL) among patients with

systolic HF enrolled in an NIH-funded trial presently examining the impact of

treating depression.

METHODS: From March 2014 to October 2017, we screened patients

with systolic HF (cardiac ejection fraction (EF) < 45%) and NYHA class

II-IV symptoms for depression using the Patient Health Questionnaire

(PHQ-2) at 8 Pittsburgh-area hospitals. We used digital JAMAR dyna-

mometers to measure grip strength in both hands using the highest

averaged value of two attempts in our analyses. Two weeks after dis-

charge, we telephoned consented patients to confirm protocol-eligibility

and administered our baseline assessment battery. It included the PHQ-9

to assess mood symptoms; and the Kansas City Cardiomyopathy Ques-

tionnaire (KCCQ-12) and Short Form Health Survey (SF-12 Physical

Component Score (PCS)) to determine disease-specific and generic

HRQoL, respectively. We categorized PHQ-2 screen-positive patients

who scored >= 10 on the PHQ-9 as "depressed," and PHQ-2 screen-

negative patients who scored < 5 on the PHQ-9 as "non-depressed."

Afterwards, we grouped patients by gender into quartiles of grip strength

and used Fisher's Exact or Kruskall-Wallis tests for significance testing.

RESULTS: Of the 757 enrolled HF patients, 524 (69%) had usable grip

strength data (mean age: 64 years (SD: 13), 56% male, 73% Caucasian,

82% depressed, NYHA: 38% class II, 52% class III, mean score (SD)

KCCQ-12: 46.6 (23.8), SF-12 PCS 30.9 (10.5)). Within both gender

groupings, older age was associated with lower grip strength (both P <

0.01), however, grip strength quartile was not associated with mood or

disease-specific or generic-HRQOL.

CONCLUSIONS: Inpatient grip strength was associated with age but

not mood or HRQoL assessed shortly following hospitalization with

systolic HF. Upon opening our Trial's study blind in 2018, we plan to

examine the longitudinal impact of baseline grip strength on hospital

readmission, mortality, and other outcomes of interest to clinicians and

policy makers.

AUTOMATED ELECTRONICMEDICAL RECORD ALERTS ARE A

MORE EFFICIENT AND EFFECTIVE STRATEGY THAN TRADI-

TIONAL WAITROOM CASE-FINDING AT IDENTIFING ANXIOUS

PRIMARY CARE PATIENTS TO ENROLL INTO A CLINICALTRI-

ALBruce L. Rollman; Bea Herbeck Belnap; AmyM.Anderson; Gary Fischer.

University of Pittsburgh, Pittsburgh, PA. (Control ID #2945907)

BACKGROUND: Electronic medical record (EMR) systems capable of

prompting clinicians when specific health conditions are present can

potentially facilitate enrollment into clinical trials. However, little is

known about the effectiveness of this strategy compared to more

traditional recruitment methods.

METHODS:We compared the EMR-based clinician prompt strategy utilized

in our recently published trial to treat anxiety in primary care (J Gen Intern

Med. 2017; 32:245) to the wait-room case-finding strategy we employed in an

earlier trial (Arch Gen Psychiatry. 2005; 62:1332). Both studies had similar

enrollment criteria and recruited patients at the same four Pittsburgh-area

primary care practices that use the Epic™ EMR. Our case-finding approach

utilized research assistants (RAs) who administered the PRIME-MD to pa-

tients in primary care practice waiting rooms, and enrolled those who met

preliminary eligibility criteria and provided informed consent. Later, a second

RA telephoned consented patients to confirm they met all protocol eligibility

criteria. Our EMR-based strategy relied on PCPs who electronically referred

potentially eligible patients in response to an EMR "best practice alert" (BPA)

prompt they were exposed to at the time of the patient encounter. We pro-

grammed the EMR to automatically launch the BPA for patients aged 18-64

who had depression, anxiety, or panic disorder entered on their electronic

problem list or as a visit diagnosis. Afterwards, a RA telephoned referred

patients to administer the PRIME-MD and screen for protocol eligibility, and if

so confirmed, obtain informed consent and administer our severity screen. We

required that participants in both trials score ≥ 14 on the Hamilton Rating Scale

for Anxiety (HRS-A) and/or ≥ 7 on the Panic Disorder Severity Scale (PDSS)

to remain protocol-eligible.

RESULTS: Wait room-based research assistants approached 8,085 pa-

tients, 193 of whom (2.4%) met protocol-eligibility criteria and were

enrolled in the clinical trial. In contrast, BPA-prompted PCPs referred

1,338 patients, 329 (24.6%) of whom met eligibility criteria and

agreed to enroll. Compared to patients enrolled by wait-room RAs,

those recruited via BPA were more likely to be non-Caucasian (22%

vs. 5%; P<0.001), male (26% vs. 18%; P=0.03), have co-morbid

depression (95% vs. 57%; P=0.02), and report higher anxiety levels

(PDSS: 12.6 vs. 8.4 and HRS-A: 28.3 vs. 20.3; P<0.001).

CONCLUSIONS: Automated EMR alerts targeted at PCPs are a more

efficient and effective strategy at identifying anxious primary care

patients to enroll into a clinical trial than hiring RAs to screen patients

in busy practice waiting rooms. Our recruitment strategy is also

broadly generalizable given the widespread deployment of EMR sys-

tems in recent years; has potential advantages for reducing racial and

gender disparities in clinical research; and could be adapted for use in

other trials seeking to identify patients with specific characteristics that

are routinely captured by the EMR.
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AWARENESS AND DISCUSSIONS ABOUT CHRONIC KIDNEY DIS-

EASE AMONG AFRICAN AMERICAN PATIENTS WITH CKD AND

HYPERTENSION IN PRIMARY CARE Karly A. Murphy1; Raquel C.

Greer1; Debra L. Roter2; Deidra C. Crews1; Patti L. Ephraim2; Lisa A.

Cooper1; L. Ebony Boulware3. 1Johns Hopkins Medical Institutions, Balti-

more, MD; 2Johns Hopkins Bloomberg School of Public Health, Baltimore,

MD; 3Duke University, Durham, MD. (Control ID #2942144)

BACKGROUND: Primary care is an ideal setting to educate patients about

their CKD diagnosis and engage patients in risk factor modification. However,

little is known about the extent of patient awareness of CKD in primary care

and how primary care physicians (PCPs) discuss CKD during routine visits.

We sought to characterize awareness and patient-physician discussions about

CKD among high-risk patients with CKD in primary care.

METHODS: As part of the Achieving Blood Pressure Together (ACT) study, a

randomized controlled trial of urban African-Americans with uncontrolled hyper-

tension in primary care, we assessed awareness of CKD ("Do you have a kidney

problemorchronic kidney disease?") and level of concern for development of CKD

("Howconcerned are you about developing kidney problems or kidney failure in the

next 10 years?") among patientswithCKD (defined as eGFR15-60ml/min/1.73m2

or UACR 30mg/g) at baseline and 4 months. Audio-recordings of routine visits

were analyzed to elucidate the presence and content of CKD discussions and

explore the potential contribution to patients' change in CKD awareness.

RESULTS: Among 46 patients with hypertension and CKD, the mean age was

59 years, 65% were female, and median systolic blood pressure was 149 mmHg

(sd=21) and diastolic blood pressure was 81 mmHg (sd=15). A majority had

diabetes (n=31, 67%), an eGFR<60 (n=19, 41%), and/or moderately (n=26,

57%) to severely increased (n=15, 33%) albuminuria. Most patients were un-

aware of their CKD diagnosis (n=32, 70%) at baseline. Among these, 16% (n=5)

were not concerned about developing CKD in the future. CKD awareness was

greater among those with eGFR<60 as compared to eGFR>=60 (82% vs. 53%,

p=0.05). Many patients (n=29, 63%) had a discussions about CKD during the

recorded clinical encounter. Discussions were more common among patients

with eGFR<60 (79%) vs. eGFR>=60 (52%) (p=0.07). Most CKD discussions

mentioned presence of laboratory results (48%), followed by risk factors for

CKD progression (37%), explanation of laboratory results (24%), and causal link

between CKD and diabetes (22%) or hypertension (20%). Avoidance of

nephrotoxins (18%), consequences of CKD (13%), and specialist care (13%)

were less commonly discussed. PCPs rarely assessed patients' understanding of

CKD (2%). Among patients who were unaware of their CKD, the occurrence of

discussions (vs. no occurrence) about CKD during their PCP visit did not

improve their CKD awareness of diagnosis at 4 months (11% vs. 8%, p=1.00).

CONCLUSIONS: Awareness of CKD was low among African American

patients with CKD and hypertension at high risk for CKD progression.

Discussions about CKD during routine PCP visits were infrequent, did not

cover several important topics, and were not associated with patients' improved

CKD awareness. Work is needed to understand how physicians might more

effectively communicate about CKD with African American patients to raise

their CKD awareness in primary care settings.

BARRIERS AND FACILITATORS OF REHOUSING OLDER HOME-

LESS ADULTS WITH FAMILY OR FRIENDS: A DYADIC STUDY

Jeremy Weiser; Margot Kushel; Kelly R. Knight. UCSF, San Francisco, CA.

(Control ID #2938462)

BACKGROUND:Homelessness has significant health consequences; there is

a dire shortage of affordable housing. The proportion of homeless adults age 50

and older is growing. Moving in with family is a common strategy to exit

homelessness, but this has occurred without support from organizations seek-

ing to end homelessness. We conducted a qualitative study to understand

barriers to and facilitators of rehousing older homeless adults with family

members and friends.

METHODS: We purposively sampled 49 homeless participants from the

HOPE HOME study, a cohort of 350 community-recruited homeless adults

age ≥50 in Oakland, CA. Inclusion criteria included having stayed with housed
family members or friends for ≥1 nights in the prior 6 months. We sampled 18

family or friend "host participants," who had had homeless participants stay

with them at least once in the prior 6 months. We conducted semi-structured

interviews with both the homeless and host participants, separately. We sum-

marized, memoed and coded data consistent with a modified grounded theory

approach, and entered coded data into Atlas-ti.

RESULTS: Of the 49 homeless participants, 11 were women, 37 were men,

and 1 was transgender. 42 were African American, 5 white, with a median age

of 60 (range 52-71). Almost half first experienced homelessness after the age of

50. Among host participants, 14 were women and 4 men; 17 were African

American and 1 was white. Participant themes included housing as a form of

respite. "I basically go there when - like if it's really cold or rainin' really hard"

(57 year old man, staying with brother). Participants reported rehousing as

mutually beneficial. "I absolutely love it. I'm glad to be there for my son, I'm

glad to be there for my grandkids" (53 year old woman, staying with son). Host

themes included the desire to rescue homeless participants from homelessness

and the experience of hosting as mutually beneficial. "…rent was going up

pretty much […] So when [he] needed a place, we decided to move together

and combine our incomes" (62 year oldwoman, host to brother). Homeless and

host participants both reported interpersonal conflicts as interfering with stays.

Homeless participants reported reluctance to stay due to feelings of burden and

shame. "I feel shameful…I'm supposed to be taking care of my business at my

own place" (54 year old homeless man). Hosts feared eviction due to having

family members who were not on the lease stay with them in their subsidized

housing units. "[My father] could spend the night, [or stay] a couple days, but

he can't stay with me…‘cause I'd jeopardize my Section 8" (55 year old man,

host to father).

CONCLUSIONS: Rehousing homeless individuals with family may offer a

temporary or permanent solution to homelessness, but to maximize effective-

ness, policymakers and programmatic leaders must understand barriers (lease

regulations, shame) and facilitators (mutual aid). Clinicians interested in end-

ing homelessness should assess social supports and the feasibility of rehousing.

BARRIERS TO TREATMENT FOR INDIVIDUALS WITH OPIOID

USE DISORDER AT A NEEDLE-EXCHANGE PROGRAM IN PHIL-

ADELPHIA, PA Manik Chhabra1; Navin Vij2; Eashan Kumar4; Judy A.

Shea3. 1Veterans Affairs Medical Center, Philadelphia, PA; 2Christiana Care

Health System, Wilmington, DE; 3University of Pennsylvania, Philadelphia,

PA; 4Indiana University, Bloomington, IN. (Control ID #2946057)

BACKGROUND: The opioid-abuse epidemic has been tied to the fall in US

life expectancy as opioid-related deaths have reached more than 60,000 per

year. Few individuals with opioid use disorders (OUD) seek treatment, and

they have higher rates of chronic medical diseases than the general public as
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well as higher rates of complications. Prevention Point Philadelphia (PPP) is a

harm reduction program in northeast Philadelphia that provides a variety of

services for patients with OUD, including needle exchange, opioid use disorder

treatment, HIV/HCV testing, and acute medical care. With greater attention

being focused nationally on the opioid epidemic and its impact on younger

populations, harm reduction programs are in a unique position to intervene on

patients beyond their SUD and link them to chronic medical care. The purpose

of this study is to examine chronic medical conditions and disease among

clients of PPP, and to understand barriers and facilitators to treatment for both

chronic disease as well as substance use disorders.

METHODS:We conducted semi-structured qualitative interviewswith clients

at the PPP program site using a sample of convenience. The study employed a

modified grounded theory approach and constant comparative method for

analyzing qualitative data to identify themes. Interviews concluded once

thematic saturation was reached.

RESULTS: Thirty clients were interviewed between June and August 2017.

Eleven were female and 24 had a high school education or less. Median age was

43. Twenty-seven reported active opioid use, and 20 identified another underlying

mental health condition.Most clients had a chronic condition other than opioid use

disorder and expressed good understanding of their own health issues.Whilemany

clients utilized acute medical services available at PPP, few identified a primary

care provider or had consistent access to medications. Clients reported particular

difficulty in obtaining mental health treatment. The most significant barriers to

treatment of medical conditions included insurance type, as well as poor experi-

ences in the past from health providers that was attributed to perceived stigma.

More than 75% of clients reported housing instability, and identified their active

opioid use as impacting their housing status. Finding temporary or permanent

housing was overwhelmingly noted as the clients' top concern, more so than

addressing underlying health conditions, including their OUD.

CONCLUSIONS: This study outlines major factors that clients with opiod

use disorder self-identify as impacting their current health. In this high-risk

population, there is an urgent need to expand the provision of substance use

disorder treatment options as well as to better address co-occurring chronic

medical conditions. Addressing social determinants of health within popula-

tions with opioid use disorders, particularly housing, are likely critical in

providing the necessary stability for clients to begin to seek out treatment for

health conditions.

BELIEVINGWHAT YOU READ: FINDINGS IN PATIENT TRUST IN

ANTIHYPERTENSIVE MEDICATION INFORMATION FROM A

RANDOMIZED TRIAL COMPARING THE PATIENT ACTIVATED

LEARNING SYSTEM (PALS) VERSUS WEBMD Brittney Frankel1;

MonikaM. Safford2; Deanna Jannat-Khah2; Anna Cornelius-Schecter2; Chris-

tian Cardillo3; Cecilia Nicol2; John R. Dillon2; Amanda S. Carmel2. 1New

York Presbyterian-Cornell, New York, NY; 2Weill Cornell Medicine, New

York, NY; 3Georgetown University, Washington, DC. (Control ID #2940962)

BACKGROUND: Patients increasingly access health information on the In-

ternet (eHealth), but identifying "trustworthy" websites can be difficult. We are

developing the Patient Activated Learning System (PALS), a novel eHealth

resource offering patient-centered, engaging, evidence-based content, grounded

in the best practices of adult and social learning theories. Each page answers a

single patient question with the most current evidence clearly cited, uses both

written and audiovisual material, and is at a 6-7th grade reading level.We present

secondary findings on trust in eHealth from a pilot randomized controlled trial

(RCT) comparing PALS to WebMD, the most widely used eHealth resource.

METHODS: Patients were recruited from the outpatient practice of a large,

urban academic center. Eligible patients were English-reading, had a hyperten-

sion diagnosis, and had been prescribed any antihypertensive medication except

chlorthalidone. Participants were randomized to PALS orWebMD and viewed 5

pre-specified webpages addressing 5 questions about chlorthalidone. Trust was

assessed using a modified version of Harris et al.'s Web trust questionnaire. The

questionnaire assesses patients' perspectives on information quality, personaliza-

tion, impartiality, and credible design, which are all considered components of

trust. All data was collected in Qualtrics and analyzed with Stata.

RESULTS:We enrolled 104 patients (51 PALS, 53WebMD; mean age 60 years,

53% women, 43% African Americans, 43% Medicaid, 32% with high school

education or less, mean number of medical conditions 13). Participants accessed

eHealth with equal frequency (monthly or weekly access: 55% PALS, 51%

WebMD, p=0.80). In this small pilot RCT, there were no statistically significant

differences between PALS andWebMD for most trust survey questions. Eight out

of 13 questions favored the PALS by at least 5 percentage points (some bordering

on statistical significance) and 2 favoredWebMD by the same margin (Table 1).

CONCLUSIONS: In this small pilot RCT, the PALS was rated similarly on

trust in eHealth compared to the most widely used eHealth resource,WebMD.

Larger studies should examine the trends toward greater trust in the PALS

compared to WebMD.

BENZODIAZEPINE PRESCRIBING TRENDS IN THE UNITED

STATES Sumit Agarwal1; Bruce E. Landon2. 1Brigham andWomen's Hospi-

tal, Boston, MA; 2Harvard Medical School, Boston, MA. (Control ID

#2941448)

BACKGROUND: Benzodiazepines share several properties with opioids that

include risk for dependence and overdose. Yet little data exist on current

patterns of benzodiazepine prescribing and how they have changed over time.

In this study, we sought to determine trends in benzodiazepine prescribing.

METHODS:We performed a retrospective cross-sectional analysis of nation-

ally representative data on ambulatory care visits in the United States from the

National Ambulatory Medical Care Survey (NAMCS). We calculated yearly

benzodiazepine prescribing rates from 2003 through 2015 as well as examined

prescribing trends by specialty (primary care, surgery, psychiatry and other

medical specialties) and indication (anxiety and depression, back and chronic
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pain, insomnia, neurologic conditions, and other). We also calculated trends in

co-prescribing of benzodiazepines and opioids.

RESULTS:We identified 919 visits in 2013 and 1,672 visits in 2015, representing

27.6 million and 62.6 million visits respectively, in which benzodiazepines were

prescribed. The benzodiazepine prescribing rate increased from 3.8% to 7.4%

(p<0.001). The prescribing rate increased by 108% among primary care physicians

(3.6% to 7.5%, p<0.001); by 330% among surgeons (1.0% to 4.3%, p<0.001); and

by 81% among other medical specialists (3.3% to 6.0%, p<0.001). The prescribing

rate did not change among psychiatrists (29.6% to 30.2%, p = 0.900). The

benzodiazepine prescribing rate increased for anxiety and depression (26.6% to

33.5%, p=0.003), back and chronic pain (3.6% to 8.5%, p<0.001), neurologic

conditions (6.8% to 8.7%, p<0.001), and other conditions (1.6% to 4.3%, p<0.001)

but not insomnia (26.9% to 25.6%, p=0.721). The rate of co-prescribing of

benzodiazepines with opioids increased from 0.5% to 2% (p<0.001).

CONCLUSIONS: Physicians are increasingly prescribing benzodiazepines as

well as co-prescribing themwith opioids. Most benzodiazepines are prescribed

by primary care physicians, but surgeons and other specialists are increasingly

prescribing this class of medications as well. The benzodiazepine prescribing

rate has risen substantially for indications other than anxiety and insomnia.

Amidst the opioid epidemic, increasing use of benzodiazepines may have

important implications for public health.

Ambulatory Visits Resulting in Benzodiazepine Prescription, 2003-2015

BEYOND SCREEN SHARING: PROVIDING PATIENTSWITH MIR-

RORED EHR SCREENS TO AUGMENT AWARENESS, ENGAGE-

MENT, AND SAFETY Bradley H. Crotty1; Paul Iglar2; Jeanne T. Tyszka1;

Onur Asan1. 1Medical College of Wisconsin, Milwaukee, WI; 2Medical Col-

lege of wisconsin, Milwaukee, WI. (Control ID #2945948)

BACKGROUND: While clinicians may share their electronic health

record (EHR) screens with patients, physical and cultural barriers

impede patients' ability to more fully participate in the use of the

EHR in visits. We sought to assess the impact of a second screen,

mirroring the clinician's view of the EHR, on perceptions of situation-

al awareness, quality, and patient safety.

METHODS: Established patients in the academic GIM clinics were

invited to participate in a pilot study of a second screen that mirrored

the clinician's computer monitor. Screens dedicated to patient EHR

viewing were mounted on the exam room desk, and patients could

follow along with the clinicians' EHR use, including documentation

review and creation, prescribing, and test review and ordering. We

video-recorded visits and conducted interviews with patients and phy-

sicians. We used inductive coding method to identify concepts related

to quality and safety. We used the Systems Engineering For Patient

Safety (SEIPS) framework to model how a second screen for patients

influenced the work system, processes, and outcomes related to care

delivery, engagement, and quality/safety.

RESULTS: Eight general internists participated with a diverse group of their

patients (n=24, 67% female, 50% age over 65, 58% African American/42%

White). Physicians looked at the EHR 39% of the visit time and patients

viewed the display 25% of the visit time. We identified recurrent themes where

the second screen prompted questions/clarification, particularly around medi-

cations, enabled a ‘proofreader' role for patients, and improved the transparen-

cy of, and trust in, the care process. We identified information exchange

processes that were altered by the second screen across multiple domains:

cognitive ("Because, a lot of times, I don't understand some of the things that

she would tell me, but to just see exactly what she's seeing, it makes a whole lot

- more sense"); physical ("I would've craned my neck and I would've looked

around, because it was not facing me"); and social/behavioral ("I know there's

all these privacies and here it was open to me, so I knew that this was

comfortable"). We also identified outcomes at the patient, provider, and system

levels, including patient engagement ("I think it generates a more inclusive

feeling"), patient safety ("I like seeing that the medications were correct…in

real time"), provider efficiency (visits may be longer or shorter), and systems

improvements.

CONCLUSIONS: Patients and physicians identified several potential

benefits for including patients in the care process through a mirrored

view of the EHR, such as promoting patient engagement, enabling

verification of medications and orders, and allowing patients to see

clinicians document a plan in their notes. Future research is needed to

measure improvements in patient understanding of care plans and

quantitative impact on quality and safety.

BIBLIOMETRIC STUDY OF DIAGNOSTIC DELAY IN YEAR 2017:

DOINGMORETHAN JUSTRAISINGAWARENESS James L.Wofford;

Donna Williams; Claudia L. Campos. Wake Forest University, Winston-

Salem, NC. (Control ID #2944060)

BACKGROUND: Diagnostic delay (DD) is a commonly discussed

issue in clinical medicine, and the literature documenting credible

disease-specific delay estimates is growing. Firm estimates of DD

could serve as benchmarks for improving diagnostic accuracy, either

for individual clinicians or for health care systems. However, studies

of DD are few in number, inconsistent in methodology, and tentative

in conclusions. We surveyed the medical literature of diagnostic delay

in an effort to continue building the database of delay estimates and

identify new tools and strategies for studying DD.

METHODS: Using the MEDLINE database, we repeated our

bibliometric search for citations using the MESH term "diagnostic

delay" and restricting our search to publications issued in year 2017.

We categorized citations by disease and disease category, sought
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quantitative delay estimates, compared these findings with those from

our 2013 and 2016 bibliometric reviews, and identified papers exam-

ining diagnostic pathways or new diagnostic tools.

RESULTS: A total of 189 citations were identified by the MESH term

"diagnostic delay". 53 countries contributed citations on diagnostic delay

during 2017, and 15(29/189) of citations studied pediatric patients. The distri-

bution of disease categories was similar to our previous 2013 and 2016 citation

reviews with studies of infection most commonly reported (36/189, 19%),

followed by cancer (26) and neurologic disease (24). For 2017, the most

common specific diagnoses were tuberculosis (15/189, 8%), ALS (9), and

endometriosis (5). 39%(73/189) of studies offered a numerical estimate of

diagnostic delay. 19 studies examined diagnostic pathways, and 7 studies

examined new diagnostic tools.

CONCLUSIONS: Worldwide interest in research on diagnostic delay

continues. Compared with previous bibliometric reviews, the focus on

ALS, TB and endometriosis is persistent, but a wide variety of

diseases are represented. Although estimates of diagnostic delay are

still not mature enough to be useful in improving quality, an increas-

ing number of papers are examining steps and potential accountability

along the diagnostic pathway.

CAN AN ELECTRONIC TOOL ENHANCE DOCUMENTATION OF

ADVANCE CARE PREFERENCES Ramy Sedhom1; Daniel Sedhom1;

Daniel Schaer1; David Barile2. 1Rutgers Robert Wood Johnson Medical

School, New Brunswick, NJ; 2University Medical Center of Princeton at

Plainsboro, Plainsboro, NJ. (Control ID #2913334)

BACKGROUND: Advance care planning (ACP) for patients with advance

illness is important and underemphasized during hospital care.We investigated

if an electronic tool could enhance documentation of preferences when com-

pared to usual care.

METHODS: The researches designed an interactive, patient-centered,

video-based advance care planning application called YOURCAREPLAN

(yourcareplan.com). The tool utilizes a series of videos to explain com-

ponents of the NJ Practioner Orders for Life Sustaining Treatment

(POLST) form and allows patients the opportunity to document their

preferences directly in the web based app. Participants were inpatients

who were discussing advanced directives with their physician. Participants

were asked if they would be willing to use the YOURCAREPLAN

application (intervention). They were compared to controls who discussed

goals of care directly with their physician. There was no concurrent

clinician or system-level interventions. The primary outcome was comple-

tion of advanced care planning as seen on the POLST form.

RESULTS: Results: Mean age of 326 participants was 85 years. Patient char-

acteristics (gender, complexity of medical illness) were similar in both arms.

Completion of all sections of POLST tool was higher with YOURCAREPLAN

when compared to usual care. All sections of the POLST form were completed in

99% of those using YOURCAREPLAN vs. 48% in those pursuing usual care.

Patients in the intervention arm were statistically more likely to choose limited

(69% vs. 63%) or comfort treatment only (29% vs. 17%), select a DNH (57% vs.

17%), and foregoartificial feeding (77%vs. 54%), p<0.002. In addition, qualitative

statements suggest that the patients and their families found the videos useful and

all would recommend them prior to scheduled family meetings.

CONCLUSIONS: Conclusion: Electronic resources could enhance in-

formed patient decision-making and communicate preferences between

patient and provider. Communication tools should be presented in a

balanced non-manipulative manner and used as in addition to, and not

instead of, direct patient-clinician communication. An application

based tool offers an easy to engage advance directive compared to a

traditional physician interactions. We noted increased ACP documen-

tation and engagement among diverse older adults. Although integrat-

ed patient/clinician/system-level ACP interventions are needed, this

study suggests that electronic based interventions can be effective

and a useful tool for physicians, patients, and caregivers.

CANCER CARE IN A HUMAN-TECHNOLOGICAL ECOSYSTEM:

EHR-BASED COMMUNICATION NETWORKS Shin-Ping Tu1; Vimal

Mishra2; Xi Zhu3; Daniel Sewell3; Lindsey Hall2; Khalid Matin2. 1University

of California Davis, Sacramento, CA; 2Virginia Commonwealth University,

Richmond, VA; 3University of Iowa, Iowa City, IA. (Control ID #2944929)

BACKGROUND: Effective communication serves as the foundation of

high performing teams. While EHRs have many benefits, computer-

mediated communication may present significant challenges to effec-

tive healthcare delivery.

METHODS:We randomly selected 100 surgical colorectal cancer patients,

then extracted detailed EHR access-log data to create a chronological

dataset of HCPs' access to the patients' medical records. Access events

were categorized as sending (i.e., documenting) information into or receiv-

ing (i.e., reviewing) information from the EHR system. Using time-stamped

access events, we constructed an EHR-based communication network for

each patient's cancer care team by assigning a link from a source HCP to a

destination HCP using the inverse of the average time between each of the

source's send events and, corresponding to each send event, the destination's

earliest subsequent receive event.

RESULTS: Our study's 100 EHR communication networks exhibited sub-

stantial variations in size (range = 8 to 440 HCPs, mean = 125 HCPs) and

structural characteristics. For example, the coefficients of variation for four

network centralization measures (i.e., out-degree, in-degree, closeness, and

betweenness centralization) are 1.49, 1.49, 1.41, and 0.24 across the 100

networks. We visualized three networks, with distinct structures, in the size

range of 20 to 60HCPs that represent the maximum variations in closeness and

betweenness centralization.

CONCLUSIONS:According to communication network theories, struc-

tural properties affect communication and team effectiveness. For

example, Figure 2 illustrates a network with high betweenness cen-

tralization, a structure that relies heavily on one central HCP to

facilitate EHR-based communication between two sub-groups and vul-

nerable to disruptions when the central HCP is unable to fulfill his/her

communication role. Further research is urgently needed to apply

communication network theories and examine the impact of EHR

communication network structures on patient and practice outcomes.
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CARE COORDINATION AND ADVERSE OPIOID RELATED OUT-

COMES: THE ROLE OF THE USUAL PROVIDER Pooja A. Lagisetty;

Hsou Mei Hu; Jenna Goesling; Chad Brummett; Kiran Lagisetty; Michael

Englesbe; Amy Bohnert; Jennifer Waljee. University of Michigan, Ann Arbor,

MI. (Control ID #2944724)

BACKGROUND: Over 10 million people each year are prescribed opioids

for chronic pain. Current guidelines on the appropriate use of opioids are

largely limited to outpatient primary care, with little guidance on appropriate

prescribing following procedural care. Patients receive care across numerous

specialties following procedures, potentially fragmenting care and increasing

the risk of adverse outcomes. We sought to describe the risk of adverse opioid

related outcomes among chronic opioid users following surgery, and the effect

of having a consistent usual provider (UP) such as a primary care physician.

We hypothesized that returning to the UP within 90 days of surgery is

associated with less high-risk prescribing (overlapping prescriptions, benzodi-

azepine co-prescription, and multiple providers) and hospital readmissions

compared to those who returned later or did not return at all.

METHODS: We analyzed pharmacy claims from the Optum insurance data

set (2008-2015) for chronic opioid users ages 18-64yrs undergoing major or

minor surgery. UP was defined as the provider who prescribed >50% of the

opioid prescriptions in the year preceding surgery. Using adjusted multivari-

able logistic regression, we examined the rates of high-risk prescribing and

hospital admissions in the 90 days post-operatively between patients with and

without a UP pre-operatively. Finally, we used cox proportional hazard regres-

sion to determine if returning to the usual provider within 90 days post-

operatively was associated with a decreased likelihood of readmission or ED

visits.

RESULTS:Our cohort included 5749 chronic opioid users prior to surgery, of

whom 5149(90%) had a UP pre-operatively and 4318 (75%) returned to the

UP within 90 days of surgery. After adjusting for medical, mental, and

substance use disorders, patients with a UP received prescriptions from fewer

providers (1.95 versus 2.76, p<0.001), fewer overlapping prescriptions (38.5%

vs. 44.2%, p=0.007), and lower rates of both all-cause readmissions (22.3%

versus 34.8%, p<0.001) and opioid-related readmissions 0.6% vs 1.8%,

p=0.002) following surgery. Increased hospital readmissions and ED visits

were mainly driven by having >3 prescribers, pre-surgical daily OME, being

female, older age, medical comorbidity, pain, and mental health comorbidity.

Late return to the UP after 90 days was associated (HR=1.13, p=0.039) with an

increased risk or readmission.

CONCLUSIONS:Among patients with chronic opioid use, those who lack a

UP prior to surgery are exposed to a greater rate of high-risk prescribing,

readmissions, and emergency care, particularly among with increased medical

and mental health comorbidity. In addition returning to this provider within 90

days is associated with a lower risk of readmission. Going forward, optimizing

follow-up visits and communication across all prescribers will be essential to

decrease inappropriate opioid prescribing following procedural episodes.

CAREPRACTICESTO PROMOTEPATIENTENGAGEMENT INVA

PRIMARYCARE:MEDICALHOMECHARACTERISTICSASSOCI-

ATEDWITHHIGH PERFORMANCE David A. Katz1, 1; Chaorong Wu1;

David Mohr2; Greg Stewart1. 1University of Iowa, Iowa City, IA; 2VA Boston

Healthcare System, Boston, MA. (Control ID #2946830)

BACKGROUND: Patient engagement (PE) has been broadly defined as the

process of actively involving and supporting patients in health care and

treatment decision making activities. More engaged patients are more likely

to adhere to healthier behaviors and to show improved clinical outcomes. We

hypothesize that patients seen at VA primary care clinics with better team

structure and organization and a more conducive environment for improving

quality and safety will be more likely to use PE care practices.

METHODS: We performed a cross-sectional analysis of data from the 2016

Patient-Aligned Care Team (PACT) national survey, which included 4,125

direct care providers (PCPs, RN, clinical associates) in VA primary care clinics.

Conceptually related PE items on the PACT survey were grouped into 3

composite variables: Patient planning and goal setting (PLAN, 5 items),

motivational interviewing (MI, 2 items), and organizational strategies to pro-

mote self-management (ORG, 6 items). We used exploratory factor analysis to
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examine factor structure and confirmatory factor analysis to determine model

fit (RMSEA=0.73, CFI=0.93). We used generalized estimating equations

(GEE) with multivariable logistic regression to identify independent correlates

of high performance on each PE care practice (defined as top 25th percentile).

Data from the corporate data warehouse (CDW) and the Survey of Healthcare

Experiences of Patients (SHEP) in 2016 were used to adjust for patient

sociodemographic characteristics, medical comorbidity score, and self-

reported health status (all covariates were aggregated to the clinic level). For

survey respondents, PACT role and years of total experience in PACT, type of

clinic (community-based vs. medical center-based), and average panel size for

clinic providers (adjusted for FTE) were included in all models.

RESULTS: Estimated response rate on the PACTsurvey was 25%. Mean (sd)

across clinics for the three PE composite scores were: PLAN 3.1 (1.1) on a 5-

point scale, MI 0.9 (0.7) on a 2-point scale, and ORG 2.6 (1.0) on a 6-point

scale. For PLAN, respondents at top performing clinics were more likely to

report having fully staffed PACT teams: OR=2.8 (95%CI 1.8, 4.2), written role

descriptions for each team member: OR=4.7 (3.1, 7), leadership structure

responsible for implementing and maintaining PACT: OR=7.2 (4.3, 12),

regular team meetings to discuss performance improvement: OR=6.9 (4.5,

11), working to the top of their competency: OR=10.2 for top category (4.3,

24), and less likely to report burnout: OR 0.5 for lowest category (0.3, 0.8).

Results were similar for MI and ORG. No consistent association was observed

for psychological safety at top versus bottom performing clinics.

CONCLUSIONS: High performance of PE care practices is associated with

other desirable structural and organizational attributes with regard to the VA

primary care workplace. Strategies to improve the functioning of primary care

teams in VA may enhance patient engagement in care.

CAREGIVING FOR PATIENTS WITH DIABETES IN THE ERA OF

ONLINE PATIENT PORTALS: FINDINGS FROM THE ECLIPPSE

STUDY Wagahta Semere3; Scott Crossley1; Andrew J. Karter2; Courtney

Lyles3; Danielle McNamara4; Jennifer Y. Liu2; Dean Schillinger3. 1Georgia

State University, Atlanta, GA; 2Kaiser Permanente, Oakland, CA; 3UCSF, San

Francisco, CA; 4Arizona State University, Tempe, AZ. (Control ID #2946136)

BACKGROUND: The National Academies of Sciences raised a call to action

to create and implement strategies for supporting family caregivers of patients

with chronic illness. Caregiver roles as proxies, engaging providers on patients'

behalf, are critical for patients with communication barriers and complex care

needs, like diabetes. Electronic health record-based patient portals are systems

that allow patients and providers to communicate via secure messages (SMs).

Little is known about whether patients rely on proxies for SM and if patients

who use proxies differ from those who don't.

METHODS: This study arose from the NLM-funded ECLIPPSE Study

(Employing Computational Linguistics to Improve Patient-Provider Secure

Emails). The goals of this sub-study are to (1) develop an algorithm for

predicting SMs written by non-designated or "hidden" proxies, (2) use this

algorithm to estimate prevalence of proxy SM use, and (3) explore patient

characteristics associated with proxy SM use. Our sample was drawn from the

well-characterized Diabetes Study of Northern California (DISTANCE). DIS-

TANCE was designed to examine disparities in diabetes-related care and

outcomes (response rate 62%) in a large, integrated healthcare delivery system.

We examined 7,370 patients who composed at least 1 English-language SM to

their primary care physician between July 1, 2006 and Dec. 31 2015. We

identified SMs written by an openly "designated" proxy. Given proxies are

inconsistently labeled in portals, to find "hidden" proxies we developed and

applied a computational linguistics algorithm to identify phrases appearing

most commonly in designated proxy messages (e.g. "I am writing on behalf

of…"). This algorithm was validated by examining test characteristics com-

pared to a standard of blinded expert assessors reading 200 randomly selected

SMs and categorizing them as "proxy" or "non-proxy."

RESULTS: Patients generated 441,615 SMs, with mean 59.92 SMs per

patient. About 4% of all SMs (n=17,665) were written by a "designated"

proxy. The hidden proxy algorithm was found to have sensitivity 0.93, spec-

ificity 0.70, PPV 0.64, and NPV 0.95. Using this algorithm, we identified that

in total 35,964 SMs (8.1%) were written by designated and hidden proxies.

These proxy SMswere distributed among 61% of patients (n=4,496). Yet, only

533 patients (~7%) had proxies write a majority (>/=50%) of their SMs. In

bivariate analyses, compared to non-proxy patients, patients with any proxy

SMs tended to be older (mean 58 vs 56 yrs, p=0.17), have lower self-reported

health literacy (p=0.5), more limited English proficiency (p=0.06), and lower

income (p=0.07).

CONCLUSIONS: Patient portals provide socially and medically vulnerable

patients an important mode of communication for caregivers. Future research

should study content of proxy SMs, explore if caregiver portal use improves

patient and/or caregiver outcomes, and identify policies to better support

family- and caregiver-centered care.

CHALLENGESANDELEMENTSPROMOTINGCOLLABORATION

FORMANAGINGCANCERPAINKarleen Giannitrapani1; Azin Azarfar1;

Peter Glassman2; William Becker3; Karl Lorenz1. 1Veterans Health Adminis-

tration, Menlo Park, CA; 2Greater Los Angeles VA Healthcare System, Los

Angeles, CA; 3VA Connecticut Healthcare System, West Haven, CT. (Control

ID #2943717)

BACKGROUND: We explored multidisciplinary provider perspectives of

collaboration between primary care and oncology settings to understand chal-

lenges and opportunities to improve pain and opioid management during

cancer care.

METHODS: We interviewed 20 providers, including 10 outpatient primary

care providers (PCPs) and 10 cancer providers (e.g., oncologists, radiation

oncologists, and palliative care), in two large academically-affiliated VA

Medical Centers and affiliated community clinics in California and Connect-

icut. Interviews occurred in 2017 and lasted 20-60 minutes. Using the method

of constant comparison, we elucidated emergent themes and compared PCPs

and cancer providers' perspectives.

RESULTS: Theme 1) PCPs and cancer providers agreed there should be a

singular opioid prescriber: "I don't think two cooks in a kitchen works very well,

usually. I don't think two different people should be prescribing narcotics."

Theme 2) PCPs described a desire to allow negotiation around who the

prescriber should be: "I think that the primary care doctor should work in

conjunction with the oncologist and decide who is going to prescribe the

opiate… there should be some communication first between the two special-

ties." Theme 3) Both PCPs and cancer providers advocated for direct real time

communication to improve care coordination: "that's nice to have a more

active conversation over the messenger…That's my first go-to… I will say,

'Hey I'm seeing [patient] today, this is what's going on.' Because I think people

just get bombarded with email and they might not see it." Theme 4) PCPs and
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cancer providers emphasized the importance of real time access to specialty

expertise including palliative care and mental health providers: "I would

definitely want to get palliative care involved to help me with what the

guidelines are about long term opioid therapy… because in terms of prognosis

affecting me making a decision… I'd want to be doing that in consultation…

just to know what my upper thresholds are for pain relief." Theme 5) Guidance

around opioid pain management in cancer is currently insufficient for some

PCPs who treat cancer pain intermittently without the support of a team: "it's

less than 10 percent of my patient population that I'm dealing with in cancer

pain…it's not like a common problem… where I have guidelines for it."

CONCLUSIONS: The many providers involved can complicate cancer care,

creating challenges managing a common issue like pain where providers may

lack complete information or confidence in prognostication or feel uncertain

about standards for treatment. Uncertainty, incomplete information, and the

fluctuating course of symptoms heightens the need for effective, timely col-

laboration. PCPs and cancer providers highlight clear responsibility, expert

(e.g. palliative care and mental health) input, and point of care advice as

important facilitators.

CHALLENGES IN IDENTIFYING HIGH QUALITY, LOW COST

SPECIALTYPRACTICESTOFORMACLINICALLY INTEGRATED

NETWORK WITH PRIMARY CARE Scott Joy1, 2; Tim Dudley2; Dawn

Kilgore2; Lisa B. Wetherbee2; Casey Wetherbee2; Vicki Meade2. 1The Colo-

rado Health Foundation, Denver, CO; 2HealthOne, Denver, CO. (Control ID

#2936730)

BACKGROUND: The Affordable Care Act (ACA) created the concept

of an Accountable Care Organization (ACO), an organization of health

care practitioners that agrees to be accountable for the quality, cost

and overall care of an assigned population of Medicare patients.

Preferred Provider Organization Accountable Care Organizations

(PPO ACOs) or Clinically Integrated Networks (CINs) are terms used

in the commercial insurance world to describe this concept. Progres-

sive General Internal Medicine Practices have been at the forefront of

practice transformation focusing on preventive care, quality outcomes

and value of medical interventions to improve the health of their

patients and reduce costs. These practices have developed contractual

relationships (value-based contracting) with payers that financially

reward success in these areas. Value-based primary care practices are

now looking to partner with specialty care practices to form multidis-

ciplinary networks to further enhance care coordination and quality

metrics and reduce cost of care for patients with complex medical

needs. Therefore, it is important for primary care practices to have an

understanding of how specialty practices in their geographical area

perform in relation to quality and cost of care.

METHODS:To begin to understand the data available, our integrated network

of primary care practices (Rose Integrated Health Network, RIHN) requested

the list of narrow network preferred specialty providers for each of the

commercial health plans that we have a value-based contracting agreement

with. Each health plan was then asked how preferred and narrow networks

were selected. The feedback was vague and referred to "cost and quality" but

no technical specifications were provided. We then asked for drill down

information on the specialists that our network of primary care physicians

refer to. This request was met with vague responses and the data that each

health plan was willing to provide did not disclose how specialists are evalu-

ated in joining the health plan network, specialty practice performance on cost

of care, specialty quality metrics measured, or specialist reimbursement rates.

RESULTS: Commercial Payer 1 had quality/cost data on 779 specialists

Commercial Payer 2 had quality/cost data on 220 specialists Of the 999

specialists (779 + 220), 384 (376 + 8, 38%) were in the specialty of OB/

GYN 19 Specialists (1.9% of total) overlapped as high quality, low cost in both

commercial payers 10 (53%) of the high quality, low cost specialists were in

OB/GYN 9 (47%) were in all other specialties other than OB/GYN

CONCLUSIONS: There is little overlap between commercial payers in

regards to identifying high quality, low cost specialty practices. A standard

method to evaluate specialty practices needs to be developed so that primary

care practices participating in value based contracting can make informed

decisions about which specialty practices should be asked to join the clinically

integrated network.

CHANGE IN INFLUENZAVACCINATIONRATESBYTIMEOFDAY

ANDAFTERANACTIVECHOICE INTERVENTION IN THEELEC-

TRONIC HEALTH RECORD Rebecca H. Kim1; Susan C. Day1; Dylan

Small1; Charles Rareshide1; Mitesh Patel1, 2. 1University of Pennsylvania,

Philadelphia, PA; 2CMC VA Medical Center, Philadelphia, PA. (Control ID

#2935438)

BACKGROUND: Clinicians often fall behind schedule as the clinic day

progresses and this may lead to suboptimal care. Annually in the United States,

50% of adults do not receive the influenza vaccine, but variations in vaccina-

tion rates based on appointment time with a primary care physician (PCP) has

not been well examined. Nudges are changes to choice architecture that can

have outsized effects on medical decision-making. If variations in influenza

vaccination exist by time of day, nudges in the EHR (electronic health record)

could address them and improve patient care. In this study, our objectives were

to evaluate differences in influenza vaccination rates by time of day and

compare changes in vaccination rates among practices receiving an active

choice nudge to control practices.

METHODS:Data on patients who had a primary care physician (PCP)

from 11 primary care practices at Penn Medicine were obtained from

the EHR for influenza seasons (September to March) from 2014 to

2017. To evaluate vaccination rates by time of day, generalized esti-

mating equations was used to fit a logistic regression model to the

outcome (vaccination) with the patient as the unit of analysis, cluster-

ing on PCP, covariates for each appointment hour, and adjusting for

age, sex, race/ethnicity, median household income, insurance, Charlson

comorbidity index, and fixed effects by practice site and time (year

and calendar month). During the third influenza season, 3 practices

implemented an ‘active choice intervention' in the EHR that prompted

medical assistants to template influenza vaccination orders for clini-

cians to review. We used a difference-in-differences approach to eval-

uate changes in vaccination order rates at the intervention vs. control

practices during the post-intervention year relative to the two pre-

intervention years, adjusted for patient characteristics, clustering on

PCP, and with practice site and time fixed effects.

RESULTS: The sample comprised 97,651 patients with a mean age of

56.2 years. Vaccination rates declined as time of day progressed. In

control practices, vaccination rates were 45% at 8am, 38% at 1pm,
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and 30% at 4pm. Adjusted odds of vaccination relative to 8am

declined throughout the day (P<.001 for trend). Compared to control

practices over time, the active choice intervention was associated with

a significant 9.6 percentage point increase in vaccination rates (95%

CI: 2.0-17.0; P<.001). These increases were similar across the day.

Among intervention practices, post-intervention vaccination rates at

4pm were equivalent to pre-intervention vaccination rates at 8am.

CONCLUSIONS: Influenza vaccination rates were significantly worse

as time progressed through the day. The active choice intervention was

associated with a significant increase in vaccination rates that was

fairly similar across different times of day. Our findings reveal new

opportunities to improve influenza vaccinations rates by addressing

variations throughout the day and by leveraging nudges in the EHR.

CHANGES IN ADOLESCENT SUBSTANCE USE BEHAVIOR FOL-

LOWING MEDICAID EXPANSION Paula Chatterjee; Atheendar

Venkataramani. University of Pennsylvania, Philadelphia, PA. (Control ID

#2944823)

BACKGROUND: The Affordable Care Act expanded insurance cover-

age for nearly 3 million children, of which adolescents make up an

important population. Expansion of insurance may have reduced ado-

lescent participation in high-risk behaviors, such as substance use, due

to better access to health education or from spillover effects that

resulted from parental acquisition of insurance. However, whether

insurance expansion has been associated with such changes is

unknown.

METHODS:We obtained data on youth risk behavior and demographics from

the Youth Risk Behavior Surveillance Survey from 2009 to 2015. We used a

difference-in-differences analysis to compare mean changes in substance use

behaviors before and after Medicaid expansion, between expansion and non-

expansion states. We examined substance use in five domains: smoking,

alcohol and binge drinking, marijuana, prescription drug misuse, and other

illicit drug use. Covariates included age, grade, sex, and race/ethnicity, state

unemployment rates, and state- and year-fixed effects.

RESULTS: Following Medicaid expansion, we found reductions in

multiple domains of substance use. In states that expanded Medicaid,

there was a 2.9% decrease in the number of adolescents drinking

alcohol (p<0.01) when compared to adolescents in states that did not

expand Medicaid. There was also a 2.6% decrease in the number of

adolescents who reported binge-drinking (p<0.01). Adolescents in ex-

pansion states were less likely to use marijuana (-2.0%, p<0.05) and

misuse prescription drugs (-1.9%, p<0.05). A priori subgroup analyses

showed that reductions in alcohol/binge drinking were greater among

Black/Hispanic adolescents; reductions in prescription drug misuse

were greater among White adolescents.

CONCLUSIONS: In this national study, we found reductions in sub-

stance use behaviors among adolescents in states that expanded Med-

icaid compared to states that did not. Potential mechanisms include

improved access to health education and services, improved household

stability due to protection from financial catastrophe, or changes in the

quality/quantity of parenting due to improvements in parental health.

Policymakers may consider more detailed assessments of the health

impacts of insurance expansion on adolescents.

CHANGES IN CODED SEVERITY UNDER ACCOUNTABLE CARE

Adam A. Markovitz1, 2; John M. Hollingsworth3, 3; Edward C. Norton1, 3;

Nicholas Moloci3; John Z. Ayanian3, 2; Phyllis Yan3; Andrew Ryan1, 3.
1University of Michigan School of Public Health, Ann Arbor, MI; 2University

of Michigan Medical School, Ann Arbor, MI; 3University of Michigan, Ann

Arbor, MI. (Control ID #2944628)

BACKGROUND: Medicare Shared Savings Program (MSSP) accountable

care organizations (ACOs) are eligible to receive shared savings bonuses if

spending is held below a financial benchmark. This benchmark is determined

from beneficiaries' prior year spending and is risk-adjusted according to coded

severity of illness, as determined by the Centers for Medicare & Medicaid

Services (CMS) Hierarchical Condition Category (HCC) risk score. This may

provide an incentive for MSSP ACOs to increase the intensity of coded

severity of illness and subsequent likelihood of earning shared savings.

METHODS:We evaluated whether attribution to an MSSPACO affected coded

severity. We also tested whether changes in coded severity drive apparent savings

in the MSSP. We used national data for a random 20% sample of beneficiaries

enrolled in Traditional Medicare from 2008 to 2014 (n=14,599,627 beneficiary-

years). Our primary outcome was HCC risk score. Our secondary outcomes were

unadjusted and risk-adjusted total annual Medicare spending per beneficiary. Our

exposure of interest was cumulative years attributed to an MSSP ACO. We

evaluated the effect of the MSSP on coded severity using within-beneficiary

changes in HCC risk score over time. We estimated longitudinal models that

included year and beneficiary fixed effects to account for secular trends and fixed

differences across beneficiaries. We adjusted for time-varying area-level poverty

(% living below federal poverty level) and education (% graduated from high

school, college). We used a panel of continuously enrolled beneficiaries to address

potential confounding introduced by changes in beneficiary composition over time.

We estimated similar models to evaluate the effect of the MSSP on risk-adjusted

and unadjusted spending, i.e., with and without adjustment for HCC risk score.

RESULTS: Between 2008 and 2014, coded severity increased from an aver-

age HCC risk score of 0.97 to 1.47; risk-adjusted annual spending per bene-

ficiary increased from $6,650 to $9,842; and the share of beneficiaries attrib-

uted toMSSPACOs increased from 0% to 19% (Table; all P<.001). Attribution

to an MSSP ACO was not associated with any change in coded severity

(change in HCC risk score, -0.000; 95% confidence interval [CI]: -0.004,

0.003). Changes in coded severity did not have a substantial impact on
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estimated savings in the MSSP: theMSSP was associated with a $62 (95% CI:

-$118, -$5) or $61 (95%CI: -$117, -$5) decrease in unadjusted or risk-adjusted

total annual spending, respectively.

CONCLUSIONS: The MSSP was not associated with substantial changes in

coded severity of illness.Although coded severity increased considerably over time,

this trend was similar among MSSPACO beneficiaries and controls. We conclude

that changes in coded severity did not drive estimated savings in the MSSP.

CHANGES IN DIET QUALITY DURING THE PERINATALTRANSI-

TION FOR WOMEN DIAGNOSED WITH GESTATIONAL DIABE-

TES Rosette J. Chakkalakal1; Amber Hackstadt2; Kemberlee Bonnet2; G.

Schlundt2; Heidi Silver1; Tom A. Elasy1. 1Vanderbilt University Medical

Center, Nashville, TN; 2Vanderbilt University, Nashville, TN. (Control ID

#2945723)

BACKGROUND: Women with gestational diabetes (GDM) modify dietary

intake during pregnancy to control hyperglycemia. Maintaining improved

dietary intake after delivery could reduce women's risk of type 2 diabetes

(T2DM) later in life. The aims of this study were to (1) describe the diet quality

of GDM-affected women during and after pregnancy and (2) describe barriers

and facilitators to diet modification during and after pregnancy.

METHODS:We recruited English-speaking pregnant women diagnosed with

GDM at Vanderbilt University Medical Center for this exploratory mixed-

methods study. Each participant was asked to complete two 24-hour diet recalls

during and after pregnancy (4 total) and a postpartum semi-structured inter-

view. Recall surveys and interviews were conducted by telephone. The alter-

native healthy eating index (AHEI) score was calculated from recall data to

assess diet quality; higher scores indicated better diet quality. Semi-structured

interviews were audio recorded then transcribed, coded using a hierarchical

coding system, and analyzed using an iterative inductive-deductive approach.

RESULTS: Twelve of the 19 women who completed pregnancy diet recalls

also completed postpartum recalls and semi-structured interviews. Results of

the quantitative analysis are presented in Table 1. Qualitative analyses suggest

adherence to diet modification during and after pregnancy depends on biolog-

ical, psychological, and social/environmental factors. After delivery, women

described the change in motivation from infant health to personal health as a

major barrier to maintenance of improved dietary intake along with environ-

mental barriers like finances. Facilitators of sustained improvement after

delivery included positive reinforcement, self-control, desire to lead by exam-

ple for children, and planning for the future.

CONCLUSIONS: GDM-affected women report better diet quality during

versus after pregnancy. Women's ability to maintain improvements in diet

quality after delivery is determined by a dynamic interplay of biological,

psychological and social/environmental factors. Loss of motivation after de-

livery is a key barrier to long-term maintenance of diet modification. Devel-

oping strategies to help women maintain improvements in diet quality could

prevent T2DM in this high-risk population of women.

CHANGES INHEALTHCARE SPENDINGANDQUALITY 7 YEARS

INTO GLOBAL PAYMENT Zirui Song1, 3; Dana G. Safran2; Michael E.

Chernew1. 1HarvardMedical School, Boston, MA; 2Blue Cross Blue Shield of

MA, Boston, MA; 3Massachusetts General Hospital, Boston, MA. (Control ID

#2946302)

BACKGROUND: Slowing the growth of health care spending while improv-

ing quality of care remains a priority for policymakers. Public and private

payers are increasingly entering into population-based prospective payment

arrangements, in which accountable care organizations (ACOs) receive a risk-

adjusted global budget for the care of a defined population. Since 2009, Blue

Cross Blue Shield of Massachusetts has provided ACOs a two-sided global

budget contract with shared savings, shared risk, and pay-for-performance

incentives for its HMO enrollees called the Alternative Quality Contract

(AQC). To date, long-run evidence on the impact of global payment on

spending and quality is lacking. We evaluated changes in spending and quality

7 years into the AQC.

METHODS: We used claims and quality data from 2006-15 in a difference-

in-differences design to assess the association between the AQC and changes

in spending and quality. We compared the earliest AQC cohort, whose pre-

intervention period was 2006-08 and post-intervention period spanned 2009-

2015, to commercial enrollees in the 8 other Northeastern states. We restricted

to a stable sample of individuals who were enrolled for at least half of the study

period. Statistical analyses used linear regression models at the enrollee-year

level adjusted for demographics, health status, secular trends, and plan benefit

design. We decomposed the AQC effect by year, as well as by type of care, site

of care, health status, risk contracting experience, and price versus utilization

effects. We conducted a number of sensitivity analyses, consistent with our

prior work.

RESULTS: The AQC group comprised 121,475 unique enrollees whose

primary care physicians belonged to organizations that entered the AQC in

2009. The control group comprised 395,109 unique enrollees. On average over

7 years, the AQC group had a change in annual spending of -$577 per enrollee

(a -14.3% reduction relative to its average post-intervention spending level,

p<0.001), net of changes in the control group. These average savings on claims

gradually increased over the post-intervention period. Both lower prices

(through referrals and lower priced settings) and lower volume explained the

results, which were mostly concentrated in imaging, tests, and procedures.

Achievement of ambulatory quality metrics in chronic care management

improved from 79% in 2007 to 87% in 2015, in adult preventive care from

74% to 84%, and in pediatric care from 79% to 82% for the AQC group. These

compared favorably to New England and national trends.

CONCLUSIONS: After 7 years, the AQC was associated with a slowing of

spending growth and improved quality for a large HMO population. Combin-

ing a two-sided global budget with pay-for-performance for provider organi-

zations may be a sustainable payment model for slowing spending and im-

proving quality in the longer run. Among commercially insured populations,

price shopping through referrals may encourage greater price competition

among providers without threatening quality.

CHARACTERIZING OLDER ADULT (≥85 YEARS), CAREGIVER

UTILIZATION OF ELECTRONIC PATIENT PORTALS Vanessa

Ramirez-Zohfeld; Linda Xiong; Lucy A. Morse; Anne Seltzer; Lee A.

Lindquist. Northwestern University, Chicago, IL. (Control ID #2944997)

BACKGROUND: Electronic patient portals (EPPs) allow patients to engage

in health-care related tasks. Older adults, who often have more complex

medical histories, long medication lists stand to benefit from EPP access along

with their caregivers as its use is associated with increased patient satisfaction

and improved patient-provider communication. Our objective was to identify
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the content of EPP messages (MyChart) sent by older adult patients and their

caregivers in facilitating health care.

METHODS: Mixed methods analysis of MyChart messages was conducted

on medical records of patients (>85 years), receiving ambulatory care in the

General Internal Medicine & Geriatrics clinics (40 providers) of an academic

medical center between July 1-December 31, 2016. Three independent coders

identified MyChart user (e.g. caregiver vs patient), then used content and

constant comparative analysis to interpret, analyze the qualitative data extract-

ed from the messages. Messages were manually coded into categories. If a

single message included multiple topics, they were categorized separately.

Discrepancies were resolved by a fourth independent coder. Quantitative data

was analyzed using frequencies to report patient characteristics and patient and

caregiver MyChart utilization.

RESULTS: 1,254 MyChart messages (n=576, mean 9.9) were sent by 62

patients and 82 caregivers (n=678, mean 7.8). Mean patient age was 87.9

years, 71.0% female, mean of 12 medical visits in past year and 13.7 active

medications. Qualitative analysis revealed the following message topics by

caregiver (c), patient (p): clinical questions (nc=268, 27.2%; np=198, 25.0%),

scheduling (nc=155, 15.7%;np=148, 18.7%), medication/flu shot (nc=164,

16.6%;np=118, 14.9%), lab orders/results (nc=82, 8.3%;np=73, 9.2%), medi-

cation refills (nc=80, 8.1%;np=83, 10.5%), appreciation for help (nc=77,

7.8%;np=46, 5.8%), care transitions (nc=76, 7.7%;np=14, 1.8%), medical

equipment/physical therapy requests (nc=50, 5.1%;np=30, 3.8%), and

administrative/billing/non-clinical issues (nc=28, 2.9%;np=24, 3.0%). Care-

givers messaged about patient death (n=6, 0.6%) while patients requested

phone calls (n=3, .4%) and messaged about coordination of care (n=54,

6.8%). Patients significantly (p<0.05) used MyChart more than caregivers

for concerns about coordinating care between providers.

CONCLUSIONS: Older adult patients and their caregivers readily utilized

MyChart to facilitate medical care. MyChart was used not only to seek

provider advice, but also to proactively schedule labs and communicate about

care transitions. There were few differences in message type by user. To our

knowledge, this is the first study to analyze the content of EPP messages sent

by patients, caregivers. Ultimately providers should offer older adult patients

and their caregivers access to EPPs as there is evidence of utilization in this

population that is historically less likely to be offered EPP access.

CHARACTERIZING PRIMARY CARE TRACKS IN INTERNAL

MEDICINE RESIDENCY PROGRAMS: AREWEDOING ENOUGH?

Eliana Hempel; Britt Marshall; Emily Wood; Jed Gonzalo. Penn State College

of Medicine, Hershey, PA. (Control ID #2944625)

BACKGROUND: InternalMedicine (IM) residency programs are responsible

for graduating residents who will ultimately practice primary care (PC), how-

ever, as few as 20% of IM residents choose to pursue careers in PC. Primary

care tracks (PCTs) increase residents' PC exposure, offer additional educational

opportunities and create a community of like-minded colleagues. Limited data

on PCTs suggest participation in PCTs increases residents' desire to pursue PC.

Despite their long-standing existence, there is a paucity of data with regard to

the characteristics of PCTs. Before evidence-based curricular reform can occur,

a better understanding of the current landscape of PCTcurricula is required.We

used qualitative methods to (1) identify the prevalence and types of PCTs inUS

IM programs, and, (2) develop a potential framework of educational compe-

tencies for IM PCTs.

METHODS: We used mixed methods including both quantitative and qual-

itative analysis of data obtained from US IM residency program websites. A

website review tool was developed and piloted and used to tally the presence,

types and features of PCTs. Thematic analysis was used to explore educational

content within PCTs.

RESULTS:To date, 216 of 465 US accredited IM residency programwebsites

have been reviewed. Of these, 47 (15%) included a PCT. We identified three

different types of PCTs: (1) informal tracks (n=8, 17%), (2) formal tracks

(n=13, 27%), and (3) NRMP-accredited tracks (n=27, 56%). We found that

informal and formal tracks were embedded within categorical IM residency

programs. When compared to the standard categorical IM residency curricu-

lum, informal tracks had the least deviation in curricular content. Formal tracks

were noted to have more PC focused educational experiences. In contrast,

NRMP-accredited tracks were found to be separate IM residencies with the

greatest degree of difference from categorical IM residency programs. Several

different categories of educational content were featured in PCT curricula,

including both clinical and health systems science (HSS) components. Of the

HSS content areas, population health, underserved medicine and quality im-

provement were included in greater than 50% of the PCTs.

CONCLUSIONS: Despite evidence suggesting PCTs may encourage resi-

dents' pursuit of PC careers, only 15% of US IM residency programs include

PCTs, with over half of these being NRMP-accredited tracks. These findings

highlight the relative lack of PC-specific educational opportunities, particularly

for residents who become interested in PC careers after the match, during

residency training. Educational components included in PCTs reflect a trend in

medical education to include both clinical and "systems-ready" skills. Identi-

fying curricular themes within PCTs will help to shape PCT competencies,

which can facilitate evidence-based PCT curricular redesign. Well-developed

PCTs may be integral to recruiting residents to careers in primary care and

graduating PCPs prepared to practice in evolving health systems.

CHEMOTHERAPY MIGHT BE EFFECTIVE IN PROLONGING

SURVIVAL IN PATIENTS WITH PULMONARY TUMOR THROM-

BOTIC MICROANGIOPATHY (PTTM) Akane Fukuda1; Yuki Nagai2;

Suguru Matsuzaka2; Yuko Shirouchi2; Ayami Komatsu2; Yoshimoto

Serizawa2. 1Teine Keijinkai Hospital, Sapporo, Japan; 2Teine Keijinkai Hos-

pital, Hokkaido, Japan. (Control ID #2942564)

BACKGROUND: Pulmonary Tumor Thrombotic Microangiopathy (PTTM)

is a fatal complication of cancer characterized by tumor embolism in the

peripheral pulmonary arteries accompanied by thrombosis and intimal prolif-

eration. It is seen in 1.4% of all cancer patients with 60% attributed to gastric

cancer. It is marked by exacerbating dyspnea which results in sudden respira-

tory failure due to pulmonary hypertension. Average period of survival after

admission is 5 days and antemortem diagnosis is difficult. There is no standard

treatment for PTTMand the efficacy of chemotherapy has not been extensively

studied. Therefore, we performed a review of cases of PTTM reported in the

literature to analyze their outcomes based on exposure to chemotherapy.

METHODS:We searched PubMed and Ichuushi (Japanese medical database)

for case reports of patients presenting with PTTM as the first manifestation of

cancer reported between 2012 and 2017 in Japan. We gathered 15 cases

including two from our hospital. We classified them according to the use of

chemotherapy as part of their treatment. Eight patients received chemotherapy

(average age 56.9±17.2, 50% gastric cancer) and seven patients did not
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(average age 62±16.4, 57.1% gastric cancer). We compared the length of

survival between the two groups.

RESULTS: Among the eight patients who received chemotherapy for treat-

ment of PTTM, the average period of survival post-admission was 30 weeks,

while patients who did not receive chemotherapy survived 12 days on average.

We recognize the need for data describing pre-treatment patient status, which is

our main limitation. Further research with more data and applied statistics must

be conducted to accurately evaluate the effect of chemotherapy on prolonging

survival in these patients. Another limitation of our study is that the diagnosis

of PTTM was not concrete in most cases as most were clinically diagnosed.

CONCLUSIONS: Our study suggests that chemotherapy is effective in

prolonging survival in patients presenting with PTTMas the first manifestation

of cancer. Even though PTTM is lethal, patients who present with this syn-

drome as the first manifestation of cancer might benefit from having the choice

to prolong their life to create time to prepare themselves and their loved ones

for death.

CHOOSING BETWEEN INPATIENT VS. HOSPITAL AT HOME

CARE: PATIENT CHARACTERISTICS AND REASONS FOR DE-

CLINING HOSPITAL AT HOME Pamela Saenger1; Alex Federman1;

Bruce leff2; Linda DeCherrie1; Albert L. Siu1. 1Icahn School of Medicine at

Mount Sinai, New York, NY; 2Johns Hopkins University School of Medicine,

Baltimore, MD. (Control ID #2943865)

BACKGROUND: Mount Sinai Health System implemented a Hospital at

Home (HaH) program funded by the Center for Medicare and Medicaid

Innovation. Prior trials have shown that HaH care is associated with better

quality care, fewer complications, better patient and caregiver experience, and

lower costs of care. As value-based care becomes ascendant and payment

mechanisms for HaH are instituted, the potential for wider HaH implementa-

tion is great. Whether patients will be keen to participate is a pressing question.

To date, there has been limited investigation of patient motivations for choos-

ing or declining HaH. This study seeks to characterize patients who refused vs.

those who agreed to HaH, and describes reasons patients provided for declin-

ing HaH.

METHODS: HaH provides interdisciplinary acute care in the home as a

substitute for inpatient hospitalization; provider visits, treatment, and diagnos-

tics take place in the home. From September 1 2014 through August 31 2017,

patients requiring hospitalization at Mount Sinai Hospital were screened for

program eligibility. Patients were required to have Medicare, reside in Man-

hattan, pass a home safety screen, and be clinically appropriate for HaH

admission. Age, gender, and admission diagnoses were recorded for all pa-

tients who were offered HaH. HaH staff documented verbatim the reasons that

patients cited for refusing HaH.We compared characteristics of HaH acceptors

and refusers in univariate analyses.

RESULTS: A total of 443 patients were offered HaH; 150 (33.9%) declined.

Compared with acceptors, HaH refusers were younger (mean age 70 [sd=20.1]

years vs. 77 [sd=16.6] years, p<0.0001) and less commonly female (61.0% vs

71.5%, p=0.02). 36.7% of HaH refusers could or would not name a specific

reason for declining HaH. 15.0% said they preferred in-hospital care, and

12.4% were concerned that HaH would not meet their care needs. Additional

reasons for declining were not wanting visitors in the home (10.5%), antici-

pated inconvenience to self or family members (7.2%), lack of sufficient

support at home (5.1%), and need for caregiver respite (2.6%).

CONCLUSIONS: Patients refused HaH 1/3 of the time. Many HaH refusers

had difficulty relaying specific reasons for declining HaH, with over half

giving no reason or stating simply that they preferred to receive care in the

hospital. Given the potential patient benefits of HaH and increasing implemen-

tation of HaH programs, determining both extrinsic and intrinsic patient

barriers to participation will be a priority. Further study, including qualitative

data collection, is warranted.

CIGARETTE SMOKING AND QUITTING-RELATED FACTORS

AMONG US ADULT HEALTH CENTER PATIENTSWITH SERIOUS

MENTAL ILLNESS Sara Kalkhoran1, 2; Anne N. Thorndike1, 2; Nancy A.

Rigotti1, 2; Vicki Fung2, 1; Travis P. Baggett1, 2. 1Massachusetts General

Hospital, Boston, MA; 2Harvard Medical School, Boston, MA. (Control ID

#2939084)

BACKGROUND: The prevalence of smoking among US adults with low

socioeconomic status and serious mental illness (SMI) is 1.5- to 3-fold higher

than in the general US population and is a major contributor to the shorter life

expectancy of those with SMI. We aimed to determine the prevalence of

cigarette smoking and factors associated with current smoking and quitting

among US adults with and without SMI who received care at federally funded

health centers in 2014.

METHODS: We used cross-sectional data from adults ≥18 years old in the

2014 Health Center Patient Survey, a nationally representative in-person

survey of US health center patients (n=5592). We defined SMI as either (1) a

score ≥13 on the Kessler 6 scale (a measure of psychological distress, range 0-

24) or (2) reporting being told by a health professional of a diagnosis of bipolar

disorder or schizophrenia. We determined prevalence of ever and current

smoking among adults with and without SMI and assessed predictors of

current smoking using multivariable logistic regression controlling for demo-

graphics, insurance status, income, clinic type, medical comorbidities, general

health status, and whether the Health Center is their usual source of care. We

also compared prevalence of past-12 month quit attempts, past-12 month

receipt of advice to quit from a health professional, and plans to quit in the

next 6 months among smokers with and without SMI.

RESULTS: Prevalence of ever smoking was 68% in adults with SMI and 41%

in adults without SMI (p<0.001). Current smoking was also higher among

those with SMI (48% vs. 22%, p<0.001). Adults with SMI were more likely to

be living below the federal poverty level than adults without SMI (71% vs

52%, p<0.001) and reported higher rates of smoking-related diseases such as

COPD (15% vs 5%, p<0.001) and cardiovascular disease (19% vs 10%,

p=0.003). In adjusted analyses, adults with SMI had higher odds of current

smoking compared to adults without SMI (aOR 2.39, 95% CI 1.58-3.61).

Compared to smokers without SMI, more smokers with SMI made a quit

attempt (59% vs 48%; aOR 1.72, 95% CI 1.10-2.71) and reported receiving

advice to quit (87% vs 74%; aOR 2.59, 95% CI 1.33-5.03) in the past 12

months. Smokers with and without SMI had similar plans to quit in the next 6

months (35% vs 31%, respectively; aOR 1.46, 95% CI 0.73-2.94).

CONCLUSIONS: Among adults receiving care in federally funded health

centers, those with SMI had higher prevalence of smoking, smoking-related

diseases, and poverty than adults without SMI. Contrary to many clinicians'

perceptions that smokers with SMI do not want to quit, smokers with SMIwere

more likely to have made a quit attempt and were equally likely to have plans

to quit than smokers without SMI. This could reflect both higher motivation to
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quit and more difficulty in succeeding. Health center clinicians can help reduce

the mortality gap in patients with SMI by providing their patients who smoke

with evidence-based smoking cessation treatment that extends beyond advice

to quit.

CLINIC LEVEL STAFFING AND BURNOUT ASSOCIATED WITH

PERCEIVED ACCESS TO PRIMARY CARE Karin M. Nelson1; Philip

W. Sylling2; Leslie Taylor3; Stephan D. Fihn1, 3. 1University of Washington,

VA Puget Sound, Seattle, WA; 2Veterans Health Administration, Seattle, WA;
3VA Puget Sound, Seattle, WA. (Control ID #2944483)

BACKGROUND: Delays in access to care have negative consequences,

including poor health outcomes, lower patient satisfaction, and increased

health care use. We sought to describe the association of clinic-level organiza-

tional factors with access to care within the Department of Veterans Affairs, a

large integrated health care system serving over 5 million primary care patients.

METHODS:We conducted an observational, clinic-level (n=712) study using

2016 responses to seven access-related questions from the VA Consumer

Assessment of Health Plans (CAHPS) survey (n=241,122), such as "When

you phoned this provider's office to get an appointment for care you needed

right away, how often did you get an appointment as soon as you needed?" or

"How many days did you usually have to wait for an appointment when you

needed care right away?" These items were linked to clinics' national primary

care provider and staff survey from 2016 (n=4,814) indicating use of access

strategies and primary care practice features. We estimated bivariate relation-

ships between a compositve average of the CAHPS access items and staff

survey items and utilized a linear regression model, for each individual

CAHPS, of clinics' proportion of patients reporting the highest level ("Top

Box") of access as a function of clinic access and practice features.

RESULTS: Compared to sites with the lowest composite CAHPS access

scores, sites with higher access scores had higher percentages of staff

endorsing a leadership structure for primary care (91.8% vs. 79%,

p<0.001), reviewing performance reports (71.4% vs. 63.6%, p<0.001)

and were less likely to report primary care provider (20.8% vs. 34.8%,

p<0.001) or staff turnover (62% vs. 70.6%, p<0.001). Sites with the

highest access scores were also more likely to use open access scheduling

(53.7% vs. 39.8%, p<0.001), have carve out slots for same day appoint-

ments (36.8% vs. 29.2%, p<0.001) and use group (22.7% vs. 15.4%,

p<0.001) and clinical pharmacy visits (66.2 vs. 57.8%, p<0.001). In

regression analyses, we found small decrements in patients reporting that

they always received an appointment when needed associated with higher

levels of staff burnout (-1.3%, p=0.006), loss of a primary care provider (-

1.3%, p=0.039), and loss of an administrative clerk (-1.7%, p=0.001).

Among access strategies, use of recall scheduling (1.2%, p=0.036) and

open access scheduling (1.7%, p<0.001) was associated with fewer days

waiting for an appointment. In multivariate models, same day access was

associated with a fully-staffed team (-1.5%, p=0.003), change or loss of

an administrative clerk (-2.1%, p<0.001), and use of open access sched-

uling (1.1%, p<0.001).

CONCLUSIONS: Clinic level strategies to expand access are associ-

ated with modest improvements in patient-reported access to care.

Staff burnout and turnover were associated with lower levels of

access. Initiatives to improve primary care access should consider

focusing on these factors.

CLINICAL AND NON-CLINICAL TEAM MEMBERS BENEFIT

FROM TARGETED GERIATRICS TRAINING Janet Myers1; Anna H.

Chodos2; Remi Frazier1; Alicia V. Neumann3. 1University of California, San

Francisco, CA; 2UCSF, San Francisco, CA; 3University of California San

Francisco, San Francisco, CA. (Control ID #2946705)

BACKGROUND: In the context of improving team-based care for older

adults, the Optimizing Aging Collaborative (OAC) at the University of Cali-

fornia, San Francisco is empowering provider teams across the city to meet the

needs facing older adults. Based in the Division of Geriatrics, we train clinical

and non-clinical providers on how to serve older adults and coordinate efforts

across sectors. Our training and health care innovations especially focus on

those vulnerable individuals who have dementia, live alone, or are LGBTQ

(lesbian, gay, bisexual, transgender, and queer or questioning). We used data

from 110 trainings to laypersons, social service providers, and practicing

primary care teams (n=925), and 47 trainings to health professionals in clinical

training programs (n=1,142) to understand if there were differences between

clinicians and non-clinicians in the uptake of training content across key

geriatric domains: cognition, independence, safety, care decision making and

mental health.

METHODS: We compared clinician and non-clinician responses to a retro-

spective pre-post knowledge assessment to understand improvements across

key geriatric domains. Trainees received targeted education covering specific

knowledge areas within one or more of the key domains. We used two-sided

tests of association to determine differences between clinician and non-

clinician provider types. Clinical providers were medical providers (MDs,

NPs, fellows) and trainees (R2/R3 residents). Non-clinical providers were

support service providers (social workers, home health care workers) and

criminal justice workers (police and fire fighters).

RESULTS: Compared to clinical providers, non-clinical/support service pro-

viders reported greater gains in knowledge across four of five key geriatric

domains, with the greatest gains in knowledge related to health care decision-

making. Clinical providers reported greater gains in knowledge regarding

safety issues facing older adults.

CONCLUSIONS: Training aiming to improve care for older adults should

target both clinical and non-clinical providers because of their shared respon-

sibility to "geriatricize" older adult services.

CLINICAL AND SOCIO-DEMOGRAPHIC CHARACTERISTICS OF

OLDER ADULTS WITH MULTIPLE CHRONIC CONDITIONS AND

FOOD INSECURITY Jane Jih1; Ying Wang1; Chengshi Jin1; W. John

Boscardin1, 1; Tung T. Nguyen1; Christine Ritchie2. 1UCSF, San Francisco,

CA; 2University of California San Francisco, San Francisco, CA. (Control ID

#2928793)

BACKGROUND: Food insecurity, defined as uncertain or limited access to

nutritionally adequate and safe foods, has implications in the care of older

adults with multiple chronic conditions (MCC). The extent of food insecurity

among diverse older adults with MCC is not well described.

METHODS: We conducted a telephone survey of older adults age 60+ that

speak English, Spanish or Chinese with 2+ concurrent chronic conditions

based on diagnosis codes from the Elixhauser Comorbidity Index from an

urban academic primary care practice. We recruited participants by clinic
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population-based sampling stratified by race/ethnicity. Survey included the 10-

item US Adult Food Security Survey Module (FSSM), medication insecurity

and socio-demographic characteristics unavailable from the electronic health

record (EHR). Additional characteristics were obtained from the EHR. Food

insecurity status was assigned based on the sum of affirmative answers to the

FSSM (no=0-2; yes=3+). We conducted bivariate analysis and compared

characteristics of participants by food insecurity using chi-square tests for

categorical variables and Mann-Whitney tests for continuous variables.

RESULTS: The prevalence of food insecurity in this sample (n=475) with MCC

was 8.2%. Table 1 shows the significant (p<0.05) clinical and socio-demographic

characteristics of diverse older adults with MCC by food insecurity status.

CONCLUSIONS: Food insecurity among older adults with MCC is associ-

ated with being a racial/ethnic minority and lower socioeconomic status as well

as polypharmacy, medication insecurity, and higher primary care utilization.

Primary care providers should consider screening for food insecurity and

addressing it in the comprehensive care of older adults with MCC.

CLINICIAN-PATIENT RISK DISCUSSIONS FOR STATIN THERA-

PY: SURVEY OF PRIMARY CARE PROVIDERS Jeffrey Clough1, 3;

Seth S. Martin2; Ann Marie Navar1, 3; Li Lin1; N C. Hardy1; Dwight Scott1;

Ursula A. Rogers4; Lesley H. Curtis1, 1. 1Duke University, Durham, NC;
2Johns Hopkins University School of Medicine, Baltimore, MD; 3Duke Clin-

ical Research Institute, Durham, NC; 4Duke Clinical and Translational Science

Institute, Durham, NC. (Control ID #2905168)

BACKGROUND: The 2013 American College of Cardiology/American

Heart Association Cholesterol Management Guideline for treatment of blood

cholesterol emphasize the importance of a clinician-patient risk discussion

before initiating treatment. Evidence on how this recommendation is translated

into practice may inform future guidelines and shared decision making tools.

The objective of our study was to characterize variation in community primary

care providers' (PCPs) beliefs of the risks and benefits of statin therapy and

approaches to statin risk discussions with patients.

METHODS: We surveyed 164 PCPs from an academic, community-based

practice network in North Carolina in 2017. Participants were asked to report

their estimates on statin effectiveness and safety, and which side effects they

routinely discussed with their patients about statins.

RESULTS: Seventy-two PCPs (43.9%) completed the survey. Most were

women (66.7%), white (70.8%), and physicians (73.6%), with median time

in practice of 14 years (IQR 5.5-20). Provider median estimates of the athero-

sclerotic cardiovascular disease (ASCVD) relative risk reduction for moderate-

intensity and high-intensity statins were 25% (IQR 15%-30%) and 45% (IQR

25%-50%), respectively. The median estimated proportion of patients

discontinuing statins due to side effects was 10% (IQR 10-20%). A minority

of providers believed statins caused diabetes (27.8%), and only 16.7% always

or very often discuss it with their patients. Most (97.2%) PCPs reported

believing that statins cause myopathy, yet only 72.3% reported always or very

often discussing it with patients. Most (77.7%) reported always or very often

using the 10-year ASCVD risk calculator to guide decisions, 59.8% reported

that in the majority of cases prescriptions were influenced by other clinical risk

factors and 43.1% that patient preferences altered prescribing. Results were

similar comparing physicians (N = 53) and non-physician providers (N = 19)

except that physicians were more likely to indicate that they believe statins

cause incident diabetes (37.7% vs. 0%).

CONCLUSIONS: While community-based PCPs often accurately estimate

the benefit of statin therapy, beliefs in potential side effects and reported

content of clinician-patient discussions vary. Further efforts are needed to

understand the impact of this variability and how guidelines can best support

evidence-based shared decision making in routine practice.

COGNITIVE FATIGUE AND OPIOID PRESCRIBING: EVIDENCE

FROM PRESCRIBING OVER THE DAY AND WEEK Hannah

Neprash2; Michael L. Barnett1. 1Harvard T.H. Chan School of Public Health,

Boston, MA; 2University of Minnesota, Minneapolis, MA. (Control ID

#2944120)

BACKGROUND:Many physicians blame financial and time pressure in the

clinic for high rates of opioid prescribing because prescribing is easier and

faster than counseling on non-opioid treatments. This suggests that avoiding

opioid prescriptions can be cognitively taxing for physicians. Supported by a

rich literature in psychology showing that performance of effortful tasks can

degrade over time, we hypothesized that as physicians' cognitive burden

accumulates during the day and across the week, they may be more likely to

prescribe opioids when clinically questionable to simply "move on." We also

hypothesized that breaks during the work day may mitigate this phenomenon.

METHODS:Using data from athenahealth, a national electronic health record

provider, we identified all scheduled (i.e. not same day) primary care physician

(PCP) appointments from 2013-14 for adult patients with no opioid prescrip-

tions in prior 12 months. To focus on appointments where opioids were likely

inappropriate (chronic non-cancer pain), we included appointments with an

established non-cancer pain diagnosis (e.g. headache, back pain) where pa-

tients had a matching diagnosis in the previous 12 months. Our main outcome

was opioid prescribing with secondary outcomes of physical therapy and

nonsteroidal anti-inflammatory drug (NSAID) prescriptions. We examined

average within-physician changes in each outcome over the course of the

day and week and also examined prescribing rates for visits immediately

before and after scheduled breaks of >15 minutes. We used multivariable linear

probability models adjusting for patient and visit characteristics and included

physician fixed effects to control for time-invariant differences across

physicians.

RESULTS: Our sample contained 703,612 appointments with 2,805 PCPs.

Patients seen at different times of day or week has small differences by payer

and age, though patients immediately before and after a scheduled break were

statistically similar on observables. Compared to 7-8am appointments, patients

seen 12-1pm were significantly more likely to receive an opioid prescription

(5.8% vs. 4.5%, p<0.001), a 29.6% relative increase that persisted through 4-

5pm. Before a >15-minute break, physicians were 4.9% more likely to pre-

scribe an opioid than after a break (5.6% vs. 5.3%, p=0.02). PCPs were also

7.3%more likely to prescribe opioids on a Friday vs. Monday (5.4% vs. 5.0%,

p<0.001). None of these relationships were present for physical therapy or

NSAID prescribing.

CONCLUSIONS: In a large, national sample of primary care appointments,

we found that within-provider, opioid prescribing for established non-cancer

pain increased across the work day and week. Scheduled breaks mitigated this

effect to a small degree. These results suggest that some clinical decisions are

sensitive to behavioral factors external to clinical knowledge or skill. Strategies

for quality improvement should consider the potential contribution of cognitive

fatigue across physicians' clinical schedules.
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COLLABORATION AND APPROACH TO DIAGNOSTIC ERROR

AMONG PHYSICIANS IN INTERNALMEDICINE TRAINING PRO-

GRAMS Donna Windish1; Thilan P. Wijesekera1; Lisa Sanders2. 1Yale Uni-

versity, Cheshire, CT; 2Yale School of Medicine, NewHaven, CT. (Control ID

#2910122)

BACKGROUND: Diagnostic errors occur in 10-15% of patient encounters.

Given this number, the Institute of Medicine (IOM) released a landmark study

on ways to decrease diagnostic errors. Using goals in the IOM report, we aimed

to assess how Internal Medicine residents and faculty collaborate in the

diagnostic process and approach diagnostic errors.

METHODS: This multicenter, cross-sectional survey derived content from

IOM's Goal 1: to facilitate more effective teamwork in the diagnostic process,

and Goal 4: to identify, learn from, and reduce diagnostic errors. Questions

addressed: a) collaboration with radiologists, pathologists, interdisciplinary

teams and patients; b) uncertainty of errors whenmaking a diagnosis; c) factors

negatively affecting a diagnosis; d) where diagnostic errors occur, and e) how

often harms and benefits of diagnostic testing are considered. From June 2016

toMarch 2017, surveyswere administered anonymously via e-mail or by paper

during educational conferences.We targeted residents and faculty in Tradition-

al Internal-Medicine, Primary Care Internal Medicine, and Internal Medicine-

Pediatrics at nine community and University-based training programs.

RESULTS: Of 484 physicians (87 attendings, 397 residents) targeted, 266

(55%) responded, with 70 attendings and 196 residents. Physicians reported

collaborating at least weekly with radiologists (70.5% inpatient v. 13.2%

outpatient) and pathologists (12.1% inpatient v. 2.6% outpatient). Many re-

spondents collaborated at least daily in interdisciplinary teams (83.9% inpatient

v. 50.4% outpatient). Less than half of physicians (45.4%) noted that they

routinely explain their diagnostic thinking to each patient, and only14.2%

asked for patient's understanding of the encounter by having each patient

"teach back" what they heard. Physicians reported at least daily uncertainty

of a diagnosis (49.0% inpatient v. 40.6% outpatient). Time limitations were

attributed by 70.1% as most negatively impacting their ability to make a

diagnosis, followed by language barriers (10.2%), health literacy (9.4%) and

electronic health systems (5.1%). Physicians noted at least weekly occurrences

of a diagnostic error (46.0% inpatient v. 40.2% outpatient). When diagnostic

errors occurred, physicians attributed the most common factors as history

collection (38.3%), assessment (28.1%), and the referral process (12.1%).

Respondents considered harms and benefits of diagnostic testing at least daily

66.9% of the time in the hospital and 61.1% of the time in the outpatient

setting.

CONCLUSIONS: We found that internal medicine physicians had varying

rates of collaboration with specialists with high reports of diagnostic uncer-

tainty. Many physicians did not explain their diagnostic thinking to patients

with few consistently gauging patients' understanding during an encounter.

Inconsistencies in collaborating along with diagnostic uncertainty have the

potential of putting patients at undue risk for future errors.

COLORADO IN THE CROSSROADS: STAKEHOLDER PERSPEC-

TIVES ON OVER-THE-COUNTER STATUS OF ORAL CONTRA-

CEPTIVE PILLS Brittany C. Hartman1; Kaitlin Schmitz2; Molly Secor-

Turner5; Nazanin KusehKalani Yazd1; HeaMi Yi6; Nina Ball1; Laura Borgelt2;

Leanne Rupp3; Daniel Topp7; Christine Gilroy4; Carol A. Stamm4. 1University

of Colorado, Aurora, CO; 2University of Colorado AnschutzMedical Campus,

Aurora, CO; 3The Colorado Health Foundation, Denver, CO; 4University of

Colorado Anschutz Medical Campus, Denver, CO; 5North Dakota State Uni-

versity, Fargo, ND; 6University of Colorado, Denver, CO; 7HealthONE, Den-

ver, CO. (Control ID #2919792)

BACKGROUND: Colorado (CO) has been a national leader in reducing

unintended pregnancies since 2009, when the Colorado Family Planning

Initiative (CFPI) was passed. CFPI increased the use of Long Acting Revers-

ible Contraceptives (LARCs) and dramatically reduced rates of unintended

pregnancies and abortions; however, in 2016, funding for this programwas not

renewed, putting thousands of women at risk. Furthermore, 30,000 women

could lose employer-covered contraception with proposed changes to the

ACA. Given the uncertainty of contraceptive coverage in CO, novel ap-

proaches must be attempted. One solution may be to approve oral contracep-

tives (OC) for over-the-counter (OTC) use. The concept of OTC contraceptives

has received support from the medical community, but has been met with

considerable resistance from other stakeholders for unclear reasons. The pur-

pose of this study was to understand stakeholder perspectives on making

contraceptives available OTC.

METHODS: Qualitative personal interviews were conducted with 41 partic-

ipants. Participants were recruited to represent diverse stakeholder perspectives

including religious leaders, healthcare organizations, health insurance, legisla-

tive representatives, and health professionals. Interviews were conducted in

person or over the phone. Interview questions focused on stakeholder readiness

for, barriers to, and professional support for or resistance to OTC contracep-

tives in CO. Descriptive content analysis was used to categorize data into

themes organized by question.

RESULTS: Across stakeholder groups, most participants felt that CO was

ready for OTC contraceptives, citing the state's progressive medication-related

legislation, from LARCs to marijuana deregulation. Among all stakeholder

groups, contraceptives were felt to be a commonly prescribed medication with

well-known side effects. Yet, there was no clear stakeholder consensus on

whether labeled contraindications would be followed, and many participants

offered education or labeling solutions. All groups of stakeholders were

concerned with possible cost increases and potential for insurance coverage

to drop if OC were placed OTC. Religious or political barriers were also cited

as a concern, particularly among religious leaders. There was divergent support

among the health insurance and religious leader stakeholder groups.

CONCLUSIONS:Although many participants felt that CO is ready for over-

the-counter contraceptives, there were several barriers identified. Cost in-

creases, especially the potential for lost insurance coverage, were the most

consistently mentioned concern. Stakeholders also noted concern for missed

opportunities for preventative health screenings. Overall, the data suggest that

there is support for continued insurance coverage of OC, although there was no

consensus on the best approach to continued coverage. Findings from this

study may provide strategies for implementing OTC contraceptives in a way

that addresses the needs and concerns of key stakeholders in the state.

COMBINING GENETIC VARIANTS AND CLINICAL RISK FAC-

TORS FOR BREAST CANCER RISK STRATIFICATION IN A

POPULATION-BASED TRIALYiwey Shieh1; Elad Ziv1; Martin Eklund2;

Lisa Madlensky3; Amie Blanco1; Irene Acerbi1; Allison Stover Fiscalini1;

Hoda Anton-Culver4; Alexander Borowsky5; Andrea LaCroix3; Arash

Naeim6; Barbara Parker3; Laura van't Veer1; Laura J. Esserman1; Wisdom
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Study and Athena Breast Health Network Investigators and Advocate Part-

ners1; Jeffrey A. Tice1. 1University of California, San Francisco, San

Francisco, CA; 2Karolinska Institutet, Stockholm, Sweden; 3University of

California, San Diego, San Diego, CA; 4University of California, Irvine,

Irvine, CA; 5University of California, Davis, Sacramento, CA; 6University of

California, Los Angeles, Los Angeles, CA. (Control ID #2946453)

BACKGROUND: Genetic variants known as single nucleotide polymor-

phisms (SNPs) are promising markers of breast cancer risk, but their role in

guiding screening and prevention decisions has not yet been established.

WISDOM (Women Informed to Screen Depending on Measures of Risk) is

an ongoing trial comparing the safety, efficacy, cost, and patient acceptability

of personalized versus annual breast cancer screening. Personalized screening

recommendations are based on sequencing of hereditary breast cancer genes

and a 5-year risk estimate from the Breast Cancer Surveillance Consortium

(BCSC) risk model modified by a polygenic risk score (PRS) comprised of 75

SNPs. WISDOM represents the first use of a PRS to prospectively modify risk

estimates and allows comparison of risk model performance in a population

setting. Thus, we compared the risk estimates generated by: 1) the Breast

Cancer Risk Assessment Tool (BCRAT) based on the Gail model, 2) the

BCSC model, and 3) the BCSC model modified by the PRS (BCSC-PRS).

METHODS: The WISDOM Study (NCT02620852) opened in 2016 and is

enrolling women aged 40-74 years. Self-reported demographic and risk factor

information were collected through an online portal. SNP genotyping was done on

saliva samples using a panel from Color Genomics. For participants in the person-

alized arm, risk estimates were generated using the BCRAT (2011 version), BCSC,

and BCSC-PRSmodels. Using paired statistical tests (McNemar), we compared the

distributions of BCRAT, BCSC, and BCSC-PRS risk estimates around a low-risk

(<1%) and moderately high-risk (≥3%) threshold, with the latter corresponding to a

5-year risk above which some guidelines suggest chemoprevention.

RESULTS: We analyzed 2,060 participants in the personalized arm of

WISDOMwho have completed risk assessment. The median age was 56 years

(interquartile range, IQR 48-63). 83% were Caucasian, 1% African-American,

and 7% Asian. 10% self-reported as Hispanic. The median 5-year risk was

1.6% (IQR 1.1-2.2%) using the BCRAT, 1.5% (IQR 1.0-2.1%) using the

BCSC model, and 1.4% (IQR 0.8-2.5%) using the BCSC-PRS model. The

BCSC-PRS model classified more women into the low (<1%) and moderately

high (≥3%) risk categories compared with the BCRAT (p < 0.001) and BCSC

models (p < 0.001), Table.

CONCLUSIONS: Adding a PRS to the BCSC model categorized more

women below the low-risk threshold and above the moderately high-risk

threshold compared with the BCSC model and BCRAT. Follow-up with

incident breast cancer data is needed to determine whether the reclassification

provided by the PRS improves risk stratification and clinical outcomes. How-

ever, our findings suggest that incorporating genetic variants into a validated

clinical model is feasible and could enhance risk prediction.

COMMUN ITY HEALTH WORKER SUPPORT FOR

CHRONICALLY-ILL PATIENTS AT VETERANS AFFAIRS, COM-

MUNITY AND ACADEMIC SITES: A MULTI-CENTER RANDOM-

IZEDCLINICALTRIAL Shreya Kangovi1, 2; Nandita Mitra2; Xinyi Zhao1;

Rory Harte1; Lindsey N. Norton1; David Grande1, 2; Judith A. Long1, 2.
1Perelman School ofMedicine at the University of Pennsylvania, Philadelphia,

PA; 2University of Pennsylvania, Philadelphia, PA. (Control ID #2942472)

BACKGROUND: Half the American population lives with a chronic disease

and 70% will die of one. The burden is even higher in lower-income popula-

tions where social challenges contribute to worse outcomes. IMPaCT is a

structured community health worker (CHW) intervention that addresses socio-

economic determinants of health. A prior single-site randomized controlled

trial (RCT) showed that IMPaCT improved outcomes among a chronically-ill,

disadvantaged population. In this study we tested IMPaCT in three primary

care settings: a Veterans Affairs medical center, a federally qualified health

center and an academic health system.

METHODS: We enrolled 592 participants in a multi-site, single-blind RCT

from January 2015 to March 2016. The participants lived in high-poverty ZIP

codes, were uninsured/publicly insured and had 2 or more chronic diseases

(diabetes, obesity, tobacco dependence, hypertension) with at least one condi-

tion in poor control. At enrollment, all patients set a chronic disease manage-

ment goal with their provider. Those randomized to the CHW intervention also

received 6 months of tailored support. The primary outcome was change in

self-rated physical health at 6 and 9 months. Secondary outcomes were change

in chronic disease control, self-rated mental health, quality of care, patient

activation and hospitalizations at 6 and 9 months.. We used intent-to-treat

analysis and longitudinal generalized estimating equations to measure differ-

ences between arms.

RESULTS: Participants in both arms had similar improvements in self-rated

physical and mental health at 6 and 9 months. Patients in the CHW arm had

greater improvement in patient activation (1.8, p=0.07) and higher quality

ratings of their primary care (OR 1.8, p<0.001). Patients in the CHW arm

had greater improvements in cigarettes per day (-0.5), systolic blood pressure (-

6.3 mmHg), body mass index (-0.2 kg/m2) and glycosylated hemoglobin (-

0.2%) although these differences were not statistically significant (p=0.20). At

6 months post-enrollment, there were 51% fewer hospitalizations in the CHW

arm (185 vs 380). A similar proportion of patients in both arms experienced at

least one hospitalization (39 vs. 36, p=0.90) but a lower proportion in the CHW

arm had repeat hospitalizations (5 vs 15, p=0.008), including 30-day

readmissions (3 vs 9, p=0.06). Patients in the CHW arm had shorter mean

lengths of stay (4.7 versus 10.6 days, p=0.002). At 9-months (3 months after

the intervention ended), there were 35% fewer hospitalizations in the CHW

arm (334 vs. 514). Reductions in 30-day readmissions (6 vs. 14, p=0.05) and

length of stay (6.2 vs. 9.7, p=0.03) persisted.

CONCLUSIONS: The standardized IMPaCT CHW model was applied

across three different clinical settings and improved a range of outcomes. This

multi-site trial suggests this intervention is a generalizable, effective strategy to

address socioeconomic factors and lessen the public health burden of chronic

disease.

COMPARATIVEEFFECTIVENESSOFDIRECTORALANTICOAG-

ULANTS VERSUS WARFARIN ON MORTALITY Nicolae Done1, 2;

Donglin Li1; Adam Woollley1, 3; Julia Prentice1, 2. 1VA Boston Healthcare

System, Boston, MA; 2Boston University, Boston, MA; 3Northeastern Uni-

versity, Boston, MA. (Control ID #2934360)

BACKGROUND:Atrial fibrillation (AF) treatment focuses on the prevention

of blood clots to reduce the risk of stroke. Vitamin K antagonists (e.g. warfarin)

have successfully reduced the risk of stroke, but the effectiveness of these

methods are hampered by narrow therapeutic ranges and the need for monthly

laboratory monitoring for dose adjustment to prevent over-anticoagulation and
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subsequent hemorrhage. Since 2010, two new classes of medications, thrombin

inhibitors and Xa inihibitors, entered the market. Clinical trials provide good

evidence that these direct oral anticoagulants (DOAC) are either superior or not

inferior to warfarin on a variety of outcomes, including mortality. Initial cost-

effectiveness studies based on these clinical trial results have concluded these

drugs may be cost-effective. It is unknown whether the health and cost advan-

tages of DOACs found in clinical trials will be maintained in clinical practice

since these trials enroll healthier patients and maintain better adherence.

METHODS: This is a retrospective observational study of data from patient-

level administrative and claims data from the Veterans Health Administration

(VHA) and Medicare. VHA pharmacy data was used to determine whether

patients with a new diagnosis of AF between 2011 and 2015 initiate warfarin or

a DOAC (n=35,478). Patients are assigned to the facility that initially pre-

scribes anticoagulation therapy. VHA facility-level prescribing patterns are

used as an instrumental variable to predict the likelihood of an individual

initiating warfarin or a DOAC, controlling for process quality measures (e.g.

percent of patients with LDL<100). We examined the relationship between

initiating warfarin or a DOAC onmortality using a two-stage residual inclusion

instrumental variable approach and propensity score models. Models con-

trolled for demographic variables, comorbidities and stroke risk.

RESULTS: Eighty percent of the sample initiated warfarin with the remainder

initiating the DOACs dabigatran (11%), rivaroxaban (6%) and apixaban (3%).

The average follow-up time was 1.97 years. In the first stage equation, facility

prescribing patterns significantly predicted the likelihood of an individual

receiving a DOAC (odds ratio=6.04, 95% confidence interval (C.I.)=2.5-

13.8). In Cox proportional hazard models that use facility prescribing pattern

as an instrumental variable to control for unobserved selection bias, Veterans

who started on a DOAC compared to warfarin have significantly lower odds of

mortality (hazard ratio =0.34, C.I.=0.22-0.53). Naïve models and propensity

score models that don't explicitly account for unobserved selection bias have

hazard ratios of 0.66 (C.I=0.61-0.71) and 0.70 (C.I.=0.65-0.76), respectively.

CONCLUSIONS:Veterans who initiate a DOAC compared to warfarin have

significantly lower odds of death. The ease of administration and monitoring

advantages for DOACs suggest these drugs may be the preferred option for

treatment in clinical populations with significant comorbidities.

COMPARING PHYSICIAN AND PATIENT RATINGS OF PHYSI-

CIANS' NON-ENGLISH LANGUAGE SKILLS Lisa C. Diamond1;

Steven Gregorich2; Sarita Pathak2; Celia P. Kaplan2; Jennifer Livaudais-

Toman3; Leah S. Karliner4. 1Memorial Sloan-Kettering Cancer Center, New

York, NY; 2University of California San Francisco, San Francisco, CA; 3Uni-

versity of California, San Francisco, Greenwich, CT; 4UCSF, San Francisco,

CA. (Control ID #2945606)

BACKGROUND: Outcomes for patients with limited English proficiency

(LEP) are better when they have a language concordant physician. There are no

standards for measuring physician language proficiency. Prior studies have

compared physician self-report of their own language skills to a validated oral

proficiency interview. No prior studies have matched patient and physician

ratings, despite a recent emphasis on meaningful involvement by patients. We

compared physician self-report to LEP patients' ratings of their physicians'

non-English language abilities.

METHODS: We asked 344 patients whose preferred language was not

English to evaluate their physician's non-English language ability if they

communicated without an interpreter at their most recent visit. We surveyed

36 primary care physicians whose non-English language ability was rated by at

least one patient. We used generalized linear mixed models to compare the

physicians' self-ratings to patient ratings of their physicians' language abilities.

RESULTS: Among patients (n=344), 39% preferred speaking Cantonese,

32% preferred Spanish, and 28% preferred Mandarin. The average age was

72 (± 12), 69% were women, 48% reported less than a high school education,

and 68% had Medicare. Eighty-four percent of the visits occurred with the

patient's PCP. Among physicians (n=36), 50% reported speaking Spanish, 36%

Mandarin, and 14% Cantonese. Using the Interagency Language Roundtable

Scale, 14% of physicians reported Excellent language abilities, 33% Very

Good, 42% Good, 3% Fair, and 8% Poor/None. Sixty-four percent were

attendings or NPs, while 36% were residents. We estimated the reliability of

physician ratings by patients by fitting linear mixed models that accommodat-

ed clustering withinMDs and found that patient ratings weremore reliable with

more patients rating the physician, e.g. the intra-physician correlation was 0.72

with 5 patient ratings, 0.78 with 7 patient ratings, and 0.84 with 10 patient

ratings. We then modeled all ratings (both physicians and patients) and found

that patient ratings were about 0.5 points higher than the corresponding

physician self-rating. We found that mean patient ratings and physician ratings

were independent of one another (p=.28). Finally, we found that there was a

significant difference between the marginal distributions of patient and physi-

cian ratings (p=.01).

CONCLUSIONS: While including the patient's perspective is an important

aspect of providing care, our data shows that it might be challenging for health

care systems to implement. The reliability of patient ratings improves when

more patients have rated each physician. There is also evidence of bias in the

ratings, in that patients tend to provide higher ratings and physicians provide

lower self-ratings. Averaging patient ratings may not be a useful way to

measure physician language ability. Health care systems wishing to include

patients' ratings would be best served if they can include a larger number of

patient ratings.

COMPARING SENIOR MEDICAL STUDENTS' CLINICAL ROTA-

TION GRADES TO PERFORMANCE ON A STANDARDIZED PA-

TIENT NOTE-WRITING TASK Benjamin D. Gallagher; Saman

Nematollahi; Henry C. Park; Salila Kurra. Columbia University Medical

Center, New York, NY. (Control ID #2937398)

BACKGROUND: The USMLE Step 2 Clinical Skills (CS) examination

consists of twelve timed standardized patient (SP) encounters, ending with a

templated patient note (PN). In the PN, students document pertinent elements

of the history and physical, propose a ranked differential diagnosis with

supporting evidence, and suggest an initial workup. The PNs are a unique

measure of graduating students' clinical reasoning skills. Researchers at the

University of Illinois at Chicago College of Medicine (UIC-COM) have

developed a validated rubric for scoring PNs in their Graduation Competency

Exam, which models Step 2 CS (Park et al., 2017). We applied this rubric to

PNs written for ten new SP scenarios by senior medical students at the

Columbia University College of Physicians & Surgeons (P&S), which holds

a similar mock exam. We then examined the relationship between PN scores

and performance in the Major Clinical Year (MCY) rotations.

METHODS: In spring 2017 146 third-year students completed the mock

exam. We selected 60 students at random, 20 from each MCY performance
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group (bottom, middle, and top tertile of number of "Honors" grades). We

estimated that this would provide 80% power to detect a large difference in PN

scores with an alpha of 0.05. One physician scored all students' PNs (600 total)

according to the UIC-COM PN Scoring Rubric. The rubric contains four

sections, each scored on a scale of 1 to 4: Documentation (30 points), Differ-

ential Diagnosis (30 points), Justification (30 points), and Workup (10 points);

the composite score has a maximum of 100 points. We used descriptive

statistics to report PN section and composite scores. A second physician scored

10 students' PNs (100 total), and we used kappa and quadratically-weighted

kappa statistics to calculate inter-rater reliability. We used ANOVA to examine

differences in scores between MCYperformance groups.

RESULTS: Mean (SD) scores for Documentation, Differential Diagnosis,

Justification, and Workup across all ten scenarios were 2.68 (0.38), 2.15

(0.28), 2.90 (0.40), and 2.65 (0.41), respectively. Mean (SD) composite score

was 64.63 (6.90). Regarding inter-rater reliability, for all unweighted PN

section scores kappa = 0.55, weighted kappa = 0.75. Students in the bottom,

middle, and top MCYperformance groups had mean Documentation scores of

2.54, 2.63, and 2.88, respectively (p = 0.016 for bottom vs. top) and mean

composite scores of 61.98, 64.05, and 67.86, respectively (p = 0.020 for

bottom vs. top).

CONCLUSIONS: Columbia P&S medical students perform similarly to

students from other schools when writing PNs scored by the UIC-COM PN

Scoring Rubric in a USMLE Step 2 CS mock exam. There were small but

statistically significant differences in PN scores between students who per-

formed at the top and bottom of the class in their clinical rotations. This

suggests that the note-writing task is an effective assessment of key clinical

reasoning skills learned in medical school.

COMPARISON OF NATIONAL DATA SOURCES TO ASSESS PRE-

VENTIVE CARE IN THE US POPULATION Catherine M. Ituarte1; Glen

B. Taksler2. 1Cleveland Clinic Lerner College of Medicine of Case Western

Reserve University, Cleveland, OH; 2Cleveland Clinic, Cleveland, OH. (Con-

trol ID #2943086)

BACKGROUND: Many national surveys are available to assess eligibility

and utilization of preventive care in the US population. Researchers may not

know the differences between surveys.

METHODS: We searched 7 open-access surveys for information on preven-

tive services rated A or B by the US Preventive Services Task Force: the

National Health and Nutrition Examination Survey (NHANES), National

Health Interview Survey (NHIS), Medical Expenditure Panel Survey (MEPS,

a subset of NHIS), National Ambulatory Medical Care Survey (NAMCS)/

National Hospital Ambulatory Medical Care Survey (NHAMCS), Health and

Retirement Study (HRS) and Behavioral Risk Factor Surveillance System

(BRFSS).

RESULTS: All surveys provided extensive data on preventive care. Surveys

substantially differed in design and inclusion of specific variables. Design: All

surveys were cross-sectional except MEPS (which followed subjects every 6

months for 2.5 years) and HRS (which followed subjects biennially until

death). Each randomly sampled US households except NAMCS/NHAMCS,

which sampled providers at community practices/hospitals for data on specific

encounters. Sample size ranged from about 10,000 (NHANES) to 300,000

(BRFSS) per survey period. All surveys were intended to provide national

estimates; BRFSS also provided state-level data. Demographics: All surveys

asked about demographics, income, disability, health insurance, and access and

utilization of health care. NAMCS/NHAMCS had more detail on utilization.

MEPS and HRS had more detail on access, income, and insurance. Diagnoses:

All surveys asked about hypertension, hyperlipidemia, diabetes, and comor-

bidities. NHIS and NHANES provided the most detail. NHANES verified

patient medications. Medical exam: Only NHANES and HRS performed an

exam (e.g., BP, BMI) and collected labs (e.g., lipids, HbA1c). Cancer: All

surveys asked about cervical cancer screening. All except NHANES asked

about breast, colorectal and prostate screenings. BRFSS only asked residents

of selected states. NHIS and HRS asked about family history in select years.

Lifestyle: All surveys asked about weight. NHANES asked the most detail on

nutrition and physical activity, followed by NHIS and BRFSS. All surveys

collected data on mental health, sleep, tobacco, and alcohol use (NAMCS/

NHAMCS was the least detailed). All except HRS asked about STI testing.

Only NHANES and BRFSS asked about sexual behavior. Vaccinations: All

surveys except NHANES asked about flu, pneumonia, and shingles vaccines,

with NHIS and MEPS the most detailed. NHANES, NHIS and BRFSS also

asked about HPV and tetanus vaccines. NHANES and NHIS asked about

hepatitis vaccines. Other: All surveys except NAMCS/NHAMCS and HRS

asked about low-dose aspirin. All except NHIS and BRFSS asked about

osteoporosis screening. Links (restricted access): All except BRFSS had links

to insurance data. HRS, NHIS and NHANES had links to administrative data.

CONCLUSIONS: Choice of national health survey can improve understand-

ing of preventive care in the US population.

COMPARISON OF QUALITY OF LIFE AND ILLNESS PERCEP-

TIONAMONGPATIENTSWITHACNE, ECZEMA, ANDPSORIASIS

Neha Nagpal; Janna Gordon-Elliott; Shari Lipner. Weill Cornell Medical

College, New York, NY. (Control ID #2927817)

BACKGROUND: Skin problems are seen in as many as 1 in 3 patients

presenting to their primary care doctor, and primary care physicians and

internists are often the first clinical contacts encountered by patients presenting

with new dermatologic complaints. Dermatologic diseases have a similar

influence on quality of life (QoL) and disability as other chronic medical

conditions. While QoL has been studied in relation to acne, eczema, and

psoriasis, there is little information on how patients conceptualize their dis-

eases, or illness perception (IP). The primary objectives of this study were to

analyze the effect of self-reported measures of IP on self-reported QoL and

compare IP and QoL across three diagnoses. A secondary objective was to

examine differences in illness perception and quality of life between white and

nonwhite patients.

METHODS: A cross-sectional survey-based study was completed anony-

mously by patients presenting to an urban university hospital-based dermatol-

ogy clinic. The study included 132 individuals: 61 patients with acne, 24

patients with psoriasis, and 47 patients with eczema. Statistical analysis was

completed using IBM SPSS Statistics Version 24. Comparisons between

racial/ethnic groups were examined using Independent Sample t-test, while

chi-Square tests were used to examine differences in gender or race/ethnicity

between diagnosis groups.Multivariable linear regressionwas used to examine

independent effects of predictor variables on QoL.

RESULTS: Multivariable linear regression was utilized to examine cumula-

tive effects of all variables of interest on QoL. We found significant main

effects for race/ethnicity, diagnosis, and IP. For a diagnosis of acne compared to
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a diagnosis of eczema, QoL was on average 3.26 points lower (B=-3.261, 95%

CI=-5.247- -1.274, P<.001), indicating better QoL in the former. White pa-

tients, compared to nonwhite patients, had an average QoL 2.261 points lower

(B=-2.261, 95% CI=-4.058-0.464, P=.014), indicating higher QoL. Finally, IP

is significantly associated with QoL, with a 0.192 point increase in QoL for

every 1 point increase in IP (B=0.192, 95% CI=0.101-0.282, P< .001), indi-

cating a direct relationship between a more threatening view of illness and

worse QoL.

CONCLUSIONS: Our data demonstrate a direct relationship between IP and

QoL in three common dermatologic conditions in a clinic-based setting, and

suggest that this relationship may be influenced by group differences, such as

race/ethnicity. Physicians in primary care settings who develop deeper aware-

ness of their patients' ideas and attitudes about illness, as well as the mediating

effects of race/ethnicity, may be in a position to provide more personalized care

for patients with common medical conditions. Further understanding of the

interrelationship between IP, QoL, relevant mediating factors, and medical

outcomes will allow for development of strategies to enhance clinician aware-

ness, patient education, and disease management.

COMPLEX TRANSITIONS FROM HOSPITAL TO SKILLED NURS-

ING FACILITY TO HOME: PATIENTAND CAREGIVER PERSPEC-

TIVES Jennifer L. Carnahan1; Lev Inger2; Tochukwu Iloabuchi2; Alexia M.

Torke2. 1Indiana University Center for Aging Research/Regenstrief Institute,

Indianapolis, IN; 2Indiana University, Indianapolis, IN. (Control ID #2940780)

BACKGROUND: Since 1990, there has been a dramatic rise in patients in the

United States discharged from the hospital to a skilled nursing facility (SNF).

Most patients transition from the SNF back to home. SNF to home transitions

are vulnerable time for older adults, but there is little research describing the

needs of patients and caregivers of this unique group.

METHODS: Patients over 65 years old who were community dwelling prior

to hospital admission and who were discharged back to the community after a

SNF staywere eligible to participate in this study.Within a week of leaving one

of three SNFs in Indianapolis, IN, patients and/or caregivers participated in an

in-home, semi-structured interview regarding the transition home. Trained

interviewers collected photographs of the discharge paperwork and home

medication setup. A follow-up telephone interview was conducted two weeks

later to elicit additional insights about the transition after they had time to adjust

at home. We applied a grounded theory approach to discover patient and

caregiver-centered themes regarding the SNF to home transition in care.

RESULTS: Of the 64 patient-caregiver dyads approached, 24 individual

patients or patient-caregiver dyads completed the interview. Four themes

emerged: 1) the comforts of home, 2) information needs, 3) post-SNF care

needs and 4) degrees of autonomy. Discussion of the comforts of home

included an emphasis on the time away from home (a minimum of three

weeks), food cravings, and social circles. Patients went home with a large

packet of papers yet most reported they were missing key information about

their transition and health care plan, such as when home services would begin

and which medications to stop or continue. Photographs revealed various

methods to organize their medications: well organized pre-hospital medication

packs, sacks overflowing with medication bottles, and individual pill boxes

with handwritten directional notes taped underneath. Due to a delay in estab-

lishing home services such as physical therapy and home care nurse medica-

tion reconciliation, most felt like the transition home was coupled with a

decline in the functional and medical gains made in the facility. Patients found

themselves pulled between the need to rely on others for care in the facility and

the need to demonstrate autonomy in order to be able to go home.

CONCLUSIONS: Most patients are eager to return home from a SNF, yet

they struggle with incomplete information and unmet needs resulting in

confusion about the care plan and a decline in functional gains made in the

facility. Interventions are needed that address these unmet needs for patients

transitioning from SNF to home.

COMPREHENSION OF MEDICARE POLICIES SURROUNDING

OBSERVATION STATUS AND POTENTIAL IMPACT ON HEALTH

CARE UTILIZATION AMONG MEDICARE BENEFICIARIES: A

SINGLE-CENTER STUDY Jennifer N. Goldstein1; Patty McGraw2; LeRoi

S. Hicks1. 1Christiana Care Health System, Newark, DE; 2Christiana Care

Health Services, Newark, DE. (Control ID #2940641)

BACKGROUND: Prior studies have found that increased cost-sharing for

medical care is associated with decreased utilization. Medicare beneficiaries

hospitalized under observation status have significant cost-sharing responsi-

bilities under Medicare Part B. It is unclear how awareness of cost-sharing

responsibilities might impact their willingness to utilize observation care in the

future. Our objectives were to examine whether Medicare beneficiaries hospi-

talized under observation status understand their Medicare cost-sharing re-

sponsibilities and to explore the potential impact of cost-sharing on future

medical decision making related to use of observation care.

METHODS: This was a cross-sectional study using survey and electronic

health record data from a single, regional, academic medical center. A 23-item

survey was administered to a convenience sample of Medicare beneficiaries

receiving observation care from January-May 2016. The survey instrument

assessed comprehension of cost-sharing policies, health care rationing behav-

iors and the potential impact of observation cost-sharing on future medical-

decisionmaking. Self-reported incomewas assessed as greater than or less than

200% of the federal poverty level. Demographic and clinical data were ob-

tained from the electronic medical record.

RESULTS: Of the 466 patients eligible for the study, 168 (38%) were either

missed or discharged prior to recruitment. Of those approached, 127 had a

medical or cognitive impairment that prohibited completion and 11 refused. Of

the160 patients who completed interviews, 16 were found in post-hoc analysis

to not have traditional Medicare were excluded, leaving 144 for analysis.

Respondents were slightly older than non-respondents but were otherwise

similar. Close to half of respondents (66/144; 45.8%) were low-income by

self-report. Among those who responded, 37.1% (36/97) delayed seeking care

due to cost concerns and 42.5% (51/120) rationed prescriptions due to cost in

the previous 12 months. Less than 10% of respondents understood the cost-

sharing responsibilities related to Medicare observation status (11/125 (8.8%)).

Approximately 1/3 (41/119; 34.4%) of respondents were concerned about the

cost of their observation stay. Low-income respondents were more likely to be

concerned about the cost of their stay (70.7% vs 29.3%, p=0.015), and were

more likely to consider outpatient work-up (56.3% vs 43.8% p=0.300) instead

of future observation hospitalization compared to higher-income respondents.

CONCLUSIONS: Among a convenience sample of Medicare beneficiaries

hospitalized under observation status, comprehension ofMedicare cost-sharing

responsibilities was poor. Low-income beneficiaries, were less willing to

receive future observation care compared to higher- income beneficiaries. As
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cost sharing for hospital care increases, legislators should be aware of potential

unintended consequences.

CONCURRENT NSAID AND WARFARIN USE IS ASSOCIATED

WITH INCREASED BLOOD TRANSFUSIONS IN HOSPITALIZED

PATIENTSChristopher Su;William Southern; Shitij Arora. Montefiore Med-

ical Center, Bronx, NY. (Control ID #2937565)

BACKGROUND: Warfarin has a narrow therapeutic index and dosing is

dependent on intrinsic patient variables including cytochrome P450 2C9

(CYP2C9) and VKORC1 polymorphisms. High protein binding and CYP-

dependent clearance mechanisms of NSAIDs also affect warfarin levels. This

study investigated the observed pharmacologic interaction of concurrent

NSAID and warfarin use by examining blood transfusions received and time

to therapeutic INR.

METHODS: A retrospective, matched cohort study was performed on

inpatients initiated on warfarin as part of a heparin "bridge" from January

2006 through January 2016 at an academic medical center. After patients

exposed to NSAIDs while on warfarin ("cases") were identified via the

electronic medical record, patients receiving warfarin who were not ex-

posed to NSAIDs ("controls") were matched randomly to cases by age

and gender. Paired t-tests were conducted on cases and controls for

outcomes including blood transfusions received during hospitalization,

time to therapeutic INR (>2), cumulative warfarin dose administered to

achieve therapeutic INR, and the value of the first therapeutic INR.

Outcomes between cases who received IV NSAIDs (ketorolac) were also

compared against cases who received PO NSAIDs (ibuprofen and

naproxen). Multivariate regression models were generated after all univar-

iate analyses to control for race, BMI, renal function, hepatic function,

concurrent aspirin use, and other variables.

RESULTS: One hundred and seventy pairs of matched cases and

controls were identified. Cases who were exposed to NSAIDs received

increased blood transfusions during hospitalization compared to con-

trols (p<0.0001; multivariate: p=0.006, OR=4.2). Furthermore, cases

who received IV NSAIDs received increased blood transfusions com-

pared to cases who received PO NSAIDs (p<0.0001; multivariate:

p=0.002, OR: 7.5). Cases also experienced decreased time to thera-

peutic INR (3.8 vs. 4.6 days, p<0.0001; multivariate: p=0.02), de-

creased cumulative warfarin dose (27 vs. 35 mg, p<0.0001; multivar-

iate: p=0.003), and higher first therapeutic INR (2.5 vs. 2.3, p=0.02;

multivariate: p=0.04) compared to controls.

CONCLUSIONS: Patients exposed to NSAIDs while on warfarin re-

ceived increased blood transfusions relative to patients who did not

receive NSAIDs. These conclusions are further preserved when patients

who received IV NSAIDs were compared to those who received PO

NSAIDs, signifying a possible potency-mediated effect. These results point

to the increased bleeding risk associated with concurrent warfarin and

NSAID administration. Notably, cases had significantly decreased time to

therapeutic INR, decreased cumulative warfarin dose, and higher first

therapeutic INR, suggesting a phenotypic manifestation of NSAIDs

delaying warfarin clearance. These findings illustrate a major clinically-

relevant adverse drug interaction among two routine medications in the

inpatient setting and underscore the importance of careful warfarin dosing

in patients already receiving NSAIDs.

CONDUCTING SIGNATURE INFORMED CONSENT FOR OPIOID

THERAPY IN PATIENTSWITHCANCER: A QUALITATIVE ANAL-

YSIS OF MULTIDISCIPLINARY PROVIDER'S PERSPECTIVES

Karleen Giannitrapani1; Peter Glassman2; Azin Azarfar1; Maria Silveira3, 4;

Amanda Midboe5; Robert D. Kerns6; Robert Pearlman7; William Becker8;

Karl Lorenz1. 1Veterans Health Administration, Menlo Park, CA; 2Greater Los

Angeles VA Healthcare System, Los Angeles, CA; 3University of Michigan,

Ann Arbor, MI; 4Ann Arbor VA Medical Center, Ann Arbor, MI; 5VA Palo

Alto Health Care System, Menlo Park, CA; 6VA Connecticut, West Haven,

CT; 7University of Washington, Seattle, WA; 8VA Connecticut Healthcare

System, West Haven, CT. (Control ID #2941481)

BACKGROUND: Because of addiction, misuse, and overdose risk, the

Department of Veterans Affairs (VA) is considering requiring signature in-

formed consent (SIC) for opioid prescribing to cancer patients. Therefore, this

study's objective is to understand provider perspcetives of the risks, benefits,

and appropriateness of SIC for long-term opioid therapy (LTOT) among

patients with cancer.

METHODS:We used constant comparison to elucidate themes from 19 semi-

structured interviews with oncologists, palliative care providers, primary care

physicians, and advanced practice nurses from two VA healthcare systems in

Connecticut and California.

RESULTS: 1) Perceived appropriateness of SIC depends on patient charac-

teristics (stage, state, prognosis, age, mental health, previous substance mis-

use). 2) Perceived benefits of SIC include patient awareness of medication

safety ("benefit of the consent process is that they understand the downside, to

avoid accidental overdosing"), patient activation ("it makes them feel a little

responsible for how theymanage the opiates"), and promoting shared decision-

making. 3) Risks include: SICmay be unnecessary ("With a patient with widely

metastatic disease and poor prognosis… just sort of seems almost superflu-

ous"), limits access ([I don't like to have] conversation that in some way

impedes [access to] the medicines they need"), and represents a trade-off of

time for other concerns. 4) Providers had divergent recommendations about the

appropriate timing (before any opioid, before LTOT, never). 5) Opioid consent

processes should be comparable to other treatments with similar benefit/risk

profiles: "if we're going to do it [SIC] for opioids for cancer...we should do it

for warfarin for stroke" 6) SIC for advanced cancer should be tailored,

condition sensitive.

CONCLUSIONS: Providers perceive little risk to LTOT in cancer pain and

little benefit to SIC. Most feel clinicians should be allowed to determine need for

SIC case-by-case. Although there may be benefits of requiring SIC for cancer,

policymakers should monitor unintended consequences and ensure that process-

es are sensitive to patient and condition vulnerabilities including advanced stage.

CONGRUENCE BETWEEN ATTENDING PHYSICIAN AND PA-

TIENTFEEDBACKOFRESIDENTSASPATIENTEDUCATORSKyle

Kurland2; April Barbour3; Richard L. Amdur4; Xiangyu Kuang2; Matthew

Tuck1, 2. 1Department of Veterans Affairs Medical Center, Washington, DC;
2George Washington University, DC, WA; 3George Washington University,

Washington, DC; 4George Washington University School of Medicine, Wash-

ington, DC. (Control ID #2930062)

BACKGROUND: Throughout medical training, resident physicians frequent-

ly receive feedback from attending physicians on their skills as patient
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educators. Despite the ubiquitous nature of this input, whether patients' per-

ceptions of the education they receive from residents are in congruence with

the perceptions of the attending physician is often unknown. Aim: To quantify

the degree of congruence between feedback from attending physicians and

patients regarding the education provided by resident physicians.

METHODS: We adapted and piloted two assessment tools from the Agency

of Healthcare Research and Quality's Community Assessment of Healthcare

Providers and Systems (CAHPS). The questions were specifically formulated

from the domains regarding health literacy and communication, each address-

ing the ability of a healthcare provider to educate patients. At the end of the

2015-2016 academic year, faculty who received rater training at two institu-

tions were asked to evaluate residents during a routine patient education

encounter either on the inpatient medicine ward or outpatient clinic. Patients

were asked to complete the patient assessment tool, whose language closely

mirrored the faculty assessment tool. We calculated percent congruence be-

tween matched questions in the two assessment tools for each participating

resident. The time taken to give feedback using the assessment tool and the

satisfaction of the resident and attending on a 5 point Likert scale was recorded.

RESULTS: 45 resident encounters were observed, comprising 48% of eligible

residents. The overall congruence between attending physician and patients'

reports of resident teachingwas 81.6%, which varied by question (46.7-100%).

The item with the lowest congruence was "The resident asked the patient to

describe how they were going to follow the instructions [regarding giving

instructions to address patient's health concern(s)]" (46.7%). Three questions

had 100% congruence. The average time to give feedback was 4.11 ± 2.70

minutes. The average satisfaction rating for residents was 4.45 ± 0.60 and for

attendings was 4.5 ± 0.51.

CONCLUSIONS: This study demonstrates attending physicians' feedback is

in close congruence with patient perceptions in certain domains. In others,

however, congruence was poor. This may be due to a number of factors,

including differences in health literacy or in the priorities of the physician

and the patient. In the current forms, the assessment tools may help guide

physicians' focus to important parts of the patient experience to which they are

not as attentive. Using these assessment tools, the time taken to deliver

feedback was short and the satisfaction rating high for both residents and

attendings. Future research will seek to strengthen the validity of the tools,

increase sample size by expanding the participating institutions, and track

resident progress as measured by the assessment tools over the longitudinal

course of their training.

CONSUMER, PROVIDER, AND ORGANIZATIONAL LEADERSHIP

PERSPECTIVES ON INTEGRATED CARE FOR OPIOID USE DIS-

ORDER AND HIV: A COMMUNITY-ENGAGED, QUALITATIVE

STUDY Benjamin Oldfield1, 2; Nicolas Munoz1; Nicholas Boshnack3; Robert

Leavitt3; Mark McGovern4; Merceditas Villanueva1; Jeanette M. Tetrault5; E.

J. Edelman5. 1Yale School of Medicine, New Haven, CT; 2National Clinician

Scholars Program, New Haven, CT; 3AIDS Project New Haven, New Haven,

CT; 4Stanford University School of Medicine, Palo Alto, CA; 5Yale University

School of Medicine, New Haven, CT. (Control ID #2930610)

BACKGROUND: Opioid use disorder (OUD) is prevalent among people

living with HIV (PLWH) and associatedwith worse clinical outcomes andHIV

transmission. Integrating treatment for OUD andHIV is beneficial in a range of

clinical and community-based settings. Yet little is known about the factors that

impact the capacity for organizations to integrate treatment. The Behavioral

Health Integration in Medical Care (BHIMC) is a validated tool for measuring

integration of primary and behavioral health care across seven domains, but

has not been targeted towards HIVand OUD-related care. We used qualitative

methods to characterize consumers', clinical staff-members', and organization

leaders' perspectives on integrated care for this population to modify the

BHIMC to apply to HIVand OUD-related care.

METHODS: Using the orientation of community-engaged research, we cre-

ated a research team of diverse stakeholders: physicians who specialize in HIV

and/or OUD, an implementation scientist who focuses on integration of

behavioral health treatment in primary care and specialty settings, a case

manager at an AIDS services organization, and a consumer. Using theoretical

sampling in New Haven, CT, and Danbury, CT (urban and rural communities,

respectively), we conducted semi-structured interviews of consumers (persons

with or at risk for HIV and/or OUD), and focus groups and semi-structured

interviews of clinical staff and leadership, until thematic saturation. Interviews

and focus groups were transcribed and coded iteratively and in aggregate using

directed content analysis and the constant-comparative method, guided by the

BHIMC.

RESULTS:We performed interviews of 22 consumers and five organizational

leaders (one medical director of a federally-qualified health center [FQHC],

two directors of opioid treatment programs, one director of HIV care at an

FQHC, and one director of an infectious diseases clinic), and two focus groups

that involved, in aggregate, 25 clinical staff (among them 12 case managers,

three social workers, and six administrators). Three themes emerged: (1) while

additional resources are often available for PLWH, unmet needs persist and

those with OUD who are not HIV-positive have little supports against struc-

tural vulnerabilities such as housing- and food-insecurity; (2) care for PLWH

and those with OUD requires flexibility and iterative skill acquisition given the

changing nature of the HIVand OUD epidemics; and (3) missed opportunities

result from a system not consistently prepared to meet consumers' needs,

particularly during hospitalization or at points of outpatient access.

CONCLUSIONS: Consumers, clinical staff, and administrators at organizations

that offer services to PLWH and/or people with OUD perceive that integrated care

is important and should include a spectrum of services ranging from treatment,

harm reduction, and attention towards structural vulnerabilities. These data will be

used in future work to modify the BHIMC to reflect these priorities.

COOKING ATTITUDES AND SELF-EFFICACY IN A LOW-

INCOME, FOOD INSECURE POPULATION Victoria L. Mayer1; Emily

Hanlen-Rosado1; Richa Deshpande1; Christian R. Ugaz1; Daphne Brown3;

Carol R. Horowitz2; Emily Goodman3; Dennis Derryck4; Erica Christensen4;

Leora Mogilner3. 1Icahn School of Medicine at Mount Sinai, Brooklyn, NY;
2Mount Sinai School of Medicine, New York, NY; 3Icahn School of Medicine

at Mount Sinai, New York, NY; 4Corbin Hill Food Project, New York, NY.

(Control ID #2941969)

BACKGROUND: Food insecurity (FI) is associated with negative health

outcomes, lower-quality diets, and less produce intake. Although many FI

interventions provide raw produce and require participants to receive cooking

instruction, little is known about confidence with food preparation and cooking

self-efficacy among low-income, food insecure populations. Further under-

standing of cooking self-efficacymay inform the design and implementation of

interventions to address FI.
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METHODS: Participants were recruited to an intervention from either internal

medicine or pediatric primary care practices. The pilot intervention provides

produce subsidies in partnership with a community fresh produce distributor, a

local food pantry, and a national non-profit. Inclusion criteria included: 1) FI

(as determined by the 2-item Hager screen) and/or receipt of SNAP and/or

WIC; and 2) age 5-11 years with obesity (>95th percentile BMI) or age 18 years

and older with uncontrolled diabetes (hemoglobin A1c >/= 8.0%). Baseline

data collected included socio-demographics, the 18-item USDA household

food security survey, Condrasky cooking efficacy survey, diet recall, and

clinical measurements. We performed a cross-sectional analysis of baseline

data, described the population and performed bivariate comparisons using t-

tests for continuous variables and chi-square tests for categorical variables.

RESULTS: We enrolled 85 participants, 49 adults and 36 children with their

parents or guardians. The group was 55% Hispanic and 36% African Amer-

ican; 55% were female. Twenty eight percent had less than a high school

education and 28% graduated high school/GED. Fifty two percent had an

annual income < $15,000, and 29% had an income between $15,000 and

$40,000. Most (85%) were food insecure, with 26% reporting very low food

security. Most received SNAP (64%) or WIC (17%). Only 53% agreed or

strongly agreed that fruits and vegetables were available in their homes. Sixty

percent of participants stated their family ate together 7 times/week or more. In

terms of cooking skills/self-efficacy, 72% of participants felt confident or very

confident in cooking with basic ingredients, 94% in preparing green vegeta-

bles, and 89% in preparing root vegetables. We did not find an association

between level of FI and cooking self-efficacy.

CONCLUSIONS: The vast majority of this low-income population was food

insecure and many did not have access to fruits and vegetables at home.

However, most participants expressed confidence cooking with basic ingredi-

ents and preparing vegetables, and most families ate together often. Providing

families with affordable produce may capitalize on existing skillsets and

behaviors and improve diet. Future analyses will explore the impact of this

pilot intervention on dietary intake and clinical outcomes.

COST-EFFECTIVENESS OF ADULT PNEUMOCOCCAL VACCINA-

TION POLICIES INUNDERSERVEDMINORITIESCOMPAREDTO

THE US GENERAL POPULATION Kenneth J. Smith; Angela Wateska;

Mary Patricia Nowalk; Chyongchiou J. Lin; Richard K. Zimmerman. Univer-

sity of Pittsburgh, Pittsburgh, PA. (Control ID #2906690)

BACKGROUND: Adult pneumococcal disease from 13-valent pneumococ-

cal conjugate vaccine (PCV) serotypes has decreased due to PCV use in

children. It is unclear whether continued adult PCV use is warranted, but is

important to examine given 1) greater pneumococcal disease risk in under-

served minority adults and in persons with high-risk comorbid conditions, and

2) high PCV cost. Prior analyses suggest routine pneumococcal vaccination at

age 50 may be favorable.

METHODS: A Markov model estimated the cost-effectiveness of pneumo-

coccal vaccination policies in 50-year-old underserved minority and general

population cohorts. Policies included receiving, from ages 50-64: no vaccina-

tion or one (the pneumococcal polysaccharide vaccine [PPSV]) or both pneu-

mococcal vaccines (PPSV & PCV) based on age or comorbid illness criteria.

CDC and medical literature data were used to calibrate pneumococcal illness

incidence and vaccine serotype-specific illness likelihood. Age- and race-

specific comorbid illness distributions were estimated from NHIS and CDC

data. Black population data were used as a proxy for underserved minorities.

Pneumococcal disease costs came from national databases and utilities from

medical literature. We took a healthcare perspective, discounting at 3%/yr.

Sensitivity analyses were performed and scenarios modeling various vaccine

effectiveness assumptions were examined.

RESULTS: In 50-year-old underserved cohorts, continuing present CDC

recommendations (both PPSV/PCV for the immunocompromised, PPSV for

ages <65 with other high-risk comorbid conditions) was favored, costing

$30,000 per quality adjusted life year (QALY) gained compared to no vacci-

nation. Using only PPSV in risk groups or routinely in 50 year olds was

dominated, while using both vaccines in risk groups or in all underserved 50

year olds cost > $270,000/QALY gained. If PPSV is assumed effective in

preventing non-bacteremic pneumococcal pneumonia, an area of controversy,

CDC recommendations cost $11,700/QALYand giving all 50 year olds PPSV

cost $100,400/QALY gained in the underserved. However, in general popula-

tion cohorts, CDC recommendations were favored regardless of PPSV effec-

tiveness assumptions, costing $41,300/QALY, with other strategies costing

>$150,000/QALY gained. In either cohort, improved vaccine uptake resulting

from potentially easier-to-implement routine use at age 50 of PCV-containing

strategies did not result in those strategies being favored in most scenarios.

CONCLUSIONS: Although PCV serotype disease has decreased, current

CDC recommendations, with PCV use in immunocompromised patients aged

<65 years, were favored in underserved minority and general population

cohorts. However, unlike prior analyses, routine PCV use at age 50 is now

unlikely to be economically reasonable. Routine PPSV at age 50 could be

considered in the underserved under some assumptions and, if mitigating

health disparities is a priority, routine general population use of PPSV at age

50 may be justifiable.

COST-EFFECTIVENESS OF TECHNOLOGY-ASSISTED CASE

MANAGEMENT IN LOW INCOME ADULTS WITH DIABETES

Leonard E. Egede1; Clara E. Dismuke2; Christian Eiler1; Rebekah J. Walker1.
1Medical College of Wisconsin, Milwaukee, WI; 2Ralph H. Johnson VAMC,

Charleston, SC. (Control ID #2944137)

BACKGROUND: Technology-assisted case management (TACM) with

medication titration by nurses under physician supervision was shown to be

more effective in improving glycemic control and provide a faster rate of

decline in levels of HbA1c compared to usual care in low-income rural adults

with poorly controlled diabetes. To support implementation in resource poor

settings, we conducted a cost analysis to examine whether the intervention was

cost-effective compared to usual care.

METHODS: This was a randomized, controlled trial with participants

assigned to control or an intervention involving a telehealth device and a nurse

case manager trained to titrate medications every 2 weeks based on an algo-

rithm. The primary outcome was glycemic control (HbA1c) at 6-months post-

randomization. Costs were measured using respondents' answers about

healthcare utilization prior to and during the intervention. Costs were estimated

based on Medical Expenditure Panel Survey (MEPS) medical expenditure

averages for each utilization type. Costs for lost wages were estimate using

interval regression and using the fitted values to estimate the cost lost days of

work due to illness. All costs were adjusted to 2012 levels using Consumer

Price Index (CPI) conversions. Effectiveness was measured as HbA1c calcu-

lated via area under the curve. The total costs andHbA1c were used to estimate
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a joint distribution of incremental costs and incremental effects as well as cost

effectiveness acceptability curves. Results were generated using a non-

parametrically bootstrapped sample of 1000 to provide confidence intervals.

RESULTS: Average total costs for the intervention group ($4,882.80, σ =

7,845.86) were higher than the usual care group ($1,247.03, σ = 1,547.83).

However, the decrease in HbA1c was larger in the TACM group (-0.978, σ =

2.063) than the usual care group (-0.2659, σ = 2.166). The corresponding

incremental cost effectiveness ratio (ICER) was estimated to be $5948.14.

CONCLUSIONS: Though the intervention costs were higher relative to usual

care, low-income individuals receiving technology-assisted case management

with medication titration had significantly higher drops in glycemic control, with

a corresponding ICER indicating approximately $6,000 per 1% decrease in

HbA1c. Given the growing costs of uncontrolled diabetes both in terms of

medical costs and productivity loss, this intervention can be deployed in low

resource settings to improve outcomes for low-income individuals with diabetes.

COST-EFFECTIVENESS OF THE ADVISORY COMMITTEE ON

IMMUNIZATION PRACTICES RECOMMENDATION FOR A NEW

RECOMBINANTZOSTERVACCINE INOLDERADULTS PhucH. Le;

Michael B. Rothberg. Cleveland Clinic, Cleveland, OH. (Control ID

#2943432)

BACKGROUND: The Advisory Committee on Immunization Practices

(ACIP) recently recommended a new recombinant zoster vaccine (RZV) with

age eligibility expanded to ≥50 yrs compared to the live attenuated zoster

vaccine (ZVL). The ACIP also approved an immediate booster with RZV for

individuals previously vaccinated with ZVL. However, the cost-effectiveness

of these new recommendations is unknown. We aimed to 1) assess the cost-

effectiveness of RZV in persons aged 50-59 yrs and 2) examine the optimal

timing of an RZV booster in persons already vaccinated with ZVL.

METHODS: We updated a validated zoster Markov model. In the model,

patients start in the ‘Healthy' state and move between health states annually

over a lifetime depending on transition probabilities. For aim 1, we compared

costs and quality-adjusted life years (QALYs) of 3 options: 1) no vaccine, 2)

RZV, and 3) ZVL, varying vaccination age from 50-59 yrs. Vaccination

reduced zoster cases and complications proportional to efficacy of the relevant

vaccine. For aim 2, we compared no booster vs. an RZV booster administered

0-10 yrs after initial vaccination with ZVL and conducted the analysis for

patients vaccinated at different ages: 50-80 yrs. The RZV booster caused an

additional reduction in disease burden proportional to efficacy of RZV. Effi-

cacy was derived from randomized clinical trials and RZV efficacy was

assumed to wane at a rate equal to that of ZVL. RZV requires 2 doses; we

assumed 56% adherence rate with the 2nd dose. Costs were expressed in 2016

US$. Costs and QALYs were discounted at 3%/year. Analysis was from the

societal perspective.

RESULTS: RZV was always more effective and less expensive than ZVL. At

age 50, the incremental cost-effectiveness ratio (ICER) of RZV compared to no

vaccine was $151,430/QALY. The ICER was <$100K/QALY and <$50K/

QALY when vaccinated at >53 and >57 yrs, respectively. Immediate booster

with RZV was not cost-effective regardless of initial ZVL vaccination age.

RZV booster cost <$100K/QALY if given ≥8 yrs after ZVL vaccination at age

50, ≥4 yrs at ages 60 and 70, and ≥6 yrs at age 80. A 100% adherence rate

would make RZV cost <$100K/QALY at age 51.6 yrs and justify an earlier

booster.

CONCLUSIONS: ACIP's recommendations do not appear to offer good

value, unless adherence with a second dose is unexpectedly high. Vaccination

at age 55 and a booster after 5 yrs would offer better value.

CREATING VALUE TO IMPACT INPATIENT UTILIZATION

AMONG HIGH COST, HIGH RISK CHRONIC KIDNEY DISEASE

PATIENTS: A SYSTEM-WIDE APPROACH Reshma Gupta2, 1; James

Wilson2; Katherine L. Kahn2; Sitaram Vangala2; Samuel A. Skootsky2, 1.
1UCLA, Los Angeles, CA; 2David Geffen School of Medicine at UCLA,

Los Angeles, CA. (Control ID #2947412)

BACKGROUND: With the most costly 20% of patients accounting for 80%

of health expenditures nationally, new revenue streams support coordinating

care and targeting resources to high medical need and often middle and high

cost patients. Medical centers seeing a large portion of medically complex

patients have an onus to deliver high quality, cost-effective care. UCLAHealth

is amidst an enterprise-wide transformation to care for their high risk, high cost

chronic kidney disease (CKD) stage 4 and 5 patients through streamlined

primary and subspecialty clinical pathways.

METHODS: Between July and October 2016, UCLA Health developed and

implemented a high risk CKD pathway for stage 4 and 5 CKD patients

attributed to the UCLA primary care network. An interdisciplinary,

multispecialty team formed and guided clinically meaningful measures, iden-

tified root causes of emergent catheter-related hospitalizations, designed and

implemented a specialty care coordination program and improved access to

address dialysis catheter problems. We conducted descriptive analyses and

poisson regression to evaluate the impact of the intervention on hospitaliza-

tions and bed days.

RESULTS: Of 1030 stage 4 and 5 CKD patients, the pre-intervention (29

month period) median number of hospitalizations per 1000 patient-years was

4448.6 (IQR 2221.8) and average bed days per 1000 patient-years was 5028.9

(SD 1135.1). In the post-intervention period (8 months), median hospitaliza-

tions per 1000 patient-years was 2917.5 (IQR 6501.9) and average bed days

per 1000 patient-years was 4203.6 (SD 2975.1). Using poisson regression, we

found that CKD patients had significantly lower rates of hospitalizations (p <

.001) and bed days (p < .001) from pre- to post-intervention with incidence rate

ratios of .70 (95% CI .66, .73) and .84 (95% CI .81, .89), respectively.

CONCLUSIONS: By systematically and proactively managing the care of

high risk, high cost patients, such as late-stage CKD patients, health systems

have the potential to achieve large reductions in health care costs. In the past

decade and a half, several facilitators and changes in payment structures have

aligned incentives so that both payers and health care systems can benefit.
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CRYING WOLF: INTERNAL MEDICINE RESIDENTS' BIAS TO-

WARD PATIENTS WITH CHRONIC PAIN Courtney Hanson1; Neil J.

Farber1; John Fontanesi2. 1University of California, San Diego, La Jolla, CA;
2UCSD, La Jolla, CA. (Control ID #2915125)

BACKGROUND: Studies have shown physician attitudes toward chronic

pain patients are predominantly negative. Primary care physicians have report-

ed expecting chronic pain patients to be demanding, difficult, manipulative,

drug seeking, abusive, or non-adherent. Only 15% of family physicians re-

ported that they enjoyed working with chronic pain patients. Negative percep-

tions of chronic pain patients are formed as early as medical school and have

been shown to be already present by residency This study looks at acute versus

chronic pain patients to see if bias affects resident decision making.

METHODS: All internal medicine residents from a university internal med-

icine residency program were approached and asked if they wish to complete a

survey regarding how likely they would be to order additional imaging in

patients complaining of different types of pain. The survey instrument

contained a total of 12 hypothetical scenarios, with 3 each involving acute

pain, chronic pain with a new type of acute pain, and chronic pain with chronic

opioid treatment and a new type of acute pain, and was pretested among faculty

to ensure that all scenarios would require further testing. Respondents indicated

on a 4 point Likert-type scale (4 = very likely to 1 = very unlikely) how likely

they would be to order additional imaging for that patient. Socio-demographic

data was also obtained on the survey instrument. Types of scenarios (acute

pain, chronic pain, or chronic with opioid treatment) were compared using

analysis of variance. The total number of scenarios viewed as likely or very

likely to require additional imaging was used to assess the impact of socio-

demographic data on residents' biases.

RESULTS: Of 84 residents in the university residency program, 56 (67%)

completed the survey instrument. There were 30 PGY1, 14 PGY2, 10 PGY3

and 2 PGY4 residents with 34male and 21 female residents. The average number

of scenarios viewed as likely to initiate further imaging was 7.3 +/- 1.9. Residents

felt that patients with acute pain were most likely to need imaging followed by

those with chronic pain on opioids and lastly chronic pain without opioids. These

differences were significant (p < 0.005). Residents were also more likely to order

further imaging in scenarios involving headache and abdominal pain as com-

pared with chest pain and sciatica/leg pain (p <= .00001). Socio-demographic

factors had no appreciative effect on residents' decisions.

CONCLUSIONS: Residents in internal medicine are less likely to order

imaging studies in patients with chronic pain than in patients with acute pain.

Chronic opioid therapy had some effect in lessening the bias against test

ordering, rather than increasing it as was hypothesized. Residents need to

recognize that patients with chronic pain may bias their decision making in

diagnostic orders, and should be educated that the mere presence of chronic

pain does not lessen the need to order appropriate testing.

DECREASING PRIMARY CARE VISIT RATES AMONG MEDI-

CARE FEE-FOR-SERVICE BENEFICIARIES Ishani Ganguli1; Jeffrey

Souza2; Thomas D. Sequist3; Ateev Mehrotra2. 1Brigham and Women's Hos-

pital, Chestnut Hill, MA; 2Harvard Medical School, Boston, MA; 3Partners

Healthcare System, Boston, MA. (Control ID #2946148)

BACKGROUND: A well-functioning primary care system is recognized as

key to reducing cost growth and improving outcomes in health care. In the

United States, which has a higher ratio of specialists to primary care physicians

(PCPs) than other developed countries, payment and delivery reforms such as

accountable care organizations and patient-centered medical homes have been

designed in part to expand the role of PCPs. Yet it is not clear if these priorities

are reflected in national patterns of ambulatory care visits - the most common

way in which patients access care. Therefore, we examined national trends in

visits to PCPs and to all physicians among Fee-For-Service (FFS) Medicare

beneficiaries.

METHODS: We used 20% national Medicare FFS claims data to describe

trends in visit rates between 2008 and 2015. In each year, we estimated mean

physician visits (Current Procedural Terminology codes G0402, G0438,

G0439, 99201-99215) per beneficiary, then looked specifically at visits per-

formed by PCPs (defined as physicians (NPIs) with specialties in General

Practice, Family Practice, Internal Medicine, or Geriatric Medicine). We ex-

amined the proportion of all physician visits that were performed by PCPs,

stratifying these results by patient age, sex, and geographic region.

RESULTS: Among the 49,305,476 beneficiary-years we examined, overall

visit rates were similar from 2008 to 2015 (6.9 to 7.0 visits per beneficiary-

year) while visits to PCPs decreased by 12.1% (from 3.3 to 2.9 visits per

beneficiary-year) over the same period. The decreasing proportion of all visits

performed by PCPs persisted when stratified by age, geographic region, and

sex. Women had a greater drop in proportion of PCP visits compared to men

(Figure).

CONCLUSIONS: While overall visit rates among Medicare FFS beneficia-

ries remained steady between 2008 and 2015, visits to PCPs decreased partic-

ularly among women. This decrease may be due to a variety of factors such as

reduced access due to PCP shortages relative to expanding insured popula-

tions, direct replacement of primary care visits with care by specialists or by

physician extenders, or the use of new care settings and modalities (e.g. virtual

visits). Further work should explore these mechanisms.

DEFINING AND MINIMIZING STRESS DUE TO HEALTH INFOR-

MATION AND COMMUNICATION TECHNOLOGIES INCLUDING

THE ELECTRONIC HEALTH RECORD: FIRST RESULTS FROM

THE MS-SQUARED STUDY Philip J. Kroth1; Nancy Morioka-Douglas2;

Sharry K. Veres3; Jeremiah S. Menk4; Stewart Babbott5; Sara Poplau6;

Kathryne Corrigan7; Mark Linzer6. 1University of New Mexico School of

Medicine, Albuquerwue, NM; 2Stanford University, Palo Alto, CA; 3Centura

Health, Westminster, CO; 4University of Minnesota, Minneapolis, MN; 5Uni-

versity of Virginia, Charlottesville, VA; 6Hennepin County Medical Center,

Minneapolis, MN; 7Uniformed Services University of the Health Sciences,

Bethesda, MD. (Control ID #2939689)
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BACKGROUND: Many link rising clinician stress levels and burnout to

health information and communication technologies (HICT) including the

electronic health record (EHR). We sought to determine HICT factors respon-

sible for causing stress and strategies that were most ef=fective stress

mitigators.

METHODS:We surveyed clinicians to measure overall stress levels, opinions

on which HICT factors contribute to stress, and which coping strategies were

helpful. Stress was determined with a four item measure by Motowidlo, and

burnout was assessed with a single itemmeasure validated against theMaslach

Burnout Inventory. We then sought associations between stress levels, HICT

factors identified as most challenging, and the coping strategies used.

Ambulatory-based clinicians from three different institutions were from gen-

eral internal medicine (GIM), GIM subspecialties, general pediatrics, pediatric

subspecialties, and family medicine; ANOVAwas used to summarize associ-

ations between stress, challenging HICT factors, and coping strategies. Linear

and logistic regressions were used to estimate the effect of a factor-based HICT

stress scale on clinician stress and burnout.

RESULTS: We surveyed 640 clinicians with a 45% completion rate. Of the

respondents, 74% were physicians, 12% mid-level providers, and 13% un-

specified; 58% were female and 60% worked in primary care (GIM, general

pediatrics and family medicine). The most prevalent HICT challenges were

excessive data entry (88%), inaccessible information frommultiple institutions

(85%), notes geared toward billing (78%), note bloat (77%), worklife balance

(64%), posture (53%) and pain due to HICT use (48.7%). Exercise (70%),

talking with others (70%) and setting work boundaries (60%) were the most

prevalent coping strategies. Six HICT factors were associated with clinician

stress: information overload (p = 0.001), slow system response time (p<0.001),

excessive data entry (p<0.001) inability to navigate the system quickly

(p<0.001), fear of missing something (p<0.001), and notes geared toward

billing instead of patient care (p<0.001). Velicer's MAP test indicated one

factor was appropriate for these six items (Omega=0.75, [95% CI 0.70, 0.79]).

A HICT stress scale (HSS) using the mean of the six factors was associated

with a significant increase in stress (0.54 clinician stress unit/one HSS unit,

[95% CI 0.38, 0.70], p<0.001, R2=0.14). The odds of burnout were 2.0 times

greater per unit increase in HSS ([95% CI 1.3, 3.1], p=0.001, Nagelkerke

R2=0.05). No coping strategy identified systematically reduced clinician stress

after adjusting for multiple comparisons.

CONCLUSIONS: EHR stress contributes to overall stress and burnout.

Specific factors such as information overload, fear of missing important data,

note bloat and notes geared toward billing are associated with increased stress,

and could be effective targets for efforts to reduce stress and burnout. A six

question "HICT stress" scale may be a useful tool to measure and monitor

HICT related stress.

DELIRIUM IS A MAJOR PREDICTOR OF HOSPITAL READMIS-

SION Teresa Kuo1; Sara C. LaHue2, 1; Vanja Douglas2; Carol Conell3; Vincent

X. Liu3; S. A. Josephson2; Clay Angel4; Kristen Brooks4. 1Kaiser Permanente

Medical Center, San Francisco, CA; 2University of California, San Francisco,

San Francisco, CA; 3Kaiser Permanente Northern California, San Francisco,

CA; 4Kaiser Permanente San Rafael Medical Center, San Rafael, CA. (Control

ID #2904319)

BACKGROUND:Delirium is an acute change in mental status affectingmore

than 7 million hospitalized patients in the United States annually. While prior

studies suggest an association between delirium and worse clinical outcomes,

these investigations have not focused on post-discharge health care utilization.

METHODS: The study population included all adults at least 65 years old

hospitalized from September 2010 toMarch 2015 at a Kaiser Permanente (KP)

hospital and were discharged alive. Subjects with alcohol withdrawal were

excluded. Nursing staff screened the majority of hospitalized patients for

delirium with a standard tool; a staff psychiatrist evaluated most of those

screening positive. Patients diagnosed with deliriumwere compared to patients

not diagnosed with delirium during the study period. Study data were derived

from the KP electronic medical record, which uniquely detailed hospitalization

and post-hospitalization data due to integration of insurance coverage and

medical care for KP members. To account for differences between groups that

might affect outcomes, we calculated propensity scores for delirium based on

patient demographics (age, sex), and admission clinical characteristics (admis-

sion type, urgency and ward, illness classification and severity indices), for the

primary analyses, which involved inverse propensity of treatment weighted

(IPTW) logistic regression.

RESULTS: 718 delirious patients (mean age 83±7 years, 57% women) and

7927 non-delirious patients (mean age 77±8 years, 57% women) were includ-

ed. Delirium during admission was significantly (p<0.001) associated with the

following outcomes: hospital readmission within 30 days of discharge (9.7%

versus 3.4%; relative risk, RR, 2.9), emergency department visit within 30 days

of discharge (28.1% versus 14.7%; RR 1.9), discharge to skilled nursing

facility or hospice rather than home (42.6% versus 8.4%; RR 2.3), as well as

death within 30 days (1.9% versus 1.3%; RR 1.4) and within one year of

discharge (13.7% versus 8.6%; RR 1.6). Delirium was not associated with

death during hospitalization.

CONCLUSIONS: Delirium is a significant predictor of hospital readmission

and emergency department use within 30 days of discharge, as well as

discharge to nursing facility and post-hospitalization mortality. Delirious pa-

tients are a vulnerable group that should be targeted to reduce post-discharge

health care utilization.

DEPRESSION, AND BURNOUT AMONG MEDICAL STUDENTS - 6

YEAR SINGLE INSTITUTION STUDY Padmini Ranasinghe1; Joselynn

Owusu3; Edgar R. Miller2. 1Johns Hopkins School of Medicine, Baltimore,

MD; 2Johns Hopkins School Of medicine, Baltimore, MD; 3Johns Hopkins

School Of Public Health, Baltimore, MD. (Control ID #2940455)

BACKGROUND: ; While medical school experience could be very reward-

ing, it is also known to be unusually stressful to many future physicians.

Previous studies reported that depression and burnout are higher among

medical students compared to age matched general population. A meta-

analysis reported overall pooled crude prevalence of depression, or depressive

symptoms, at 27.2%. Prevalence of burnout at 56%. Most previous studies

were cross sectional and data on longitudinal change of these important

variables are limited. Depression and burnout have long term consequences

in personal and professional lives.

METHODS: This is a descriptive analysis from 7 cohorts of medical students

matriculated from 2010 to 2016 in a mid-Atlantic private medical school.

Participants completed the survey each year. Approval was granted by relevant

Institutional Review Board. Depression was measured by the Patient Health

Questionnaire depression module (PHQ-9), and burnout with Maslach Burn-

out Inventory-Human Services Survey (MBI-HSS). Our primary predictor was
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medical school year (1st Year, 2nd Year, 3rd Year, 4thYear). We fit logistic

regression models for both outcomes and adjusted for age, race, gender, marital

status and cohort.

RESULTS: Of the 764 participants across all 7 cohorts who completed the

survey at baseline, 509 (66.6%) participants completed during their 2nd year,

369 (48.2%) during their 3rd year, and 250 (32.7%) 4th year follow-up survey.

Of the participants, 44.1% were White, non-Hispanic, and 90.8% were single.

Across all 4 years, the prevalence of high depressive symptoms was signifi-

cantly different (χ2=31.4 p<0.01). Among 1st year medical students, the

prevalence was 4.3%. Among year 2nd, 3rd, and 4th year medical students

this prevalence was 10.5%, 10.9%, and 13.9%, respectively. Among 1st year

students, the prevalence of overall burnout was 13.5%, which increased to

60.9% among 4th year students. After adjustment for age, race, gender, marital

status, and cohort, year of medical school compared to 1st year medical

students, 2nd year students had a greater odds of high depressive symptoms

(OR=2.52, 95% CI 1.53, 4.16), as did 3rd year (OR=2.91, 95% CI 1.70, 4.97),

and 4th year students (OR=3.56, 95% CI 2.01, 6.32). Compared to 1st year

medical students, 2nd year students had a greater odds of overall burnout (3.69,

95% CI 2.65, 5.14), as did 3rd year students (OR=5.99, 95% CI 4.21, 8.52),

and 4th year medical students (OR=10.7, 95% CI 7.22, 16.0).

CONCLUSIONS: Prevalence of symptoms of depression and burnout in-

creases significantly in each of medical school year. We as medical students'

educators should be mindful about vulnerabilities, risk factors, and trends of

depression and burnout during medical school. This knowledge can be vital in

making curriculum changes and other interventions, to maximize the opportu-

nity for a medical school entrant to be successful and healthy in their entire

medical career.

DETERMINANTS OF HIGH QUALITY MEDICAL RESEARCH

Maryaline Catillon. Harvard University, New York, NY; National Bureau of

Economic Research, Cambridge, MA. (Control ID #2945110)

BACKGROUND: PubMed contains 27 million citations. 95 clinical trials are

published daily. Scientific research consumes 2.23% of GDP worldwide,

2.79% in the US. Alarm concerning the volume and quality of the medical

literature has been sounded regularly since the 1970s, when Sackett popular-

ized critical appraisal of the literature. 85% of health research was estimated to

be avoidably wasted (Chalmers and Glasziou, 2009). Ioannidis (2005) claimed

most published research findings are false. Even as waste and low reproduc-

ibility are critical, determinants of high quality research remain poorly under-

stood. This paper utilizes big data to describe and analyze the universe of all

medical papers included in the complete database of gold standard systematic

reviews to deepen understanding of major factors related to research quality

like team characteristics, location, sector, and sponsorship.

METHODS: The entire sample of 340,906 research references cited in the

complete Cochrane Library were studied, chosen as the consensus gold stan-

dard of systematic reviews. N = 7464 Cochrane Reviews in October 2017. A

database was built by mining the Cochrane Library, supplemented by corre-

sponding PubMed and Scopus data. Text mining identified assessments of

research papers (risk of bias, type and level). The Cochrane risk of bias

assessment tool utilized includes random sequence generation, allocation

concealment, blinding of persons and outcomes, and attrition and reporting

bias. Condensed, cleaned data were then analyzed using descriptive statistics

and regression models relating paper characteristics to risk of bias ratings.

RESULTS: 11% of papers were low risk of bias. 43%were at high risk of bias.

46% at unclear risk. Low risk of bias papers grew from 8% in 1980 to 16% in

2000, but then decreased to around 10% since mid-2000s. Factors associated

with lower risk of bias included size of team, prestige of first author institution,

sector (e.g. government), having grant funding, location by geographic region

or country, and some topic domains (e.g. LungCancer). Associatedwith higher

risk of bias were low numbers of authors, academic sector, lack of grant

funding, other topic domains (e.g., Childhood Cancer), certain geographic

regions or countries. Probit regression models will be presented to further

examine of these relationships. Publications assessed for risk of bias in

Cochrane reviews are dominantly RCT's. These findings apply to such litera-

ture rather than to, for example, qualitative research.

CONCLUSIONS: Early warning signs concerning research quality and risk

of bias are confirmed. US production, a larger number of authors, higher

quality affiliation, government affiliation, grant funding, and specific disci-

plines make higher quality more likely. Future research will aim to determine

rigorous causality, identify modifiable predictors of quality, as well as medical

domain specific policy recommendations to lessen the huge waste implicit in

only 11% being low risk of bias.

DETERMINANTS OF MISSED CERVICAL CANCER SCREENING

IN AN URBAN OUTPATIENT SETTING Joanna Eldredge; Michael

Alston; Rebecca Mazurkiewicz. Lenox Hill Hospital, NewYork, NY. (Control

ID #2945788)

BACKGROUND: Once the most common cause of cancer-related death

among women in the United States, cervical cancer incidence and mortality

has since experienced a significant decline largely due to the widespread

implementation of cervical cancer screening via the Papanicolaou (Pap) test.

Pap screening rates in the United States are estimated at 83%, with significant

disparities in screening rates among ethnic and racial groups. Our goals were to

determine the participation rate of cervical cancer screening in a diverse

outpatient population, and to identify variables that contribute to decreased

rates of screening among this population.

METHODS: A single-site, retrospective chart review was conducted at a

clinic in New York City. Female patients between the ages of 21 and 65

with a documented primary care physician (PCP) were included in the

study. Variables included the presence of any previously documented

abnormal Pap test, age, self-identified ethnicity, primary language spoken,

gender of the PCP, number of office visits within the prior year, number

of chronic medical conditions, the presence of a family history of cancer,

the presence of a family history of gynecologic cancer, Medicare or

Medicaid versus private insurance enrollment, and incidence of annual

influenza vaccination. The documentation of a Pap test within the previ-

ous 3 years (or earlier if abnormal Pap screening results were present on

prior exam) was the primary outcome measured. Multiple logistic regres-

sion analysis was then performed for each variable.

RESULTS: Of the clinic patients, 196 met inclusion criteria. Of these, 133

patients (68.2%) were determined to be up to date on their Pap screening.

Logistic regression analysis showed no significant difference in screening rates

based on age, ethnicity, insurance, number of comorbidities, family history of

cancer, or rate of annual vaccination. Patients with one or fewer office visits per

year had only 34% compliance with Pap screening (n = 10/29; OR 5.3977,

95% CI 2.3319 to 12.4941). This number significantly improved to 70% if the
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patient presented to the office as little as twice yearly, with an adjusted odds

ratio (OR) of 0.9733 (95%CI 0.9491 to 0.9982) for each additional office visit.

CONCLUSIONS: Our data indicates that patients who visit their PCP less

than twice annually may be missing out on important discussions on cervical

cancer screening. Development of outreach strategies to bring patients into

clinic for annual check-ups may be of greatest benefit in preventingmissed Pap

tests and reducing the incidence of cervical cancer. Limitations of the study

include the possibility of incomplete PCP documentation. It was noted on

further chart review that 6 overdue patients had, in fact, reported that they had

received screening at an outside clinic. Data collection of patient socioeco-

nomic status was estimated based on insurance, yet not all enrollees in

Medicaid or Medicare were documented as such on the EMR system, possibly

leading to collection bias.

DEVELOPING A BREAST CANCER TREATMENT DECISION AID

FOR WOMEN 70+ Mara A. Schonberg1; Alicia R. Jacobson1; Gianna

Aliberti1; Abram Recht1; Kari Kansal1; Faina Nakhlis2; Maria

Karamourtopoulos1; Ellen P. McCarthy3. 1Beth Israel Deaconess Medical

Center, Boston, MA; 2Brigham and Women's Hospital, Boston, MA; 3Beth

Israel Deaconess Medical Center, Harvard Medical School, Boston, MA.

(Control ID #2928456)

BACKGROUND: Women aged 70 and older newly diagnosed with early

stage, estrogen receptor positive (ER+), HER2-, and clinically lymph node

negative (LN-) breast cancers face several challenging preference-sensitive

treatment decisions. However, older women are less likely than younger

women to engage in breast cancer treatment decison making.

METHODS: Based on literature review, international criteria, and expert

guidance, we drafted a prototype pamphlet decision aid (DA) to help women

aged 70 or older engage in breast cancer treatment decisions. The DA includes

information on benefits and risks of lumpectomy vs. mastectomy vs. no

surgery, radiotherapy after lumpectomy, and of endocrine therapy; it considers

the impact of competing mortality risks (using a validated prognostic index); it

includes a values clarification exercise, and was written using low literacy

principles (e.g., avoids medical jargon, uses pictographs to present frequencies,

uses large font and includes many pictures). The DA was revised based on

feedback from 4 multi-disciplinary breast cancer teams. We then recruited

women aged 70 or older diagnosed with ER+, HER2-, LN-, <3 cm breast

cancers in the past 6 months to 2 years from 2 Boston-based hospitals to

provide feedback on the DA and its acceptability; the DA was iteratively

revised. We interviewed women until no new changes to the DAwere recom-

mended. Interviews were audiotaped and transcribed verbatim.

RESULTS: Of 51 women approached who met eligibility criteria, 35 (69%)

agreed to participate; 33 were non-Hispanic white, 24 were college graduates,

4 had <10 year life expectancy and their mean agewas 74 years (+/-3). Overall,

26 (74%) thought the length of the DA was just right, 29 (83%) thought all/

most of the information was clear. Nearly all (n=33) women found the DA

useful (94%) and helpful (94%) and 34 (97%) would recommend it. On

average women thought it would help them prepare for decision making with

their doctors quite a bit (mean score on preparation for decision making scale=

4.0 [+/-1.0]). In open ended comments, women thought that overall the DA

was clear, succinct, useful, and would increase women's engagement in treat-

ment decision making. Based on participant feedback, we revised the DA to

make it more comforting and clear and we added information on lymph node

sampling, genomic testing, and treatment outcomes for receipt of lumpectomy

only (no adjuvant thereapy).

CONCLUSIONS: We have developed a novel breast cancer treatment DA

that is acceptable to women aged 70 or older with a history of ER+ early stage

breast cancer. Next, we will test the DA among women aged 70 or older newly

diagnosed with ER+ early stage breast cancer. We anticipate that our DAwill

help improve the quality of older women's decision making around breast

cancer treatment.

DEVELOPING A CHRONIC KIDNEY DISEASE SCREENING AL-

GORITHM FOR THE PRIMARY CARE SETTING Andy Y. Cheng;

Manisha Jhamb; David C. Demoise; Amar Kohli. University of Pittsburgh,

Pittsburgh, PA. (Control ID #2905480)

BACKGROUND: CKD in the US not only has a significant prevalence, but

also has an alarming projected incidence. Current guidelines for CKD screen-

ing are discordant, and few studies have been performed in evaluating various

screening algorithms. This retrospective cohort study aims to propose a poten-

tial CKD screening algorithm for the primary care setting.

METHODS: Adult patients aged 18-69 years seen for primary care visits at a

tertiary hospital primary care clinic in Western PAwere identified. Those with

CKD, defined as two eGFR values of less than 60mL/min/1.73m2 per MDRD

calculation spaced at least 90 days apart in the EHR, were eligible for study

inclusion. Characteristics including age ≥55, African American race, and

comorbid DM or HTN were abstracted from the EHR. Statistical analyses,

including percentage of CKD patients identified and number of patients needed

to screen, were then performed using a reverse screening cohort of 650 patients

to assess four potential screening algorithms.

RESULTS: Known comorbid DM or HTN (81.8%) outperformed age ≥55
(69.7%) or AfricanAmerican race (49.5%) in identifying the largest percentage

of CKD patients. Inclusion of age ≥55 to known comorbid DM or HTN

yielded a greater percentage of CKD patients compared to addition of African

American race to known comorbid DM or HTN (Table 1). A comprehensive

screening algorithm including all four aforementioned variables mildly in-

creased percentage of CKD patients identified, but at the expense of a moderate

increase in number of patients needed to screen (Table 1).

CONCLUSIONS: A screening algorithm consisting of age ≥55 or known

comorbidDMorHTN appeared to optimize percentage of CKDpatients identified

with number of patients needed to screen. Given that the proposed screening

algorithm was derived via a reverse screening approach originating from a patient

population with 100% CKD prevalance, further study applying the algorithm to a

blanket primary care population is necessary to fully assess the algorithm's efficacy.

DEVELOPING A PRIMARY CARE REGISTRY FOR 800,000 PA-

TIENTS Glen B. Taksler; Alex Milinovich; Michael B. Rothberg. Cleveland

Clinic, Cleveland, OH. (Control ID #2935446)

BACKGROUND: Electronic health records (EHR) present opportunities for

health services research but are primarily designed for clinical use. Extracting

data for analysis by statistical programs is challenging and inefficient. We

describe the creation of an EHR-based registry for primary care research.

METHODS: We created a registry for all patients with ≥1 visit to an internal

medicine or family medicine provider from 2006-15, based on EHR (EpicTM)
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at a large healthcare system. The registry consisted of all encounters and

selected diagnoses, procedures, surgeries, laboratories, prescriptions, health

maintenance services, smoking history, family history and demographics.

Information technology personnel obtained all potentially relevant EHR data,

which clinical researchers processed based on clinical knowledge. Using

statistical software (Stata/MP 13.0, College Station, TX), results were merged

into a single file which contained separate rows for each patient encounter, and

separate columns for each variable. This format provided investigators with

immediately useful data for health services research. To validate results, study

personnel compared summary statistics with national and health system aver-

ages, reviewed selected medical charts for accuracy, and updated variable

definitions. Registry users were asked to provide feedback.

RESULTS: The registry contained data from 834,553 patients, 2.6 million

patient-years and 6.7 million encounters. There were 612 variables.We learned

several lessons. First, due to rapid expansion of the health system, 24% of

patients had a single encounter and 51% had ≤4 visits. We created a variable

"ongoing primary care" to identify patients with local residence who were seen

at least every other year for 5 years (22% of patients). Second, identification of

codes in EHR was more complex than expected. For example, breast cancer

screening had 8 Current Procedural Terminology (CPT) codes but 211 EHR

procedure codes. Third, reporting formats were not uniform and required

standardization (e.g., some HbA1c laboratories were reported as decimal,

others as percent). Fourth, to reduce file size (raw data 173 GB, cleaned 16

GB), we made simplifications that retained important distinctions (e.g., first vs.

second degree family history instead of specific relatives). Fifth, errors in EHR

data were common. To improve accuracy, we required encounter diagnoses to

be confirmed ≥30 days later (rule-out condition) and ignored the problem list.

We applied fuzzy logic to misspelled addresses, allowing geocoding by census

block group for 97.9% of US-resident encounters. Resultant projects include

descriptions of preventive care delivery, variation in prediabetes management,

polypharmacy and generating preliminary data for grant applications. The

registry was well-received by users, and the Institutional Review Board

assigned an identifier to speed requests for access.

CONCLUSIONS: Building large-scale EHR-based data registries is feasible

and can facilitate health services research.

DEVELOPMENT AND MODIFICATION OF A MOBILE HEALTH

PROGRAM FOR POSTPARTUM WOMEN AT ELEVATED RISK

FOR CARDIOMETABOLIC DISEASE Jacinda M. Nicklas1; Jennifer A.

Leiferman2; Sheana S. Bull2; Sue Arment3; Dean A. Hovey3; Linda Barbour4.
1University of Colorado School of Medicine, Aurora, CO; 2Community and

Behavioral Health, Aurora, CO; 3Comprendo, Santa Barbara, CA; 4Division of

Endocrinology, Metabolism and Diabetes, Aurora, CO. (Control ID

#2942259)

BACKGROUND: Overweight and obese postpartum women with a history

of certain pregnancy complications who retain weight after pregnancy are at

high risk for diabetes and cardiovascular disease. These women can decrease

their risk via postpartum weight loss, yet traditional face-to-face interventions

are often unsuccessful. Although smartphone use is highly prevalent among

women of reproductive age, currently available commercial apps are not

tailored to the needs of this population. We sought to test components of a

mobile health (mHealth) program called Fit After Baby and then iteratively

refine the program based on qualitative feedback.

METHODS: We developed the theory-based mHealth Fit After Baby pro-

gram for overweight/obese postpartum womenwith recent gestational diabetes

(GDM), hypertensive disorders of pregnancy, pre-term birth, and/or babies

with growth restriction. This novel mHealth program delivers daily evidence-

based content, facilitates tracking of weight, diet, and steps, provides weekly

coaching, and includes a gamification component using points and rewards.

We conducted three rounds of iterative pilot testing and two focus groups. We

analyzed feedback and implemented changes after each round of testing and

after the focus groups.

RESULTS: A total of 26 postpartum women participated in 3 rounds of pilot

testing with mean age 33 (SD±4) years; BMI 33 (SD±6) kg/m2, 92% White

and 8% Asian. Four of these women participated in two focus groups. The

participants' most recent pregnancy was complicated by preeclampsia (35%),

pre-term delivery (31%), gestational hypertension (42%), GDM (27%), and/or

growth restriction (15%). Overall satisfaction increased progressively from

round 1 to round 3. Analysis of qualitative data led to substantial changes in

app components. In response to feedback that the navigation was not intuitive,

we created a home screen with rotating task cards that link directly to actions

and automatically indicate when tasks are completed. In response to the request

for more physical activity, nutrition, and recipe information, we added photos

and descriptions of exercises which can be performed with a baby, strength

training exercises, a yoga curriculum, and a recipe collection. Participants

wanted clarification on how to earn points and requested more tangible

rewards. We addressed this by simplifiying our point system to a single health

warrior badge with four levels that can be redeemed for gift cards. Participants

wanted their coach to have more knowledge about their activities to provide

more targeted coaching, so we created a coach app with a dashboard showing

daily activities in the app, dietary intake, weight, steps, and points

accumulated.

CONCLUSIONS:We applied qualitative feedback from users to substantive-

ly modify app components to be more responsive to the needs of this unique

population of high risk postpartum women. Now that we have integrated these

modifications we are currently testing the Fit After Baby program in a ran-

domized trial.

DEVELOPMENT AND VALIDATION OF A RISK ASSESSMENT

MODEL FOR VTE IN HOSPITALIZED MEDICAL PATIENTS Mi-

chael B. Rothberg2; Aaron Hamilton2; Lei Kou2; Bo Hu2; Matthew A.

Pappas1. 1Cleveland Clinic Foundation, Cleveland, OH; 2Cleveland Clinic,

Cleveland, OH. (Control ID #2936821)

BACKGROUND: Venous thromboembolism (VTE) is the leading cause of

preventable hospital death. National guidelines recommend VTE prophylaxis

for all medical patients not at low risk. Several VTE risk prediction models

have been developed, but no US models have been validated in a medical

population. The ACCP recommends use of the Padua risk assessment model

with a cutoff of 4 points. We developed a prediction model and compared it to

Padua.

METHODS: We identified all medical patients admitted to Cleveland Clinic

hospitals between 2011 and 2016. The first 5 years comprised the training set

and 2016 was reserved as a validation set. Potential VTE events were identified

by combination of ICD-9 codes and diagnostic testing. All events were verified

through chart review. Potential predictors included 30 clinical risk factors

identified from previous studies. Multiple logistic regression analysis with
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step-down variable selection method was used to select the best model. The

model was validated both internally and externally using bootstrapping. The

final model was tested against the Padua model using the validation set.

RESULTS:Our training set included 98,661 patients, of whom 226(0.2%) had

a VTE develop in the hospital. The final model included 16 variables, includ-

ing age, sex, smoking status, history of VTE, thrombophilia, respiratory

failure, chronic kidney disease, inflammatory arthritis, decubitus ulcer, cancer,

acute infection, activity level, peripherally inserted central catheter, central line,

mechanical ventilation, and steroids. C-statistic for the training set was 0.79.

Individual predicted risks ranged from 0.03% to >28%. The validation set

included 10,753 patients, of whom 55 (0.5%) developed VTE. The C-statistic

for our model was higher than that of the Padua model (0.79 vs. 0.63). At our

optimal treatment threshold of 0.3%, our model identified 2680 (25%) patients

as high risk (average risk 1.42%) and 8080 (75%) as low risk (average risk

0.21%), while Padua at a threshold of 4 identified 8011 (75%) as high risk

(average risk 0.69%) and 3102 (25%) as low risk (average risk 0.06%).

CONCLUSIONS: Our VTE risk model had better discrimination than the

Padua model when applied to the validation set. Use of the Cleveland Clinic

model could substantially reduce the number of patients who qualify for

chemoprophylaxis, while more appropriately targeting high-risk patients.

DEVELOPMENT OFA SET OF ECQMS TO ASSESS OVERUSE OF

PREVENTIVE SERVICES IN PRIMARYCARE Cara Litvin1; StevenM.

Ornstein2; Andrea Wessell2; Lynne Nemeth2. 1Medical University of South

Carolina, Charleston, SC; 2Medical University of SC, Charleston, SC. (Control

ID #2936798)

BACKGROUND: In the primary care setting, overuse of inappropriate

screening and diagnostic testing occurs frequently. The purpose of this report

is describe the development of a set of electronic clinical quality measures

(eCQMs) to assess overuse of preventive services.

METHODS: This study was conducted in PPRNet, a network of primary care

practices who use EHRs. We first reviewed Choosing Wisely and USPSTF

Grade D recommendations to identify a preliminary set of overuse measures.

We then defined eCQMs based on the Quality Data Model (QDM). Value sets

of codes from standard vocabularies (e.g. CPT®, ICD-9/10) were then created

for each QDM element. Summary of care documents in consolidated-Clinical

Document Architecture (c-CDA) format were extracted as of July 31, 2016

from 20 PPRNet practices who volunteered to participate in a project to reduce

overuse. EHR data were combined using structured query language to calcu-

late each eCQM. To assess the accuracy of these calculations, preliminary

eCQM performance along with lists of patients identified as having had an

inappropriate test by these specifications were reviewed by participating

practices.

RESULTS: Our final set of eCQM specifications is listed in the Table.

Practices reported that the eCQMs based on laboratory data appeared to be

accurate. However, for the other eCQMs that relied on procedure data, many

practices reported inaccuracies due to incomplete capture of data in the c-CDA.

At some practices, procedures done elsewhere and reviewed (e.g. colonosco-

pies) were not documented with codes in their EHRs. Other practices recorded

and coded all procedures ordered or performed by specialists.

CONCLUSIONS: To our knowledge, we have developed the first set of

eCQMs to assess overuse of preventive services in primary care using EHR

data. However, in contrast to measures of underuse, practices that do not record

incoming results using procedure codesmay appear to have better performance

(i.e. less overuse) on eCQMs involving procedures than practices who rou-

tinely code all procedures. This may limit accurate assessment of overuse in

primary care practice using this approach.

eCQM Specifications

DIABETES CASE MANAGEMENT FOR LOW-INCOME HISPANIC

MAJORITY PATIENTS WITH UNCONTROLLED DIABETES: AS-

SOCIATION OF TELEPHONE OR VISIT-BASED SUPPORT WITH

IMPROVED DIABETES CONTROL Barbara J. Turner1, 1; Julie Parish

Johnson1; Ramin Poursani1; Ambili Ramachandran1; Yuanyuan Liang2, 1.
1University of Texas Health San Antonio, San Antonio, TX; 2University of

Maryland School of Medicine, Baltimore, MD. (Control ID #2944732)

BACKGROUND: Case management (CM) by trained community health

workers (CHWs) for patients with diabetes mellitus (DM) is increasingly

common, especially in primary care practices serving vulnerable populations.

Few studies have examined how CM is delivered and association with im-

proved DM control. In an 1115 Medicaid waiver project in two academic

practices serving low-income Hispanics, we studied type and intensity of CM

communication with patients with uncontrolled DM (hemoglobin A1c ≥ 9%)

and time until first control (A1c < 9%).

METHODS: From a DM registry from 2014-2017 created from the electronic

medical record system we identified all patients with uncontrolled DM receiv-

ing CM from one of four CHWs.We created a 4-level variable for mode of CM

delivery: only calls; 1 visit/no calls; 1 visit with 1+ calls; and 2+ visits +/- calls.

We created study variables starting with the first CM encounter following an

A1c ≥ 9% including: demographics, insurance, Elixhauser comorbidity score,

baseline high A1c, insulin therapy, oral DM drugs, primary care visits, ED

visits, and urgent care visits. Cox regression was used to examine the associ-

ation of mode of CM delivery with time to first A1c < 9% adjusted for all

covariates. A sensitivity analysis examined adjustment for two variables before

CM: time since last visit and number of visits in year before CM.

RESULTS: Over 2.5 years, 505 patients received CM after a mean baseline

A1c of 10.9% (SD 1.7%). Mean age was 57.0 (SD 10.2); 59% women; 86.7%

Hispanic; 54.5% uninsured; 9.9% Medicaid; and 26.5% Medicare. At start of

CM, 65.9%were on insulin. The median time to A1c < 9% for 50% of patients

was 199 days (95% CI 71, 537 days) and ultimately 79.2% achieved A1c <
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9%. Kaplan-Meier analysis revealed that patients with only phone calls had a

lower rate of A1c < 9% (p=0.02). After adjustment and compared with only

calls, the rate of A1c < 9% was increased by 60% (HR=1.60, 95% CI 1.12-

2.29, p=0.01) for one visit/no calls and by 36% (HR=1.36, 95% CI 0.96-1.92;

p=0.08) for 2+ visits +/- calls but did not differ for one visit plus calls (P=.86).

A1c < 9%was negatively associated with higher first A1c, insulin therapy, and

more oral DM drugs (all p≤0.01). Adjustment for time since last visit and

number of visits before CM did not change conclusions.

CONCLUSIONS: Among largely Hispanic, uninsured patients with a mean

A1c of 10.9% before receiving CM, 50% achieved A1c < 9%within 199 days.

Compared with patients receiving only calls, patients with only one visit and

no calls had a 60% faster rate of achieving an A1c < 9% but those with 1 visit

plus calls showed no benefit, suggesting the former group has fewer unmea-

sured barriers to control. Patients with multiple visits were somewhat more

likely to achieveA1c < 9% than those with calls but may also represent a group

with greater social, behavioral, and economic barriers to care.

DIABETES INCIDENCE BY BMI CATEGORY IN THE DIABETES

PREVENTION PROGRAM Colin Goodman; Bernice Man; Yinglin Xia;

Ben Gerber. University of Illinois at Chicago, Chicago, IL. (Control ID

#2944972)

BACKGROUND: The Diabetes Prevention Program (DPP) showed reduced

incidence of diabetes mellitus (DM) with lifestyle changes and metformin.

Based on DPP analyses, the ADA recommended considering metformin for

prediabetes with additional risk factors, such as BMI ≥35 mg/kg2. We sought

to determine specific diabetes incidence levels based on ten baseline BMI

categories. More specific risk and risk reduction estimates may be useful in

decision making when lifestyle and metformin therapeutic approaches are

under consideration.

METHODS: The DPP randomized 3,234 individuals with prediabetes

to treatment arms of placebo, metformin, or lifestyle. This secondary

analysis included ten baseline BMI categories. DM diagnosis was a

binary outcome over mean follow-up of 2.8 years and reported as

cases per 100 person-years. The two-proportion Z-test was conducted

between treatment arms across BMI categories and the chi-squared test

for trend in proportions was done within treatment arms. Statistical

analysis was done with R (version 3.4.1).

RESULTS: We analyzed 3,081 subjects from the DPP study. Of these, 79%

were <60 years old, 67%were female, and 57%were white, 21%were African

American, and 16% were Hispanic. DM incidence was determined for each

BMI category and treatment arm (see Table). Significant differences in DM

incidence were seen between lifestyle and metformin for BMI categories 1-4,

but not categories 5-10. There were comparable incidence levels across BMI

categories within the metformin arm (p = 0.95), but not within placebo (p <

0.001) and lifestyle (p < 0.001) arms.

CONCLUSIONS: This secondary DPP analysis includes specific dia-

betes incidence levels stratified by narrower baseline BMI category

than previously reported. Better methods to implement targeted inter-

ventions for defined subgroups of those at risk of diabetes may

improve effective and efficient resource use. Newer DPP-based pre-

dictive models are now available to estimate individual DM risk and

improve decision making with patients, including tailoring recommen-

dations based on BMI and other clinical factors.

DIABETES PHENOTYPING USING THE ELECTRONIC MEDICAL

RECORD Himali Weerahandi; Hoang-Long Huynh; Amal Shariff; Jonveen

Attia; Leora I. Horwitz; Saul Blecker. NYU School of Medicine, New York,

NY. (Control ID #2943780)

BACKGROUND: Health care organizations utilize disease registries for

evaluation of provider performance and deployment of clinical decision sup-

port. This is particularly relevant for diabetes as there are a number of evidence

based recommendations that apply to this group. In order for these organiza-

tions to effectively practice population based medicine, they must have an

accurate registry of diabetes patients. This registry is commonly created

through an electronic health record (EHR) via diagnosis codes, A1C, or by

identifying patients with diabetes medication listed. However, sensitivity,

specificity, and positive predictive value (PPV) of these methods with MD

chart review as the gold standard have not been previously reported in the

literature. We hypothesized that simple methods of identifying diabetes pa-

tients are sufficient to create an accurate registry.

METHODS: This was a retrospective cohort study of patients age 18-85.

Patients with encounters from 1/1/2013-11/15/2016 were obtained from the

NYU Langone Epic EHR. We created 4 simple algorithms for diabetes

identification using EHR data: 1) ICD 9 or ICD 10 diabetes diagnosis, (2)

A1C > 6.5, (3) diabetes medication, and (4) presence of any of the above. For

validation, we usedmanual review of charts to estimate the probability diabetes

is present when the algorithm criteria is met (PPV), the sensitivity ( probability

that the algorithm correctly identifies diabetes), and the specificity (probability

that the algorithm correctly identifies patients without diabetes). Four physi-

cians performed the manual review independently, with an overlap of 50

medical records that demonstrated 88% agreement.

RESULTS: Of the 199 charts we selected for review, 44% (88 out of 199)

were adjudicated as having diabetes. Using this gold standard, we found that

ICD 9/10 codes had relatively high sensitivity (83%) with a corresponding

specificity of 93%, and a PPV of 90% (Table). Diabetes medication had the

lowest sensitivity (48%), but had relatively high specificity and PPV (94% and

86%, respectively). The fourth algorithm, which identified patients with pres-

ence of ICD 9/10 codes, A1C > 6.5 or diabetes medication, had the highest

sensitivity at 92% with a slightly reduced PPVof 85%.

CONCLUSIONS: An algorithm combining ICD 9/10 codes, A1C, and dia-

betes medication had a relatively high sensitivity; corresponding specificity

and PPV were modestly lower than the single clinical criteria algorithms.

Health care organizations may consider using the algorithm combining these

three clinical criteria to create a fairly accurate diabetes registry.

DIABETES PREVENTION PROGRAM REFERRAL AND PARTICI-

PATION: PREVALENCE AND CORRELATES IN A NATIONALLY-

REPRESENTATIVE SAMPLEMaya S. Venkataramani1; Craig E. Pollack2;

Hsin-Chieh Yeh1; Nisa Maruthur1. 1Johns Hopkins School of Medicine, Bal-

timore, MD; 2Johns Hopkins University School of Medicine, Baltimore, MD.

(Control ID #2939599)

BACKGROUND: With the rising burden of type 2 diabetes in the United

States, there is an urgent need to improve the reach of evidence-based preven-

tion programs. In 2010, the Centers for Disease Control and Prevention

established the National Diabetes Prevention Program (DPP) in an effort to

translate an effective, evidence-based program into clinical and community-
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based settings. Using nationally representative data, we identified how fre-

quently adults are being referred to and electing to participate in diabetes

prevention programming and explored sociodemographic factors correlated

with program referral, participation and interest.

METHODS: We analyzed data from the 2016 National Health Interview

Survey, an annual, cross-sectional survey of US households. Our study popu-

lation consisted of adults aged 18 years and older who were likely eligible for

programming based on: 1) no self-reported diagnosis of diabetes; 2) a self-

reported diagnosis of prediabetes OR gestational diabetes; and 3) meeting body

mass index (BMI) criteria (>=24 or >=22 if Asian). We used descriptive

statistics to explore the prevalence of self-reported referral and participation

in diabetes prevention programming. We then explored sociodemographic

correlates of program referral, participation and interest using separate multi-

variable logistic regression analyses.

RESULTS: Overall, 8.1% of adults without diabetes met DPP eligibility

criteria (2,344 of 28,534 unweighted adults). The majority of likely eligible

adults were female (62.9%), white (74.6%), non-Hispanic (83.4%), had amean

age of 52.8 years (standard deviation [SD] 15.7 ) and average BMI of 34.3 kg/

m2 (SD 14.5). only 4.2% (115 unweighted adults) of likely eligible adults

reported ever being referred to a 12-month diabetes prevention program and

only 2.2% (63 adults) reported ever participating. In multivariable logistic

regression, Black (odds ratio [OR] 2.39, 95% confidence interval [95% CI]

1.28 to 4.46); and Asian adults (OR 3.66, 95%CI 1.36 to 9.86) had higher odds

of referral than white adults. Hispanic ethnicity was marginally correlated with

program referral and participation (OR 1.80, 95% CI 0.94 to 3.43; OR 2.29,

95% CI 0.94 to 5.56, respectively). Age was positively correlated with both

referral and participation (OR 1.02, 95% 1.01 to 1.04; OR 1.02, 95%CI 1.01 to

1.04, respectively). Over 25% of eligible adults who had neither been referred

nor participated reported an interest in participating; adults with higher BMIs

as well as Black, Asian and Hispanic adults were more likely to report interest.

CONCLUSIONS:While over one quarter of adults who are likely eligible for

diabetes prevention programming express an interest in program participation,

few at-risk adults are being referred to such programming and fewer still have

ever participated. This underscores the urgent need to improve the reach of the

program, including through increasing referrals from health care providers.

DIABETES STATUS AND GLYCEMIC CONTROL PREDICT MEDI-

CATION ADHERENCE AFTER MYOCARDIAL INFARCTION Kylie

E. Adamek1; Deepa Ramadurai1; Sridharan Raghavan2. 1University of Colo-

rado, Denver, CO; 2Denver VA Medical Center, Denver, CO. (Control ID

#2945076)

BACKGROUND: Non-adherence to cardioprotective medications is associ-

ated with mortality after myocardial infarction (MI). Identifying predictors of

adherence could inform optimal secondary prevention after MI. We examined

whether diabetes status or glycemic control was associated with post-MI

cardioprotective medication adherence.

METHODS: We studied 14,517 US Veterans hospitalized for first MI from

2011-2014, who survived for one year, and were prescribed a beta-blocker,

statin, and angiotensin converting enzyme inhibitor or angiotensin receptor

blocker. The primary exposure was a diagnosis of type 2 diabetes prior to

admission using a validated algorithm. Hemoglobin A1c (HbA1c) was a

secondary exposure in those with diabetes, categorized as <6%, 6-6.9%, 7-

7.9%, 8-8.9%, or ≥9%. The primary outcome was one-year adherence to all

three medication classes, defined as proportion of days covered ≥0.8. We

compared adherence rates between exposed and unexposed patients using

adjusted risk differences and multivariable Poisson regression, adjusting for

demographic and clinical covariates.

RESULTS: 52% of patients had diabetes; 9%, 31%, 24%, 15%, and 21% had

HbA1c <6%, 6-6.9%, 7-7.9%, 8-8.9%, and ≥9%, respectively. Those with

diabetes were slightly more likely to be adherent to all three drug classes than

those without diabetes (adjusted difference in adherence 2.1% [0.5, 3.7]).

However, among those with diabetes, adherence declined with increasing

HbA1c, relative to individuals with HbA1c 6-6.9% (incidence rate ratio 0.99

[0.94, 1.04], 0.93 [0.87, 0.99], 0.82 [0.77, 0.88] for HbA1c 7-7.9%, 8-8.9%,

and ≥9%, respectively; Figure).

CONCLUSIONS: Patients without and with diabetes had only minor differ-

ences in cardioprotective medication adherence at one year following MI.

However, in those with diabetes, adherence declined with worsening glycemic

control. Thus, glycemic control at the time of MI may help target

cardioprotective medication adherence interventions in patients with diabetes.

DIAGNOSTIC ERROR EDUCATION AND REPORTING AMONG

PHYSICIANS IN INTERNAL MEDICINE TRAINING PROGRAMS

Donna Windish1; Thilan P. Wijesekera1; Lisa Sanders2. 1Yale University,

Cheshire, CT; 2Yale School of Medicine, New Haven, CT. (Control ID

#2910133)

BACKGROUND: Diagnostic errors occur in 10-15% of patient encounters.

Given this number, the Institute of Medicine (IOM) released a landmark study

on ways to decrease diagnostic errors. Using goals of the IOM report, we

aimed to determine Internal Medicine physicians' education and training in

reporting diagnostic error along with their comfort in reporting.

METHODS: This is a multicenter, cross-sectional survey targeting residents

and faculty in Traditional Internal Medicine, Primary Care Internal Medicine,

and Internal Medicine-Pediatrics at nine community and university-based

training programs in Connecticut. Questions addressed the IOM's 2nd, 5th
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and 6th goals by assessing how training programs teach residents to report and

communicate diagnostic errors along with physicians' comfort with error

reporting. From June 2016 to March 2017, surveys were administered anon-

ymously via e-mail or by paper during educational conferences. Comparison

testing across experience was performed using chi-squared tests.

RESULTS: Of 484 physicians (87 attendings, 397 residents) targeted, 266

(55%) responded, with a total of 70 attendings and 196 residents. We found

that training programs most frequently encouraged residents to report diagnos-

tic errors by having them tell attending physicians (62.2%), tell senior residents

(55.3%), and to use anonymous reporting systems (53.9%). Diagnostic errors

were also addressed in programs by informal feedback with a team member

(41.1%), formal group discussion (e.g., morbidity and mortality conference)

(36.4%), or not addressed at all (8.7%). Trainees were less likely than attend-

ings to state that their training program explicitly teaches residents how to

communicate diagnostic errors (43.5% vs. 64.7%, p <0.01). Trainees also

differed from attendings in that they were less likely to feel that residents were

encouraged to report errors in their program to senior residents (59.4% vs.

44.8%; p = 0.04), chief residents (20.9% vs. 32.9%; p = 0.05), attendings

(56.1% vs. 79.1%; p < 0.01), or program directors (9.6% vs. 19.4%; p = 0.04).

Interns were less likely than residents to report that they should notify an

attending of a diagnostic error (52.0% v 60.7%, p = 0.02) and less likely to state

that they are encouraged to use anonymous electronic reporting systems

(41.0% v. 63.1%, p = 0.008). Many respondents were uncomfortable reporting

diagnostic errors, with trainees being less comfortable than attendings (55.4%

vs. 69.1%, p = 0.05).

CONCLUSIONS: In this multi-center study on diagnostic error, we found

that residency programs may not consistently teach trainees how to report

diagnostic errors and trainees are less likely to feel comfortable reporting

errors. Inconsistencies and lack of reporting has the potential of putting patients

at undue risk for future errors.

DIAGNOSTIC UNCERTAINTY AND THE USE OF OBSERVATION

STATUS Arthur Hong1; Dennis Ross-Degnan2; Fang Zhang3; James F.

Wharam4. 1University of Texas Southwestern Medical Center, Dallas, TX;
2Harvard Medical School and Harvard Pilgrim Health Care Institute, Boston,

MA; 3Harvard Pilgrim Health Care Institute, Waban, MA; 4Harvard Medical

School and Harvard Pilgrim Healthcare, Boston, MA. (Control ID #2935435)

BACKGROUND: To reduce brief and unnecessary inpatient admissions, the

Centers for Medicare and Medicaid Services progressively incentivized obser-

vation status use - an "outpatient hospitalization" - from 2004-2013. Although

reimbursement for observation is lower than for inpatient admission, the

clinical necessity of these short hospitalizations was not addressed. Research

has documented strong observation growth over the past decade, and that

emergency department (ED) clinicians substitute observation for home dis-

charge. Diagnostic uncertainty for acute cardiovascular disease and lack of

weekend outpatient follow-up frequently leads to unnecessary hospitalizations

for adults with diabetes. We explored these two factors as drivers of observa-

tion stay growth.

METHODS: Retrospective time series analysis of commercial insurance

claims from 2001-2014 for adults with diabetes aged 18-64. We estimated

adjusted annual rates of hospitalization per ED visit: observation, brief inpa-

tient (≤1 night), and long inpatient (≥2 nights). We stratified hospitalization

trends after an ED diagnosis of acute myocardial infarction vs. non-specific

chest pain, and by weekend vs. weekday ED visits. We also compared the ratio

of observation to all inpatients over time across strata.

RESULTS:We identified 2,293,870 ED visits for 779,316 adults with diabe-

tes. After acute myocardial infarction diagnosis, observations and brief inpa-

tient stays increased, while long inpatient stays decreased; the observation to

inpatient ratio increased from 0.01 in 2001 to 0.21 by 2014. After non-specific

chest pain diagnosis, observations grew to account for the majority of ED

hospitalizations by 2014, with the ratio rising from 0.29 in 2001 to 2.19 by

2014. The ratio of observations to all inpatients rose from 0.14 to 0.58 for

weekday ED visits, and 0.12 to 0.52 for weekend ED visits.

CONCLUSIONS: Among diabetes patients visiting the ED, hospitalizations

after a non-specific chest pain diagnosis increasingly resulted in short obser-

vation stay. Hospitalizations for a myocardial infarction diagnosis had a

smaller increase in observation stays. Observation stay rates on weekends

and weekdays did not differ. Further research should assess the impact of these

trends on health outcomes.

DIFFERENCES IN CONTRIBUTIONS OF MUTABLE AND IMMU-

TABLE FACTORS ON GLYCEMIC CONTROL BY GENDER IN

ADULTSWITH TYPE 2 DIABETES Joni S. Williams; Leonard E. Egede.

Medical College of Wisconsin, Milwaukee, WI. (Control ID #2946697)

BACKGROUND: More than 30 million people in the U.S. have diabetes,

where up to 95% of diagnosed cases are type 2. Evidence suggests mutable and

immutable factors influence the health of people and communities. It remains

unclear, however, whether these factors have a differential effect on glycemic

control based on gender. Therefore, the aim of this study was to assess the

contributions of mutable and immutable factors on glycemic control in men

and women with type 2 diabetes in the Southeastern U.S.

METHODS: Cross-sectional study of 615 adults recruited from two clinics in

the southeastern U.S. Hierarchical models were performed for the full sample,

women only, and men only using glycosylated hemoglobin A1c (HbA1c) as

the dependent variable while adjusting for sociodemographic, socioeconomic,

psychosocial, built environment, clinical, and knowledge and self-care factors.

Stata v15 was used to conduct the analyses.

RESULTS: Women comprised 38% of the sample with a mean age of 59.5

±12.1 years. HbA1c was statistically significant between women and men (7.7

± 1.8 vs. 8.1 ± 1.9, respectively; p=0.026). The adjusted model for the full

sample showed significant associations between glycemic control and self-
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efficacy (β=-0.10; p<0.001), social support (β=0.01; p=0.043), comorbidity

(β=-0.10; p=0.012), insulin use (β=0.94; p<0.001), medication adherence

(β=-0.10; p=0.013), and former smoker status (β=0.36; p=0.032), accounting

for 31% of the variance. For women, significant associations persisted between

glycemic control and self-efficacy (β=-0.10; p<0.001), insulin use (β=1.0;

p<0.001), medication adherence (β=-0.25; p<0.001), and former smoker status

(β=0.56; p=0.048); foot care emerged as a new significant association

(β=0.11; p=0.031). These associations accounted for 44% of the variance in

women. In men, significant associations between self-efficacy (β=-0.11;

p<0.001) and insulin use (β=0.87; p<0.001) remained, while employment

(β=0.01; p=0.028) and food insecurity (β=0.13; p=0.045) emerged as signif-

icant associations. These associations accounted for 33% of the variance

among men.

CONCLUSIONS: In this sample of women and men with type 2 diabetes,

significant associations were observed in the relationship between glycemic

control and mutable factors. These findings suggest factors associated with

glycemic control in women and men are amenable to health interventions.

While interventions that increase self-efficacy and use insulin for treatment will

benefit both men and women, interventions targeting self-care behaviors such

as foot care, medication adherence and smoking cessation will benefit women.

Special attention should be given to issues related to employment and food

insecurity for men.

DIFFERENCES IN HEALTHCARE OUTCOMES FOR PATIENTS

WITH DELIRIUM BETWEEN TEACHING AND NONTEACHING

HOSPITALS Susrutha Kotwal1; Marwan Abougergi2; Scott Wright1. 1Johns

Hopkins University School of Medicine, Baltimore, MD; 2University of South

Carolina, Columbia, SC. (Control ID #2910323)

BACKGROUND: The American healthcare system is focused on promoting

value; providing high quality care while paying close attention to associated

costs. Studies have shown that admission to a teaching hospital is associated

with better outcomes, reduced mortality, compared to nonteaching hospitals. It

is not known whether the value proposition at academic hospitals is worth-

while for routine conditions in addition to more specialized conditions. Be-

cause delirium is a common and costly condition among hospitalized patients

and approaches to care are not standardized, this study set out to explore

distinctions in clinical and process outcomes for patients with delirium be-

tween teaching and nonteaching hospitals.

METHODS: We used the 2014 Nationwide Inpatient Sample database to

identify adults >= 18 years who were admitted with a principal diagnosis of

delirium (by ICD-9 code). The primary outcome was in-hospital all-cause

mortality. Secondary outcomes were discharge status and several measures

of health care resource utilization: length of stay (LOS), total hospitalization

charges, total hospitalization costs, neurological workup, and multiple proce-

dures performed during hospitalization. Multivariable logistic regression anal-

ysis models were used to adjust for potential confounders such as patient age,

sex, race, median yearly income in the patient's zip code, insurance, comor-

bidities (Charlson Comorbidity Index for administrative data), hospital loca-

tion (rural or urban), geographic region (Northeast, Midwest, West, or South),

control/ownership of hospital, and hospital bed size. All tests used a signifi-

cance level of P<0.05.

RESULTS:Out of 57,460 adult patients admitted to hospitals with delirium in

the analysis, 58.4% were hospitalized at teaching hospitals and the remainder

(41.6%) to nonteaching hospitals. Relevant outcomes are listed (Table). After

adjustment, total hospitalization charges and costs were statistically signifi-

cantly different between the hospital types - with nonteaching providing less

expensive care.

CONCLUSIONS: Patients with delirium admitted to nonteaching hospitals

realized comparable clinical and process outcomes to those cared for at

teaching hospitals; achieved at lower costs. These data suggest that nonteach-

ing hospitals may be providing enhanced value for patients presenting with

delirium.

DIFFERENCES IN RATES OF LOW-VALUE AND HIGH-VALUE

CARE BETWEEN COMMUNITY HEALTH CENTERS AND PRI-

VATE PRACTICES Carlos Irwin Oronce; Robert J. Fortuna. University of

Rochester Medical Center, Rochester, NY. (Control ID #2938625)

BACKGROUND: Community health centers (CHC), which include both

federally qualified health centers (FQHCs) and FQHC look-alike clinics, are

a unique and integral part of the health care safety net. As low-value care

becomes an increasingly recognized component of value-based purchasing, it

is important to understand whether CHCs provide low-value care at differential

rates compared to other practices.We examined the rates of both low-value and

high-value care at CHCs compared to the performance of private practices.

METHODS: We examined cross-sectional data from the National Ambu-

latory Medical Care Survey from 2010 through 2012. Seven low-value

care measures and 12 high-value care measures were examined. Low-

value care measures included obtaining screening EKGs, CBCs, or uri-

nalyses during a general medical exam; prescribing antibiotics for upper

respiratory tract infections; ordering opioids or advanced imaging in back

or neck pain; and prescribing opioids for headaches without red flags.

High-value care included tobacco cessation counseling; weight reduction

counseling; anticoagulant use in atrial fibrillation; the use of aspirin, beta

blockers, or statins in coronary artery disease; the use of beta blockers,

ACE inhibitors, or angiotensin receptor blockers in CHF; the use of

antiplatelet agents in cerebrovascular disease; statin use in diabetes; treat-

ment for depression; and treatment for osteoporosis. We compared CHCs

and private practices using logistic regression models that adjusted for

patient age, gender, race/ethnicity, insurance, region of the country, rural

location, and number of patient comorbidities.

RESULTS: A total of 29,155 physician visits, representing 584,208,173

weighted visits, from 2010 through 2012 were included in the analyses.

CHCs were more likely to avoid performing low value screening EKGs

(98.7% vs 88.0%; AOR 11.0; CI 2.7-45.3), CBCs (75.9% vs. 65.7%;

AOR 1.7; CI 1.2-2.5), or urinalyses (86.0% vs 80.5%; AOR 1.9; CI 1.1-

3.1). They were also less likely to prescribe antibiotics for a URI (48.3%

vs 63.1%; AOR 0.6; CI 0.4-0.9). CHCs were more likely to engage in

high value care with the use of beta-blockers in CHF (46.9% vs. 36.5%;

AOR 2.6; CI 1.2-5.6), statins in diabetes (37.0% vs 35.5%; AOR 1.4; CI

1.0-1.8), and treatment of osteoporosis (35.7% vs 23.2%; AOR 1.8; 1.0-

3.0).

CONCLUSIONS:On a comprehensive set of low-value and high-value

care performance measures, CHCs performed similar to or better than

private practices. These findings demonstrate that CHCs provide com-

parable quality to private practices and reinforces their valuable posi-

tion in the health care system.
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DIFFERENTIAL EFFECTS OF HEALTH COACHING ON VET-

ERANS WITH LOW HEALTH LITERACYAND NUMERACY: SEC-

ONDARYANALYSIS OF THE ACTIVATE TRIAL Sarah Nouri1; Laura

Damschroder2; Maren Olson3; Jennifer M. Gierisch3; Angela Fagerlin4; Linda

L. Sanders5; Felicia A. McCant3; Eugene Oddone3. 1Duke University, Dur-

ham, NC; 2Ann Arbor VA Center for Clinical Management Research, Ann

Arbor, MI; 3Durham VA Medical Center, Durham, NC; 4University of Utah,

Salt Lake City, UT; 5Duke University Medical Center, Durham, NC. (Control

ID #2942508)

BACKGROUND: Health coaching can be an important element of health

promotion. Many social and health-related factors, including health literacy,

are associated with lower levels of patient engagement in healthy behaviors.

The objective of this study is to determine whether a telephone coaching

intervention would result in similar improvements in enrollment in prevention

programs and patient activation among Veterans with low versus high health

literacy (specifically, reading literacy and numeracy).

METHODS: This is a secondary analysis of a randomized controlled trial. We

enrolled 417 Veterans with at least one modifiable risk factor: current smoker,

BMI≥30, or <150 minutes of weekly physical activity. All Veterans completed

the VA's web-based health risk assessment (HRA); usual care group was

encouraged to share HRA results with primary care providers, and intervention

group received telephone coaching. Co-primary outcomes were enrollment in

prevention programs and change in behavioral activation as measured by the

Patient ActivationMeasure (PAM). A single-item assessment of health literacy

and a modified numeracy scale were assessed at baseline. We used logistic

regression to examine the differential impact of the intervention compared to

usual care on enrollment in prevention programs among patients with low

versus high health literacy, and general linear models to determine if improve-

ments in PAM scores differed according to health literacy subgroups and

intervention status.

RESULTS: The intervention had a similar positive effect on enrollment in

prevention programs independent of baseline health literacy, with enrollment

rates around 50%. However, the enrollment rate for usual care patients with

low numeracy was only 21% (95% CI 14%-30%) versus 36% (95% CI 27%-

46%) for those with high numeracy, suggesting a greater differential improve-

ment in enrollment rates for intervention compared to usual care patients with

low numeracy (p=0.05). Among patients with high numeracy, the intervention

group had greater increases in PAM as compared to the control group (mean

increase 4.8; 95% CI 1.7-8.0; p=0.003).

CONCLUSIONS:As compared to usual care, coaching had similar effects on

enrollment in prevention programs and improvements in PAM scores for

patients with low and high reading literacy. For patients with low numeracy,

coaching was particularly beneficial in increasing enrollment in prevention

programs despite minimal effects on PAM scores. Conversely, for those with

high numeracy, coaching led to substantial improvements in PAM scores.

Future research in health coaching may need to consider health literacy as

factor, particularly in interventions that address health risk.

DIFFERENTIAL IMPACTOF FOOD INSECURITY, DISTRESS, AND

STRESSON SELF-CAREBEHAVIORSANDGLYCEMICCONTROL

USING PATH ANALYSIS Rebekah J. Walker; Jennifer A. Campbell; Leon-

ard E. Egede. Medical College of Wisconsin, Milwaukee, WI. (Control ID

#2943876)

BACKGROUND: Food insecurity, or the inability or limitation in accessing

nutritionally adequate foods, has been associated with increased risk for

diabetes, worse diabetes control, and lower overall health status. This relation-

ship may result from factors such as increased stress associated with low

socioeconomic status experienced by many food insecure individuals. Food

insecure individuals report higher prevalence of depression and diabetes dis-

tress, however, the mechanism through which these psychosocial factors

influence biological outcomes is unclear. The aim of this study was to inves-

tigate the pathway through which food insecurity influences glycemic control,

taking into account a variety of measures of stress/distress, and self-care

behaviors.

METHODS: Using data collected from 615 adults with type 2 diabetes

recruited from two primary care clinics, we investigated pathways between

food insecurity and glycemic control using path analysis. We included mea-

sures of perceived stress, diabetes distress, diabetes fatalism, and depression as

psychosocial factors in the pathway. Self-care behaviors included general diet,

specific diet, exercise, blood sugar testing, foot care, and medication adher-

ence. Analyses were conducted using Stata v14, to include both direct and

indirect effects, with standardized estimates to allow comparison of paths.

Standardized estimates are interpreted as the change in standard deviation of

the outcome resulting from one standard deviation change in the predictor.

RESULTS: Food insecurity was directly associated with stress (r=0.75,

p<0.001), depression (r=1.06, p<0.001), fatalism (r=0.42, p=0.03), and distress

(r=0.14, p<0.001). The type of stress, however, was differentially associated

with outcomes, with diabetes distress associated with HbA1c (r=0.62,

p<0.001), general and specific diet (r= -0.78 and -0.36, respectively

p=0.001), and medication adherence (r= -0.72, p<0.001), while stress was

associated with specific diet (r= -0.06, p=0.005) and depression was associated

with exercise (r= -0.06, p=0.007). Food insecurity was indirectly associated

with HbA1c (r=0.08, p=0.001), and four self-care behaviors (general diet,

specific diet, exercise, and medication adherence).

CONCLUSIONS: While food insecurity was associated with multiple types

of stress/distress, the stress measures had differential relationships with self-

care behaviors and glycemic control. The main direct effects were primarily

through diabetes distress, stress, and depression, with marginal indirect effects

on HbA1c and all self-care behaviors. Results support the hypothesis that stress

is an important mechanism through which food insecurity influences self-care

behaviors and glycemic control in adults with diabetes, particularly diabetes

distress. Implications include the need to consider addressing food insecurity

through targeted interventions that decrease distress and improve self-care

behaviors, to support improved glycemic control.

DIFFERING EFFECTS BY RACE-ETHNICITY OF OBESITY, DIA-

BETES, AND ALCOHOL ABUSE/DEPENDENCE ON RISK OF AD-

VANCED LIVER DISEASE FROM HEPATITIS C Barbara J. Turner1, 1;

Trisha V. Melhado1; Chen-pin Wang1; Raudel Bobadilla1; Amit Singal2, 3;

Mamta K. Jain2, 3. 1University of Texas Health SanAntonio, SanAntonio, TX;
2University of Texas Southwestern Medical Center, Dallas, TX; 3Parkland

Health & Hospital System, Dallas, TX. (Control ID #2944095)

BACKGROUND: Serious complications from chronic hepatitis C virus

(HCV) are most likely for patients with advanced liver disease (ALD), includ-

ing fibrosis or cirrhosis. Higher body mass index (BMI), diabetes mellitus

(DM), and alcohol abuse/dependence (ALC) can increase the risk of ALD in
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chronic HCV.We reported that Hispanics had over 3x higher odds of ALD than

non-Hispanic Whites (NHWs) (P=0.02), adjusted for risk factors, but that

cohort had few Blacks. In a more racially diverse cohort, we examined

differential associations of ALD by race-ethnicity and risk factors.

METHODS: In 31 primary care practices serving low-income patients in

north and south Texas from 6/1/2015 to 11/30/2017, baby boomers (BBs)

were screened for chronic HCV. The FIB-4 index was calculated from data in

electronic medical record systems (EMRs) including age, liver function tests,

and platelet count; a FIB-4 >3.25 indicates probable ALD. Predictors of ALD

from the EMRs included: demographics, insurance status, BMI (<25, 25-29, ≥
30), DM, and ALC based on coded diagnoses. Using logistic regression, we

report a model adjusted for inverse propensity score weights to balance ALC,

DM, and BMI across racial-ethnic groups. In sensitivity analyses, we created a

5-level variable as a correlate of the metabolic syndrome fromBMI (25-29 or ≥
30) with or without DM and BMI <25 regardless DM status. For racial-ethnic

group comparisons, we computed relative adjusted odds ratios (AORs) from

separate models to evaluate interactions with BMI-DM and ALC.

RESULTS: Of 1,265 BBs in a HCV screening program, 833 (65.8%) were

RNA+ and 648 (78.0%) had complete data on FIB-4 and risk factors. The

mean age was 58.5 (SD 4.6); 65.9% men; 52.2% Black; 25.1% NHW; 22.7%

Hispanic; 63.8% uninsured, and 38.9% BMI ≥ 30. DM was diagnosed in

34.4% and ALC in 20.5%. Overall, 146 (22.5%) BBs had a FIB-4 >3.25

(probable ALD). Adjusted odds ratios (AORs) for ALD were increased for:

Hispanics (2.35, 95% CI 1.75-3.16, P<0.001) versus Blacks; age per year

(1.06, 95% CI 1.02-1.11, P=0.007); and ALC (2.06, 95% CI 1.32-3.20,

P=0.001). Compared with BMI<25, BMI ≥30+DM had a stronger association

with ALD for Hispanics versus Blacks, (relative AOR 2.3; 95% CI 1.14-4.58,

P=0.02) and for Hispanics versus NHWs (relative AOR 4.4 (95% CI 1.53-

12.51, P=0.006). Blacks and NHWs did not differ (P=0.23). However, ALC

attenuated the relative AORs for ALD for Hispanics by 53% (95% CI 5-77%,

P=0.04) versus Blacks and by 67% (95% CI 23%-85%, P=0.006) for His-

panics versus NHWs. Again Blacks and NHWs did not differ (P=0.66).

CONCLUSIONS: Among BBs in an HCV screening program, 23% had

probable ALD based on FIB-4. The AOR for ALD was over 2x higher for

Hispanics versus Blacks. Compared with Blacks and NHWs, the increased risk

for ALD among Hispanics was accentuated by BMI ≥ 30+ DM and attenuated

by ALC. These complex interactions by race-ethnicity should lead to further

examination of the differing effects of the metabolic syndrome and ALC on

disease progression in chronic HCV.

DIFFUSION OF TELEMEDICINE IN A LARGE COMMERCIALLY

INSURED POPULATION Michael L. Barnett1; Kristin N. Ray3; Jeffrey

Souza2; Ateev Mehrotra2. 1Harvard T.H. Chan School of Public Health,

Boston, MA; 2Harvard Medical School, Boston, MA; 3University of Pitts-

burgh, Pittsburgh, PA. (Control ID #2943634)

BACKGROUND: Spreading the use of telemedicine is a potential strategy to

improve access to care, but the diffusion of telemedicine has been slow.

Ongoing policy debates have focused on how to accelerate the growth of

telemedicine by addressing regulatory and payment barriers, with telemedicine

payment parity laws passed in over half of the states in the US. However, there

is little evidence to inform these debates. To fill this knowledge gap, we used

the OptumLabs Data Warehouse, a de-identified database including medical

claims from a large national U.S. health insurance plan, to examine national

trends in telemedicine use from 2005-2017 and the association of telemedicine

diffusion with state-level policies and provider supply.

METHODS: We characterized the use of telemedicine services from 2005-

2017 using telemedicine specific procedure or modifier codes. We focused our

analysis on two types of telemedicine that comprised nearly 90% of all

telemedicine visits: direct-to-consumer primary care (DTC) and telemental

health. We examined patient characteristics independently associated with

telemedicine using multivariable logistic regression. We examined the associ-

ation of county physician supply (primary care physicians or psychiatrists)

with growth in the corresponding type of telemedicine. We also compared the

rate of telemedicine growth across states with 3 types of parity laws (no parity

law, some coverage mandate or full parity) using linear regression.

RESULTS: Our study sample contained 82.9 million individuals from 2005-

2017. From 2005-2017, rates of telemedicine use grew 51% per year

(p<0.001), with 1.52 visits per 100 per month in the 1st quarter of 2017.

Telemental health utilization was 8.7 visits per 1,000 members in 2016 and

was higher among rural vs. urban enrollees. Growth in telemental health was

faster in counties with no psychiatrists vs. those with >6.2 psychiatrists per

100,000 (1.1 vs. 0.3 telemental health visit rates per 1,000, respectively). DTC

telemedicine grew sharply from 0.2 visits per 1,000 members in 2014 to 1.9

and 4.3 in 2016 and 2017, with the highest utilization among younger, female

patients. There was no association between DTC telemedicine growth and

county-level physician supply (p>0.48). Presence of a comprehensive telemed-

icine parity law in a state was associated with higher growth of telemental

health (p=0.01), but not DTC telemedicine (p>0.05).

CONCLUSIONS: In a national commercial insurer, telemedicine grew rap-

idly, though overall use remains low. While there was steady growth of

telemental health, there was slower growth in DTC use before a dramatic burst

in 2016, suggesting a large reservoir of demand for these services. Only the

most expansive telemedicine parity laws were associated with telemental

health adoption, with no association between DTC telemedicine growth and

parity laws. Laws that only mandate coverage but not equal reimbursement

appear ineffective in promoting specialty-focused telemedicine.

DISPARITIES IN DIAGNOSTIC RESOLUTION, SOCIAL AND BE-

HAVIORAL DETERMINANTS OF SCREENING MAMMOGRAM

AMONG UNDERSERVED WOMEN Saleh M. Rahman. UCF College of

Medicine, Orlando, FL. (Control ID #2947136)

BACKGROUND: Background: Despite the success in breast cancer preven-

tion, a significant number of women die due to disparities in diagnostic and

treatment resolutions. Behavioral, social and system-based factors play signif-

icant role in this matter. The aims of this project were to assess perceptions,

knowledge, behavioral practices and system-based factors in breast cancer

screening among uninsured and underinsured women

METHODS: Methods: More than 3,600 women were contacted through

Community Outreach and Preventive Services (COPS) Core of a P20 Center

of Excellence for Cancer Research, Training and Community Service utilizing

CBPR principles and Social Marketing techniques. Based on eligibility, a total

of 256 women received free mammograms as underinsured/uninsured. A total

of 240 women completed 59-item survey based on the Health Belief Model

and Health Services Utilization Model, that assessed perceptions of breast

cancer, screening behavior, knowledge of breast cancer, and other health

behavior practices. Community Economic States (CES) was calculated based
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on median income per Zip Code of each woman. Out of 256 screened women,

34 had either doubtful or positive screening that required further steps for

diagnostic resolution.

RESULTS: Results: Majority of women were in 35-84 age-group, predomi-

nantly 40-49 (34.6%) and 50-59 (28.8%) years old, African American (69.6%),

single (39.2%), with some college education (34.7%) and low knowledge

about breast cancer (78%). Among these women 78% reported having a

previous mammogram; however, only 22% have reported having a mammo-

gram one year ago. Though 86% reported having a Clinical Breast Examina-

tion (CBE), about 24% reported having a CBE three years ago. About 66%

women had a recent health care visit and about 10% reported health care visit

one to two years ago. Perceived Barriers appeared to be significant factor in

screening decision making process. Majority women considered not having

enoughmoney as a barrier (50%), however, 96%women agreed that no matter

how expensive it is they would receive a mammogram if her doctor had

ordered them. Women's knowledge about breast cancer and screening mam-

mogram was relatively poor (mean score = 8 /17) and low and middle

Community Economic Status group had lower breast cancer knowledge. In

further analyses by Chi-square tests and logistic regression breast cancer

knowledge and previous clinical breast examination was significantly associ-

ated (p=0.02). Out of 34 women who had doubtful or positive mammograms,

all had delay in diagnostic resolution (more than 60 days recommended by

American Oncological Society).

CONCLUSIONS: Though prevalence of screening mammogram has in-

creased, however, financial barrier is still a significant factor in women's

decision making process for screening mammogram. Underserved women

are less likely to receive diagnostic resolution on-time. Intervention should

target social disparity areas to improve screening utilization in underserved

women.

DISPARITIES IN ONLINE PATIENT PORTAL INTEREST AT AN

URBAN ACADEMIC SAFETY NET HOSPITAL Shobha Sadasivaiah1;

Courtney Lyles2; Stephen Kiyoi2; Piera Wong3; Neda Ratanawongsa2. 1Uni-

versity of California San Francisco/Zuckerberg San Francisco General, San

Francisco, CA; 2UCSF, San Francisco, CA; 3Zuckerberg San Francisco Gen-

eral Hospital, San Francisco, CA. (Control ID #2911417)

BACKGROUND: Although online patient portals can promote access and

experience, barriers to engaging patients in portal use may worsen disparities

for vulnerable patients, such as those with limited English proficiency or health

literacy.We investigated portal interest among hospitalized patients in an urban

safety net system.

METHODS: We examined electronic health record (EHR) nursing assess-

ments (2015-17) for adults without existing portal accounts. Nurses recorded

portal interest and reasons for declines, including inability to use the portal due

to medical status. We calculated the proportion reporting interest. Using

logistic regression, we calculated the unadjusted and adjusted odds of portal

interest across sociodemographic characteristics. We categorized the most

common reasons for declines.

RESULTS: Among 16507 unique patients, 74% were non-White, 50% pre-

ferred a non-English language, and 14%were homeless. During 23995 admis-

sions, 31.2% reported portal interest. The Figure shows unadjusted propor-

tions. In adjusted models, older age (AOR=0.64 for >50 and AOR=0.43 for

>65, vs. 18-29); African-American race (AOR=0.82, vs. White); Spanish or

Chinese languages (AOR=0.74 and AOR=0.62, vs. English); and homeless-

ness (AOR=0.54, vs. housed) were related to lower portal interest. Common

reasons for lack of interest were lack of computer ability / internet access

(30%), inability to understand English (11%), or physical or mental impair-

ments (9%).

CONCLUSIONS: Less than 1/3 of safety net hospitalized patients reported

portal interest, with lower odds among older, non-White, non-English-

speaking, and homeless patients. To improve accessibility, we instituted

multi-faceted training and support for portal and internet skills andmultilingual

promotional materials about designating a caregiver proxy. Tailoring portal

usability and implementation for diverse populations is critical to avoid wors-

ening a digital divide.

DISPARITIES IN YOUNG ADULT HEALTH INSURANCE COVER-

AGE AND ACCESS TO HEALTH CARE POST-FEDERAL HEALTH

REFORM Lauren Wisk1, 2; Niraj Sharma3, 2. 1Boston Children's Hospital,

Boston, MA; 2Harvard Medical School, Boston, MA; 3Brigham andWomen's

Hospital, Boston, MA. (Control ID #2947072)

BACKGROUND: Uninsurance has hit an all-time low due to the Affordable

Care Act (ACA). However, some reform policies may not be equally beneficial

for all adolescents and young adults (AYA). Further, insurance coverage is

necessary but not sufficient to ensure access to quality care and coverage may

not fully protect against a high cost burden. We sought to investigate inequal-

ities in AYA's insurance coverage and access to care pre- and post-health

reform, among a nationally representative sample.

METHODS: Data are from 387,635 AYA ages 13-30 interviewed for the

National Health Interview Survey between 2000 and 2016. A difference-in-

differences estimator (controlling for sociodemographics) was used to deter-

mine the effects of the ACA (compared to pre-reform) for AYA (19-25 year

olds, yo) compared to younger (ages 13-18) and older (ages 26-30) counter-

parts; triple-difference estimators quantified differential policy effects by

sociodemographics.

RESULTS: The proportion of all AYA with full-year insurance increased

nearly 12 percentage points from 2000 to 2016 (p<.0001), representing 8.69

million newly-insured AYA; correspondingly, there were precipitous drops in

full-year uninsured (16.0% in 2000 to 7.4% in 2016, p<.0001) and partial-year

coverage (13.5% in 2000 to 10.2% in 2016, p<.0001). Of note, uninsurance for
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all AYA peaked during the recession (18.6% in 2009/10), and those aged 22-25

were most likely to be fully uninsured (23.2% pre-ACA). Overall, the ACA

was associated with a 77% increase (p<.0001) in the adjusted odds of full-year

coverage for 19-25 yo compared to older counterparts; coverage gains for 19-

25 yo were driven by increases in employer-sponsored private insurance while

younger and older youth saw larger gains in Medicaid coverage. Males saw

greater improvements in full-year insurance than females, but several sub-

groups experienced significantly smaller (i.e., less beneficial) policy effects,

including: lower socioeconomic status, non-US citizens, those whose primary

language was not English, and several minority groups (Black non-Hispanic;

Mexican/Mexican-American; and other Hispanic). Multivariable analyses also

revealed that, for both 13-18 and 19-25 yo compared to older counterparts, the

ACA was significantly associated with decreases in the report of delayed/

forgone care due to cost and improvements in reported health (p<.0001). Youth

19-25 also saw reductions in rates of overnight hospitalizations while those

ages 13-18 saw improved access to office-based care (p<.0001).

CONCLUSIONS: We find evidence that federal health policy changes sig-

nificantly impacted AYA insurance coverage and access to care. Despite

important gains in insurance coverage and improvements in reported afford-

ability resulting from the ACA, these gains were not universally observed for

all AYA. As such, more work needs to be done to ensure optimal and equitable

access to high quality, affordable care for all AYA.

DIVERGENT NATIONALTRENDS IN MORTALITY FROM ACUTE

MYOCARDIAL INFARCTION AND HEART FAILURE: POLICY

SUCCESS OR FAILURE? Paula Chatterjee1; Karen E. Joynt Maddox2.
1University of Pennsylvania, Philadelphia, PA; 2Washington University in St.

Louis, St. Louis, MO. (Control ID #2944901)

BACKGROUND:Hospitals have been subject to mandatory public reporting

of mortality rates for acute myocardial infarction (AMI) and heart failure (HF)

since 2007, and to value-based payment programs for these conditions since

2011. Though the intent of these programs was to improve quality and

outcomes, particularly for baseline poor performing hospitals at-risk for neg-

ative public reports and financial penalties, there has been substantial contro-

versy over whether they have collectively had positive or negative impacts. It is

unknownwhether these efforts have been associatedwith improvement among

baseline poor performers and subsequent narrowing of the distribution.

METHODS:We obtained publicly available risk-adjusted thirty-daymortality

rates for AMI and HF for US hospitals from 2009-2015 using Hospital

Compare. We defined baseline poor-performing hospitals as those in the worst

quartile of mortality in both 2009 and 2010 for AMI or HF, respectively. We

compared hospital characteristics between baseline poor performers and other

hospitals using the American Hospital Association's Annual Survey. We cre-

ated scatter plots of risk-adjusted mortality rates, and compared measures of

variance. Given multiple comparisons, we considered p<0.0125 statistically

significant.

RESULTS:We identified 422 and 600 baseline poor-performing hospitals for

AMI and HF, respectively. Poor performers for AMI were more often public

and for-profit, and less often teaching hospitals. Poor performers for HF were

less often large. Average AMI mortality among baseline poor performers

declined from 18.6% percent in 2009 to 14.6% in 2015 (-0.74% per year,

p<0.001). Reductions in mortality among other hospitals were smaller over the

same period (15.7% to 14.0%, p<0.001), and consequently the overall variance

declined (standard deviation 1.69% to 1.25%, p<0.001). Patterns differed for

HF: mortality among baseline poor performers decreased from 13.5% to

13.0% (p<0.001), while mortality among all other hospitals increased from

10.9% to 12.0% (p<0.001). Overall variance decreased minimally (standard

deviation 1.52% to 1.47%, p<0.001).

CONCLUSIONS: Despite being subject to identical policy pressures, mor-

tality trends for AMI and HF differed between 2009 and 2015. AMI mortality

among baseline poor performers fell significantly and the overall distribution

narrowed, whereas a small improvement among baseline poor performers in

HF was offset by an increase in overall mortality and a less substantial

narrowing of the distribution. Understanding the determinants of cardiovascu-

lar mortality may warrant new focus from researchers and policymakers.

DIVERGING MEDICAL PRICES AND INCREASING INEQUALITY

IN US HEALTH CARE SPENDING Samuel L. Dickman1; David

Himmelstein2, 3; Stephanie Woolhandler2, 3. 1San Francisco General

Hospital/UCSF, San Francisco, CA; 2City University of New York at Hunter

College, New York, NY; 3Cambridge Hospital/HarvardMedical School, Cam-

bridge, MA. (Control ID #2942085)

BACKGROUND: Health care spending in the US is far higher than in any

other country, due largely to higher prices. Little is known about how price

differences across insurance types (Medicaid, Medicare, private, uninsured)

have evolved over time, and whether disparate pricing trends have led to

differences in spending by and on behalf of particular age or income

subgroups.

METHODS: Using the 1996-2015 Medical Expenditure Panel Surveys (N =

21,571-39,166 per year; total 655,643 observations), we assessed trends in

health care utilization and prices for inpatient, outpatient, and emergency

services according to major insurance-demographic category (children, non-

elderly uninsured, non-elderly privately insured, non-elderly Medicaid, and

elderly). Analyses account for the surveys' complex design and are generaliz-

able to the US non-institutionalized population. We also examined long term

trends in the distribution of health expenditures by age and income group using

multivariate linear regression models and data from earlier (1963 - 1987)

national surveys.

RESULTS: Inpatient hospitalizations declined across all subgroups between

1996 and 2015 (-21.0%; 95%CI -12.2% - -30.0%). The elderly, but not others,

increased their utilization of emergency and outpatient services (17.6% and

21.4%, respectively; 95% CI 12.0% - 23.2%, 17.0% - 25.8%) during this

period. Inflation-adjusted prices for non-elderly privately insured individuals

rose sharply compared to those covered by Medicaid or Medicare (increase of

$4,160 vs $1,655 for inpatient care per day, $1,196 vs $321 for emergency

department visits, and $119 vs $83 for outpatient visits; p<0.01 for all com-

parisons; see Figure.) Because higher-income individuals are more likely to

have private insurance, these price trends led to widening disparities in health
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spending between income groups. Utilization among the non-elderly poor

spiked in 2014 (22.5% increase for the bottom income quintile, p<0.01)

coincident with the implementation of the Affordable Care Act.

CONCLUSIONS: Public insurance programs have restrained price growth

more successfully than private insurers. Income-based health care disparities

may widen as providers seek to maximize revenues by selectively recruiting

privately insured patients.

Total reimbursement per inpatient day, inflation-adjusted 2015 US dollars

DO CHANGES IN ILLNESS BELIEFS IMPACT DIABETES SELF-

MANAGEMENT BEHAVIOR IN CANCER SURVIVORS? Rebecca

Zeidman1; Kimberly A. Muellers1; Juan P. Wisnivesky2; Jenny J. Lin1. 1Icahn

School of Medicine at Mount Sinai, New York, NY; 2Mount Sinai School of

Medicine, New York, NY. (Control ID #2938018)

BACKGROUND:As cancer prognosis improves, survivors are more likely to

die from their comorbidities than from their cancer. Therefore, it is crucial to

understand how cancer survivors manage their comorbidities. Previous re-

search suggests that diabetesmellitus (DM) has a negative impact on survivors'

physical and mental health, which may be partially due to the intensive self-

management behaviors (SMB) required to manage DM. This study aims to

assess the relationship between changes in beliefs about DM and DM SMB in

cancer survivors.

METHODS: We recruited patients with pre-existing type II DM who were

newly diagnosed (< 6 months) with early-stage breast, prostate, lung or colon

cancer from two academic medical centers in New York City. We assessed

illness beliefs and DM SMB at enrollment and after 3 months. DM SMB were

assessed using the Summary of Diabetes Self-Care Activities Measure

(SDSCA) and DM illness beliefs were assessed with the Brief Illness Percep-

tion Questionnaire (BIPQ). Changes in beliefs were dichotomized based on a

change of ≥ 2 points on the BIPQ scale (range: 0-10, higher scores indicating

greater agreement with the belief), while any change of <2 was considered no

change. We used nonparametric tests to compare differences in SDSCA scores

at three months between survivors who had changes in DM illness beliefs

compared to those whose beliefs remained stable over 3 months.

RESULTS:We recruited a total of 75 patients with DM and a new diagnosis of

cancer. The average age was 61.8 years, 47% were male, and 45% had breast

cancer, 42% prostate cancer, 8% colon cancer, and 4% had lung cancer. At

baseline, patients had a median score of 10 for how well they understand their

diabetes, and 4 for how much diabetes affects their life. At 3-months, 10%

reported a change in howmuchDM affected their lives, while 90% reported no

change, and 7% reported a change in their understanding of DM, while 93%

reported no change. Compared to those who reported no change in how DM

affected their lives, cancer survivors who felt DM affected their life more at 3

months were more likely to eat a healthy diet more days per week (mean 6.67

days per week vs. 4.25, p=0.009) and more likely to exercise more days per

week (mean 3.63 days per week vs. 1.43, p=0.009). Survivors who felt they

understood their diabetes less well at 3 months were less likely to check their

blood sugar as recommended by their health care provider (mean 1.40 days per

week vs. 3.72, p= 0.030) compared to those whose understanding of DM did

not change, but there were no differences between the two groups in self-

reported diet or exercise.

CONCLUSIONS: Changes in illness beliefs about DM are associated with

DM SMB in patients who are newly diagnosed with cancer. Understanding

that illness beliefs may change over time and how these changes impact SMB

may help providers better educate and support comorbid disease management

during cancer treatment.

DO DIABETES GROUP VISITS IMPROVE PROCESSES OF CARE

FOR PATIENTS IN COMMUNITY HEALTH CENTERS? Erin M.

Staab1; Amanda Benitez1; Sandra Ham1; Yue Gao1; Sarah P. Hermans1;

Amanda Campbell2; Cynthia T. Schaefer3; Michael T. Quinn1; Arshiya A.

Baig1. 1University of Chicago, Chicago, IL; 2Midwest Clinicians' Network,

East Lansing, MI; 3University of Evansville, Evansville, IN. (Control ID

#2944792)

BACKGROUND: Group visits are shared appointments in which patients

receive education and have a medical visit. Few studies have evaluated the

effect of diabetes group visits on processes of care in health centers (HCs).

METHODS: 6 HCs in 5 states implemented a 6-month group visit program

for adults with uncontrolled diabetes (A1C ≥ 8%). Data were abstracted from

medical records of group visit patients and patients receiving usual care.

Number of PCP visits and A1C tests and percentage of patients receiving

recommended care (flu vaccination, lipid panel, statin, urine albumin excretion

(UAE) test, ARB/ACE inhibitor, dental exam, comprehensive foot exam,

dilated eye exam, depression screening/follow-up) was compared using

Poisson or logistic multivariate mixed models testing group x time with HC

as random effect.

RESULTS: 51 patients enrolled in group visits (mean age 55 ± 12 years, 71%

female, 8% American Indian, 43% Black, 18% Latino, 31% White, mean

baseline A1C 10.2% ± 1.7%); 72 patients in usual care (mean age 55 ± 12

years, 65% female, 3%American Indian, 33%Black, 18%Latino, 46%White,

mean baseline A1C 10.0% ± 1.9%). At baseline, more group visit patients had

a UAE test (70% vs. 47%, p=0.01), dental exam (9% vs. 2%, p=0.01), and foot

exam (34% vs. 17%, p=0.03) in the past year. There were no differences for

number of PCP visits or A1C tests in the past 6 months, or flu vaccination, lipid

panel, statin, ARB/ACE inhibitor, or dilated eye exam in the past year. During

the 6-month program, group visit patients had more PCP visits (4.1 vs. 1.6,

p<0.0001) andA1C tests (1.3 vs. 0.8, p=0.003); however, in the next 6 months,

number of A1C tests did not differ (0.8 vs. 0.8, p=0.65), and usual care patients

had more PCP visits (1.1 vs. 1.6, p=0.005). At 12 months, more group visit

patients had received a flu vaccination (46% vs. 21%, p=0.01), foot exam (59%

vs. 13%, p<0.0001), eye exam (33% vs. 8%, p=0.001), and dental exam (10%

vs. 2%, p=0.01) in the past year, and more were prescribed an ARB/ACE

inhibitor if their UAE > 30 mg (93% vs. 50%, p=0.03). Among patients
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screened positive for depression between baseline and 12 months, marginally

more in group visits were referred to behavioral health (56% vs. 10%, p=0.07),

but there were no differences in behavioral health visits (33% vs. 25%, p=0.77)

or antidepressants (78% vs. 62%, p=0.44). There were no differences between

groups for lipid panel, statin, UAE test, or depression screening.

CONCLUSIONS: HC patients in diabetes group visits received some pre-

ventive care more often than patients in usual care. Group visit patients also

had more frequent PCP visits and A1C tests, but only during the group visit

program. Training for HCs may need to highlight opportunities to complete

preventative care during group visits and teach patients about its importance.

Further research should explore if improved processes of care are associated

with better outcomes and how to sustain improvements.

DOHEALTHYBEHAVIOR INCENTIVEPROGRAMS INMEDICAID

IMPROVEHEALTH?Daniel B. Nelson1, 2; Benjamin D. Sommers3; Phillip

M. Singer1; Emily Arntson1, 1; Renuka Tipirneni1, 1. 1University of Michigan,

Ann Arbor, MI; 2Harvard University, Cambridge, MA; 3Harvard School of

Public Health, Brookline, MA. (Control ID #2942286)

BACKGROUND: Medicaid expansion under the Affordable Care Act in-

cluded an option for states to modify their programs under a Section 1115

waiver. Three states (Indiana, Iowa, Michigan) implemented healthy behavior

incentives (HBI) in their Section 1115 waiver programs to reward healthy

behaviors, including attending a routine checkup, attempting to lose weight or

quit smoking, or obtaining preventive care. We examined whether these

programs were associated with changes in health and health behaviors inde-

pendent of the effects of Medicaid expansion.

METHODS: We used data from the 2011-2016 Behavioral Risk Factor

Surveillance System (BRFSS), a nationally representative telephone survey

of the U.S. noninstitutionalized population ages ≥18. We sampled adults aged

19-64 with incomes ≤138% of the federal poverty level. Outcomes included

preventive care (routine checkup, screening, immunizations), health behaviors

(tobacco, alcohol, exercise), and health status (self-reported health, functional

limitation). To assess the effect of HBI beyond Medicaid expansion alone, we

performed difference-in-differences (DID) analyses comparing HBI waiver

states with 1) states with traditional non-HBI Medicaid expansions (E) and

2) non-expansion states (N-E) that were in geographic proximity and had

similar sociodemographic factors (Table 1). Outcomes within HBI-control

clusters were compared before and after the HBI state's expansion date.

Analyses adjusted for age, gender, race/ethnicity, marital status, education,

income, employment, state, interview quarter, cellphone sample, and the

complex survey design compared 1) each HBI to its control states and 2) all

HBI states to all control states.

RESULTS:Our sample included 68,435 respondents representing 47,652,250

individuals. When compared with N-E states, HBI increased the likelihood of

checkup in the Michigan (DID +8.75%) and Indiana (+7.28%) clusters and

overall aggregate analysis (+8.82%). Checkups were also more frequent rela-

tive to traditional E states in the Michigan (+6.45%) and overall analyses

(+6.18%). HIV testing and mammogram rates increased in Michigan (+6.08,

+12.1%) and the overall HBI group (+3.77%, +13.3%) relative to N-E states,

but when comparing Iowa to traditional E states, having a flu shot, cholesterol

test, or a personal doctor became less likely (-7.59%, -13.4%, -5.11%). There

were no significant changes in other preventive services, health behaviors, or

health status in HBI states compared with controls.

CONCLUSIONS: HBI in Medicaid 1115 waivers were associated with

increased likelihood of routine checkups relative to traditional expansion and

non-expansion states, with changes in the use of some preventive services. We

observed no differences in health behaviors or health status within the first two

years of implementation. These findings may inform other states considering

HBI in Medicaid expansion, especially as the federal administration signals

greater leniency in allowing 1115 waivers.

DO HOSPITALS PARTICIPATING IN ACCOUNTABLE CARE OR-

GANIZATIONS DISCHARGE PATIENTS TO HIGHER QUALITY

NURSING HOMES? Alexander Bain1; Rachel M. Werner1, 2; Amol S.

Navathe1, 2. 1University of Pennsylvania, Philadelphia, PA; 2The Wharton

School, Philadelphia, PA. (Control ID #2942465)

BACKGROUND: Accountable care organizations (ACOs) create incentives

for more efficient health care utilization. For patients being discharged from the

hospital, this may lead to use of higher quality skilled nursing facilities (SNFs)

in an effort to limit readmissions and other costly complications. Evidence to

date suggests that patients attributed to an ACO are not going to higher quality

SNFs, but changes may be concentrated in hospitals that participate in ACOs

and face stronger incentives to alter their discharge patterns compared to non-

ACO hospitals. We examined whether hospitals participating in Medicare's

Shared Saving Program increased use of highly rated SNFs or decreased use of

low rated SNFs hospital-wide after initiation of their ACO contracts compared

to non-ACO hospitals.

METHODS:We used beneficiary-level data from the 100%MedPAR file for

all fee-for-serviceMedicare hospital discharges and SNF admissions nationally

between 2010 and 2013. We measured SNF quality using Medicare's Nursing

Home Compare Star ratings. Our primary outcomes were probability of

discharge to high-rated (five star) and low-rated (one star) SNFs. We utilized

a difference-in-differences design using a linear probability model to compare

the probability of discharge to five- or one-star SNFs among all beneficiaries

receiving care at 233 ACO-participating hospitals versus all beneficiaries

receiving care at 3,081 non-ACO hospitals over the same time period. Models

were adjusted for beneficiary demographic and clinical characteristics (age,

sex, race, dual eligibility, urban ZIP code, diagnosis related group code, and

comorbidities) and market characteristics (hospital and SNF market concen-

tration, the number of SNFs, home health agencies, and inpatient rehabilitation

facilities, and the number of five-star SNFs in each hospital referral region).

RESULTS: Unadjusted analysis showed higher rates of discharge to five-star

SNFs for ACO hospitals vs. non-ACO hospitals (28.4% vs. 17.2%) and lower

rates of discharge to one star SNFs for ACO hospitals (8.2% vs. 13.8%). After

adjusting for patient and market factors, ACO hospitals had significantly more

discharges to five star SNFs vs. non-ACO hospitals (difference-in-differences

3.74%, p=0.001). There was no difference in the probability of discharge to

one star SNFs (difference-in-differences 0.32%, p=0.579).

CONCLUSIONS:Our findings indicate that ACO hospitals were more likely

to discharge patients to highly rated five-star SNFs after ACO contract initia-

tion, but did not change the likelihood of discharge to lower rated one-star

SNFs in comparison to non-ACO hospitals. This result contrasts with prior

literature that did not find evidence of system-wide effects of ACOs on PAC,

and it suggests that ACO hospitals are redesigning discharge processes to

target higher quality SNF care. Further work will need to explore mechanisms

of higher PAC quality including hospital-SNF integration and coordination.
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DO MEDICAL SCHOOL EDUCATORS DESCRIBE WOMEN AND

MEN, ANDUNDERREPRESENTEDSTUDENTS INMEDICINE, DIF-

FERENTLY? CHARACTERIZING LANGUAGE COMPOSITION

DIFFERENCES IN CLERKSHIP EVALUATIONS Alexandra E. Rojek1;

RamanKhanna1; JoanneW. Yim1; RebekahGardner2; Sarah Lisker1; Karen E.

Hauer1; Catherine R. Lucey1; Alvin Rajkomar1; Urmimala Sarkar1. 1Univer-

sity of California San Francisco, San Francisco, CA; 2Brown University,

Providence, RI. (Control ID #2937256)

BACKGROUND: Narrative evaluations are a key component of medical

student assessment during clinical rotations, and the wording of such evaluations

sends important signals to those who read them. Outside of medicine, systematic

and deleterious differences in narrative language employed to describe women

and those underrepresented in their fields have been described. In medicine,

whether narrative language differs between men and women and by under-

represented minority (URM) status is poorly described in qualitative studies with

small datasets. We set out to characterize such differences in a database of

medical student evaluations using techniques from natural language processing.

METHODS:We collected clerkship evaluations of medical students from core

clinical rotations at two medical schools, one on theWest Coast (2006-2015; n =

70,102) and one on the East Coast (2011-2016; n = 18,692). Each evaluationwas

associated with student gender, URM status, grade (honors or pass), clerkship

site, and clerkship specialty. The de-identified text of evaluations was parsedwith

a neural network algorithm. We compared frequency of word usage and term

frequency-inverse document frequency (TF-IDF), a measure of a word's unique-

ness and specificity within an evaluation and among all evaluations, among

groups of interest. All analyses were adjusted for grade, site, and specialty.

RESULTS: 55% of students were women and 25% were URM in medicine.

Women were more likely to receive honors grades compared to men (p < 0.001),

while URM students were less likely to receive honors grades compared to non-

URM students (p < 0.001). The ten most frequent descriptor words, including

"outstanding", "eager", and "thoughtful", were the same for the overall dataset, as

well as for the subsets defined by gender or URM status. There were somewords

that exhibited significant differences by gender, such as "lovely," which appeared

more frequently in women's evaluations than men's, and "pleasant," which

appeared more often in URM than non-URM evaluations. The TF-IDF analysis

demonstrated few differences in common words, but identified that there may be

differences in the overall variety of words used to describe groups.

CONCLUSIONS: Overall, our results reassuringly demonstrate that evalua-

tors describe third-year medical students' performance similarly across student

gender and URM status, and do not find systemic biases in narrative assess-

ments at these schools. The subtle yet significant differences we do observe in

word usage that are associated with gender, URM status, and grade received

seem to be reflective of attributes rather than behaviors, which suggests that

guidelines for competency-based evaluation are still incompletely followed.

We plan to shed light on the implications of the remaining differences found in

evaluations in future analyses.

DOMEDICALTEAMSRESPONDTOSOCIALDETERMINANTSOF

HEALTH? USPS PROVIDE INSIGHT Sondra Zabar2; Amanda Watsula-

Morley2; Lisa Altshuler2; Kathleen Hanley2, 3; Adina Kalet2; Barbara Porter1,

3; Andrew B. Wallach1, 3; Colleen C. Gillespie2. 1Bellevue Hospital, New

York, NY; 2NYU School of Medicine, New York, NY; 3Gouverneur

Healthcare Services, New York, NY. (Control ID #2946486)

BACKGROUND: Social factors such as poverty, isolation, and stress have a

substantial impact on health, yet these are often overlooked in clinical practice.

We designed six unannounced standardized patient (USP) cases to introduce

social determinant of health (SDOH) information into the primary care process,

and to assess transfer of that information within the clinical microsystem.

METHODS: Each of the USP cases was unique in terms of patient demo-

graphics and presenting symptoms, but all had underlying SDOH: financial

hardship, housing instability, and social isolation. USPs were trained to vol-

unteer their financial hardship (ex. fear about losing job if late) to the medical

assistant (MA) and provider to assess clinical team information transfer. Their

housing instability (ex. late on rent) and social isolation (ex. recent breakup)

were only shared if the provider elicited this information. A post-visit USP

behavioral checklist assessed information gathering and response to SDOH

information. A systematic chart review was conducted to examine documen-

tation and referrals. Based upon provider feedback, an estimate of the detection

rate for USP visits is around 10% with the vast majority occurring post visit.

RESULTS: 84 USP visits were made at two urban, safety-net clinics; mean

visit length = 43 minutes, SD = 14 minutes (range: 8 to 90 minutes). The

majority of visits were seen by unique clinical team combinations (MA and

provider). In less than half of visits (43%), theMA acknowledged the financial

hardship when it was volunteered by the USP. Similar response was reported of

providers (57%), and in most (85%) of the visits, the provider did something

about the articulated issue (ex. writing a doctors' note to employer to validate

absence). In very few (3%) of the visits, the provider initiated the discussion

about the hardship, indicating information transfer in the clinical team. USPs

were asked about their housing and social situation in less than half of visits

(47% and 40%). When housing instability was asked about, most providers

acknowledged the concern (89%) but only 44% explored the concern further.

Similarly, when social isolation was asked about, most acknowledged the

concern (93%) but only 40% explored the concern further. A systematic review

of the visit note revealed no social work referrals, and few providers docu-

mented financial hardship (13%), housing instability (16%), and social isola-

tion (1%) in the EMR.

CONCLUSIONS: The results of our study demonstrate that while primary

care teams appropriately respond to SDOH issues and express concern, less

than half elicit the information and even fewer take action or document SDOH

in the chart. There are also opportunities for improving team communication

around SDOH, and encouraging providers to refer patients to available re-

sources. Rigorous curricula and health IT should be in place to ensure that

social and behavioral information is collected and incorporated into primary

care treatment to improve health outcomes.

DOCUMENTATION DOUBLE PLAY: USING CONTENTAND DATA

TOOLS TO MEASURE PROVIDER EFFICIENCY Justin Birge; Rachel

E. Thompson. Nebraska Medicine, Omaha, NE. (Control ID #2943697)

BACKGROUND: Electronic health record (EHR) systems are used by a

majority of US hospitals. EHR use has been associated with increased task

complexity, clinical data volume, provider documentation demands, indirect

patient care activities and time spent on turbulent provider workflows. Local

data suggested our direct-care physician providers (1) spent a significant

amount of time creating documentation, (2) signed non-initial visit notes late

in the day, (3) relied on copied free text and (4) felt burdened by non-clinical

documentation demands.
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METHODS: Hospitalist physician leaders and one physician informatician /

builder at Nebraska Medicine reviewed and created a documentation toolkit to

be piloted over an 8-month period from April 2017, to November 2017. This

peer provider-developed, peer provider-built documentation toolkit was de-

signed to efficiently incorporate various demands on provider documentation

and give providers reliable, supportive content with personalization options. A

relational database captured note and author data including creation time, time

spent editing, file time, character count and percent copied text during a 6-

month lead-in period and the 8-month study period.

RESULTS: Toolkit pilot user data (1,595 notes) was compared to peers (7,662

notes). 15,821 total notes were included in the data analysis (initial (1,595),

subsequent (11,394) and discharge (2,269) visits). See Table 1. Use of the

provider-developed documentation toolkit was associated with decreased time

spent editing both initial (mean 15.4 vs 32.3 minutes) and subsequent (mean

5.8 vs 9.5 minutes) notes, earlier subsequent note signature times (mean 11:18

AM vs 1:17 PM) and reduced reliance on copied text (16.7% vs 36.9%)

compared to peers over an 8-month period.

CONCLUSIONS:Development and implementation of a provider documen-

tation toolkit appears to improve efficiency and efficacy. Creating a database to

assess granular documentation efficiency and character data provenance is

informative and feasible using existing EHR technology. Measuring, identify-

ing and correcting provider performance issues would likely benefit from this

combination of clinical content management and focused data analysis.

DOCUMENTING SOCIAL DETERMINANTS OF HEALTH USING

STANDARDIZED EHR VOCABULARIES Abigail Arons1; Sarah

DeSilvey2; Caroline Fichtenberg1; Laura M. Gottlieb1. 1UCSF, San Francisco,

CA; 2University of Vermont, Burlington, VT. (Control ID #2947108)

BACKGROUND: A growing literature documents the health impacts of

social and economic factors. Together with recognition of the cost and quality

deficiencies of the US health care system, the evidence that social risks shape

health has contributed to increased interest around addressing social determi-

nants of health (SDH) through the health care delivery system, and influenced a

novel set of clinical activities related to SDH screening, diagnosis, and treat-

ment. The result is an emerging need for a medical vocabulary that can help

document this range of SDH clinical activities. A standardized, interoperable

vocabulary would facilitate multiple use cases related to SDH data sharing,

including clinical care, panel management, community health, research, and

payment. The objective of this analysis was to identify existing codes in

commonly used medical coding systems in the US that reflect clinical

activities—including screening, assessment/diagnosis, and treatment/

interventions—related to patients' social determinants of health (SDH).

METHODS:We selected a total of 25 SDH-related domains and subdomains

from six SDH screening tools that have been recommended by federal agencies

or that are used in US clinical practices. Using medical vocabulary search

engines, we then extracted all existing codes related to those domains and

subdomains from four common coding systems, including LOINC,

SNOMED-CT, ICD-10-CM, and CPT. Codes could reflect any clinical activity

(screening, assessment/diagnosis, or treatment/intervention) related to that

SDH domain or subdomain.

RESULTS: 590 codes relevant to SDH were identified across the 25 SDH

domains and subdomains. We found at least one code relevant to each SDH

domain and subdomain. Codes varied among screening, assessment/diagnosis,

and treatment/intervention activities . 8 of the 25 SDH domains had no codes at

all in one of the three clinical activity areas, the remaining 17 domains had

codes in all three activity areas. Within an activity area there was variation in

how comprehensively codes represented all aspects of an SDH need (e.g. there

are clothing codes that capture dirty clothing but not codes that reflect that a

patient is unable to afford clothing). There was no domain for which codes

comprehensively represented all aspects of that SDH need across all three

clinical activities.

CONCLUSIONS: We identified a wide range of SDH-relevant codes across

four commonly used, EHR-based medical coding systems. Availability and

specificity of codes varied by domain, clinical activity, and coding system. We

found no SDH domains where existing codes fully captured all aspects of

relevant screening, diagnosis, and treatment activities. Findings from this

analysis can help guide efforts to develop a comprehensive set of SDH codes

that adequately capture SDH-related clinical activities. A more comprehensive

SDH code set could in turn inform a rapidly evolving set of health care use

cases, including population health and payment.

DOES DUAL USE OF ELECTRONIC CIGARETTES AND CONVEN-

TIONAL CIGARETTES CONFER A PULMONARY HEALTH AD-

VANTAGE? A BASELINE COHORTANALYSISWill Bringgold; Kristin

M. Berg; Megan E. Piper; Douglas E. Jorenby. University of Wisconsin -

Madison, Madison, WI. (Control ID #2904476)

BACKGROUND: Electronic cigarettes have become increasingly popular

and are believed to be safer than conventional cigarettes (CC). There have

been no large, long-term studies on e-cigarette health effects. We need to better

understand the health effects of e-cigarettes to better advise our patients. This

study examines whether the dual use (DU) of e-cigarettes and CCs is associ-

ated with improved pulmonary health, compared with CCs alone.

METHODS: This study examined baseline data from a prospective cohort of

255 dual users and 164 CC users in the Madison and Milwaukee, WI areas.

Participants completed measures of demographics, social and smoking histo-

ries, tobacco dependence, the St. George Respiratory Questionnaire (SGRQ: a

validated survey of pulmonary symptoms and function), and pulmonary func-

tion tests (PFTs). PFToutcomes included percent predicted FEV1 and presence

of obstructive PFTs (FEV1/FVC<70%). Baseline differences in demographics

and smoking variables between the groups were examined. Regression anal-

yses examined whether PFT and SGRQ outcomes were associated with DU

versus CC use only, and whether those associations were moderated by age,

gender, smoking histories or study site (Madison or Milwaukee).

RESULTS: There were no gender, ethnicity or study site differences between

DU and CC users. DUs were younger (M = 39 years DU, 43 years CC users,

t(417) = 2.54, p = 0.01), smoked fewer CCs per day (M = 12 DU, 16 CC users,

t(414) = 3.7, p < 0.001), had fewer pack years (M= 15DU, 21 CC users, t(409)

= 3.63, p < 0.001) and had lower nicotine dependence (FTND; M = 4.2 DU,

4.8 CC users, t(416) = 2.82, p = 0.005). FEV1 was better in DU compared to

CC users (M = 72.9% DU, 67.8% CC users, t(355) = 2.00, p = 0.046).

However, regression analyses demonstrated that this association was no longer

significant when adjusted for age, gender, pack years and site in the multivar-

iate analysis. Obstructive PFTs were not associated with DU versus CC use

(41.2% obstructed in DU, 46.1% in CC users; X2(1, N = 350) = 0.84, p = 0.36),

nor were SGRQ scores (m = 25.3 in DU, 26.5 in CC users; b = -1.18, t(363) =

0.56, p = 0.58).
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CONCLUSIONS: Dual use of electronic cigarettes and CCs in this

sample does appear to be associated with fewer cigarettes smoked per

day and fewer pack years accumulated, as well as modestly lower

nicotine dependence scores. However, dual use does not appear to be

associated with significant pulmonary health benefits, based on either

objective or subjective measures. Studies with larger sample sizes and

long-term data are needed to address the health risks of e-cigarettes,

but this cross-sectional analysis is an initial step into understanding

the risks of e-cigarettes to better inform clinical decisions for

smokers.

DOES INTENSITY OF REGIONAL IMPLEMENTATION OF AN

EHR-FACILITATED BLOOD PRESSURE (BP) PROTOCOL MAKE

ADIFFERENCE? Shari Bolen1, 2; Thomas E. Love3, 2; Steven Lewis1; Rujia

Liu3; Jonathan Lever2; Wanda Ali-Matlock2; David Bar-Shain4; Randall D.

Cebul3, 2. 1MetroHealth/Case Western Reserve University, Cleveland, OH;
2Better Health Partnership, Cleveland, OH; 3CaseWestern Reserve University,

Cleveland, OH; 4The MetroHealth System, Cleveland, OH. (Control ID

#2942679)

BACKGROUND: Little is known about successful dissemination of

evidence-based programs to improve region-wide BP across diverse health

systems.

METHODS:Observational study comparing changes in BP control across

3 dissemination strategies for a BP protocol in a regional health improve-

ment collaborative called Better Health Partnership (BHP). BHP used

clinic-level electronic health record (EHR) data to identify and disseminate

best practices among diverse patients (n=194,742) from 80 clinics in

2016-17. Illustrative of BHP's diversity, clinic-level characteristics range

from 0-63% of patients on Medicaid; 0-98% of patients who are Black,

and 0-48% of patients who prefer speaking Spanish. In 2011, BHP

identified a best practice protocol in BP management at one health system

and disseminated it at twice-yearly Learning Collaboratives for all BHP

members (low intensity implementation), through consultation with quality

improvement leaders (moderate intensity), and formal practice coaching

for interested safety net clinics (high intensity). Region-wide, BHP pro-

moted the use of EHRs to support accurate BP measurement and out-

reach. We used a weighted linear mixed model to evaluate BP control

from 2012-13 through 2016-17. Models accounted for clustering by clinic

and adjusted for clinic covariates, including obesity rates and case mix

(age, sex, race, insurance, preferred language, and estimated income and

education) as they varied over time, as well as baseline BP < 140/90 rate.

RESULTS: From 2012-13 to 2016-17, BP control (<140/90 mmHg)

among the 194,742 hypertensive patients improved from 61% to 76%

and 71% to 76% in the high and moderate intensity groups, respec-

tively, while decreasing from 79% to 70% in the low intensity group.

The greater the implementation intensity, the larger the adjusted im-

provements in BP control (Figure). [DBS1] Most clinics (94%) in the

high intensity group implemented EHR alerts to support the interven-

tion versus none in the other groups.

CONCLUSIONS: Practice coaching (high intensity) and consultation (mod-

erate intensity) promoted greater BP improvement compared with

dissemination at Learning Collaboratives alone (low intensity) in a regional

collaborative.

DOESKNOWLEDGEOF TIMEOF DISCHARGE INCREASE TIME-

LINESS OF DISCHARGE ORDER PLACEMENT? Yogita Segon. Med-

ical College of Wisconsin, Brookfield, WI. (Control ID #2928626)

BACKGROUND: Acute care hospitals are experiencing increased in-

patient census with need of early bed availability in the morning hours

to accommodate patient flow. Prioritizing placement of discharge or-

ders can be challenging given multiple patient care issues that need to

be addressed in the morning. Financial incentives and penalties and

changing the timing of care coordination rounds have been attempted

to advance the time at which hospitalists place discharge orders. We

present the results of a quality improvement project to prepone the

timing of discharge order placement by providing dynamic feedback to

hospitalists on their discharge order placement time along with com-

parative information on peer performance in this area. Purpose- To

improve the proportion of discharge orders placed by inpatient hospital

medicine teams before 11 am by 25% over a period of 8 weeks

METHODS: We put together a team composed of a hospitalist, charge nurse

and health unit coordinator of one of our general internal medicine floors. A

group email describing the project was sent to all physicians who were

scheduled to work on that floor during the project time frame. A daily email

containing the proportion of discharge orders placed by an individual hospi-

talist along with the overall proportion of discharge orders placed prior to 11

am were sent to all hospitalists who discharged patients from the floor. This

first PDSA cycle was carried out for 4 weeks. In our second 4 week PDSA

cycle we also included the name of physician who placed the earliest discharge

order on a particular day. In addition, weekly emails highlighting the top three

physicians with earliest discharge order placement times that week were also

sent out in this cycle.

RESULTS: There is an improvement in discharge order placed before 11.00

am from 22% to 35%with this intervention. It is statistically significant with P

value of 0.018.

CONCLUSIONS: I was able to show statistically significant improvement in

discharge order placement times before 11.00 am from 22% to 35% by making

them aware of their discharge times with dynamic feedback.
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DOES SECTION A OF THE NJ POLST FORMASSIST PHYSICIANS

IN UNDERSTANDING PATIENT GOALS OF CARE Ramy Sedhom1;

Daniel Sedhom1; Daniel Schaer1; David Barile2. 1Rutgers Robert Wood John-

son Medical School, New Brunswick, NJ; 2University Medical Center of

Princeton at Plainsboro, Plainsboro, NJ. (Control ID #2913306)

BACKGROUND: The POLST "Practitioner Orders for Life-Sustaining

Treatments" form addresses patient goals, scope of therapies, artificial nutri-

tion, and resuscitation status. In New Jersey, Section A offers a unique

opportunity for patients to describe in their own words overall goals of care.

We investigated if completion of Section A influences overall care for patients

with chronic illness.

METHODS: All POLST forms completed in 2015 at the University Medical

Center of Princeton were retrospectively reviewed. Patients 18 years or older

who had their POLST form uploaded electronically by their physicians were

eligible for inclusion. All other responses on the POLST form were collected.

Chart review was used to collect admitting diagnosis, number of consultants

used, admission to the intensive care unit, palliative care and hospice use,

length of stay, number of readmissions and unplanned deaths in the hospital.

Discharge summaries were reviewed to assess if advance care planning dis-

cussions were documented.

RESULTS: 490 charts were reviewed: 54% were female, age 41 to 99 (mean

82). Section Awas complete for 276 out of 490 patients (56%). Patients with

section A completed more likely to choose limited or symptom treatment

compared to full care (86% vs. 70%, p=<0.001, OR 0.3742, CI: 0.24 - 0.59).

Patients with section A complete were also more likely to select a DNH (112

vs. 68, p= 0.32, OR 1.46, CI: 1.07 to 2.13), were more likely to choose no

artificial nutrition (116 vs. 71, p=0.45, OR1.46, CI: 1.01 - 2.12). There was no

statistical difference in choice of DNAR/DNAI status. In addition, patients

who completed section A were less likely to be referred to the ICU, had a

shorten length of stay (4 vs. 6 days), fewer readmissions, number of consultants

participating in their care and unexpected deaths in the hospital (p<0.05). In

addition, those completing section Awere more likely to utilize both palliative

and hospices services. Though physicians rarely documented code status on

discharge summaries (38%), patients who completed section A were more

likely to have advance care planning documented in discharge paper work.

CONCLUSIONS: Use of the POLST form provides a very natural order for

discussion of life sustaining treatments and end-of-life care. Patients complet-

ing section Awere more likely to utilize palliative care, hospice services, and

have documented advance care planning. They experienced fewer days in the

hospital and were less likely to be admitted to an intensive care unit.

Completion of section A may lead to more conservative care, though qualita-

tive studies are needed to further evaluate physician behaviors. The benefits of

the POLST form extends beyond patient outcomes and may positively impact

the care patients by allowing providers greater insight into the overall goal of

individual patients. The importance of individualized preferences seems logi-

cal, but larger studies are needed to validate our findings.

DOES TRAINING ONCOLOGISTS TO HAVE GOALS OF CARE

DISCUSSIONS INCREASE AND IMPROVE THE QUALITY OF

GOC DISCUSSIONS WITH ADVANCED CANCER PATIENTS? Nina

A. Bickell1, 1; Kerin Adelson2; Jason Gonsky3; Jenny J. Lin1; Sofya Pintova1;

Rebeca Franco1; Natalia Egorova1; Cardinale B. Smith1, 1. 1Icahn School of

Medicine at Mount Sinai, New York, NY; 2Yale New Haven Hospital, New

Haven, CT; 3Kings County Hospital Center/SUNY Downstate Medical

School, Brooklyn, NY. (Control ID #2942229)

BACKGROUND:Advanced cancer patients often have a poor understanding

of the incurability of their cancers and this is associated with higher rates of

aggressive treatment near end of life. Goals of Care (GoC) discussions typi-

cally include information about the cancer prognosis, treatment and side effects

and elicit patients' values in the setting of their cancer diagnosis. We coached

oncologists to improve communication skills using a modified Vitaltalk train-

ing with 4 coaching sessions during office visits with their own patients. We

report the effect of communication skills coaching on prevalence and quality of

GoC discussions.

METHODS: At 4 academic, community, municipal and rural hospitals, we

randomized solid tumor oncologists & their newly diagnosed advanced cancer

patients with <2 year prognosis to participate in a RCTof communication skills

training using a coaching model. Prior to and after completing 4 coaching

sessions, a post-imaging visit was audiotaped and reviewed by Vitaltalk trained

specialists to assess oncologists' communication skills. Patients were surveyed

after their 3month post-imaging visit.We define GoC discussions as consisting

of: discussion of cancer treatment preferences, what's important to you in life

given your cancer diagnosis and prognosis.We also asked a validated question,

"Did your cancer doctor talk to you about the likely outcome of your illness

and clarify things that are most important to you given your cancer diagnosis?"

RESULTS:We enrolled 22 of 25 eligible oncologists (88%) and 265 patients.

On average, doctors were 44 yrs old (32-66) and in practice 14.5 yrs (5-40).

There was no significant difference between intervention (INT) and control

(CNTL) oncologists' comfort having GoC discussions or having previous com-

munication skills training (58% vs 56%; p=0.80). Compared to controls, inter-

vention doctors were older age (48 v 41y; p<0.0001) and more likely to be male

(72% vs 47%; p<0.0001). On average, CNTL physicians had no change in the

number of demonstrated skills (5.45 to 5.36/10) and INT physicians increased

from 6.6 to 8.3/10 skills (p=0.035). Patients' mean age was 63 (20-89), 40%

female, 53%white, 19% Latino & 29% black. Overall, 62% of patients reported

their treatment's goal was to cure their cancer; 33% reported cure to be unlikely.

Using the single itemGoCmeasure, patients of INToncologists were as likely as

CNTL patients to report a GoC discussion (75% vs 81%; p=0.3). Using the 3

item GoC measure, only 50% had a complete GoC discussion (48% INT vs

52%; p=0.6). 44% of patients reported their GoC discussion was, "the very best"

they could imagine; 47% did not report having a GoC discussion.

CONCLUSIONS: Using a coaching model to teach oncologists' communi-

cation skills improved their skill to carry out a GoC discussion but did not
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increase rates of GoC discussions among advanced cancer patients with <2

year life expectancy. Rates of performance vary by definition of the GoC

content.

DON'T COME BACK: PATIENT TERMINATIONS IN PRIMARY

CARE Alissa R. Groisser3, 1; Harry Reyes Nieva3, 1; Adam Wright3, 1; Elise

L. Ruan3, 2; Gordon D. Schiff3, 1. 1Harvard Medical School, Boston, MA;
2Tufts Medical School, Boston, MA; 3Brigham and Women's Hospital, Bos-

ton, MA. (Control ID #2944127)

BACKGROUND: Thousands of patients are "terminated" from primary care

annually. Such breakdowns in patient-provider relationships are a source of

distress and disruption for patients, providers, and practices. Despite this

widespread phenomenon, little is known about the causes, consequences,

andmethods involved in patient terminations. Obtaining a better understanding

of these occurrences would be valuable for mitigating and preventing conti-

nuity disruptions and potential harm. Terminations have been largely addressed

as a medicolegal matter, but the clinical and ethical issues have not been well

explored.

METHODS: Patients terminated from an institution's primary care practices

were identified via multiple sources, including logs maintained by Patient and

Family Relations (PFR), "termination letters" stored in the electronic medical

record (EMR), EMR flags for "dismissed" patients, and notes containing key

phrases identified using natural language processing. We report here a review

of PFR-identified patients including circumstances of termination (capturing

up to two reasons for termination), presence/absence of termination letters and

their stated reasons for termination, presence of factors such as opioids and

significant mental illness, and qualitative review of narrative information on

termination.

RESULTS: PFR identified 252 patients terminated from their primary

care clinic between 2013 and mid-2017, with an increasing number

from 36 in 2013 to 95 in 2016, and a continuing trend in 2017. Some

clinics were outliers with large number of terminations, and many

fluctuated significantly from year to year. Reasons for termination

included missed appointments/"no shows" (90), inappropriate/

disrespectful/abusive/threatening behavior (72), "self-termination" (45),

violation of opioid agreement (20), and illegal behavior (7). In 45

cases, opioids played a significant role in the termination. In 10 cases,

patients' PCPs believed them to be experiencing active psychosis or

mania. In addition to these quantitative values, descriptive summaries

have been documented for each patient, and illustrative quotations

have been pulled from the records.

CONCLUSIONS: Primary care patient terminations are not infrequent,

occurring at least 50-100 times annually at one institution. The leading

documented cause is missed appointments, although this appears at times

to be a surrogate for other conflicts. Nearly equally as common are

"disruptive behaviors," ranging from "inappropriate comments" to verbal

threats to staff. "Self-termination" generally was a label applied to patients

who for various reasons expressed dissatisfaction with care/providers,

which was in these cases followed by a termination letter from the clinic.

Opioid-related issues, although in the minority, represent another notewor-

thy cause for terminations. Beneath these broader categories are rich

details we uncovered via detailed chart reviews illustrating the varied

ways primary care relationships can break down.

DUAL USE OF VA ANDMEDICARE PART D PRESCRIPTION BEN-

EFITS AND RISK OF CONCURRENT OPIOID/BENZODIAZEPINE

USE Ronald Carico1; Xinhua Zhao1; Carolyn T. Thorpe1; Joshua M. Thorpe1;

Florentina Sileanu1; John P. Cashy1; Jennifer A. Hale1; Maria K. Mor1;

Thomas R. Radomski1; Leslie R. Hausmann1; Julie M. Donohue2; K J. Suda3;

Joseph Hanlon1; Chester Good1; Michael J. Fine1; Walid F. Gellad1. 1Depart-

ment of Veterans Affairs, Pittsburgh, PA; 2University of Pittsburgh, Pittsburgh,

PA; 3VA Center of Innovation for Complex Chronic Care, Hines, IL. (Control

ID #2944486)

BACKGROUND: Concurrent use of opioids and benzodiazepines is

associated with an increased risk of opioid overdose and is tracked as

a measure of prescription safety by the Pharmacy Quality Alliance

(PQA). Given the established association between dual use of VA and

Medicare Part D benefits and increased rates of high-risk prescription

use among Veterans, we hypothesized that such dual use would in-

crease the risk of potentially unsafe concomitant opioid/benzodiazepine

prescribing.

METHODS: We identified a national cohort of Veterans who were

enrolled in VA and Medicare Part D in 2013 and received ≥2 opioid

prescriptions filled on ≥2 separate days with at least 15 total days'

supply (the minimum opioid exposure required for the PQA overlap

measure). We excluded hospice patients. The resulting study cohort

was divided into three groups based on the source of all their pre-

scription drugs: VA only, Medicare Part D only, or both (i.e., dual

use). Our two prescription safety outcomes were the proportion of

patients with: (1) PQA opioid/benzodiazepine overlap (i.e., ≥2 fills

for benzodiazepines with ≥30 days total overlap with opioids) and

(2) high-dose opioid/benzodiazepine overlap (i.e., ≥30 days opioid/

benzodiazepine overlap in which the daily opioid dosage was >120

morphine milligram equivalents). We used logistic regression with

augmented propensity weighting to examine the independent associa-

tions between source of all prescriptions and outcomes, adjusting for

covariates including sociodemographics, comorbidity, distance to the

nearest VA medical center, and disability status.

RESULTS: Of the 368,891 Veterans in the cohort, 18.3% received all

prescriptions from VA only, 30.3% from Medicare only, and 51.5%

from both VA and Medicare. The proportion with PQA overlap was

significantly greater for the dual use group compared to both the VA

only group (23.1% vs. 17.3%, adjusted risk ratio (ARR) = 1.31, 95%

CI 1.28-1.33) and the Medicare only group (23.1% vs. 16.5%, ARR

1.14, 95% CI 1.12-1.16). The proportion with high-dose overlap was

also significantly greater for the dual use group compared to the VA

only group (4.7% vs. 2.3%, ARR = 2.31, 95% CI 2.18-2.44). Al-

though the unadjusted proportion with high-dose overlap was greater

for the dual use group compared to Medicare only (4.7% vs. 2.9%),

much of the difference was attenuated on adjustment (ARR=1.06, 95%

CI 1.02-1.11).

CONCLUSIONS: Dual use of prescription benefits from VA and

Medicare was independently associated with a greater risk of receiving

overlapping opioids and benzodiazepines compared to receiving pre-

scriptions from either VA or Medicare alone. These findings support

the need to enhance coordination and data sharing between VA and

non-VA systems to provide clinicians with essential information on

prescription drug use across traditional boundaries of care.
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EARLY ADOPTION OF DIGITAL BREAST TOMOSYNTHESIS IN-

TO CLINICAL PRACTICE: A NATIONAL STUDY Ilana B. Richman1;

Jessica R. Hoag1; Howard Forman1; Susan Busch2; Cary Gross3. 1Yale Uni-

versity School of Medicine, New Haven, CT; 2Yale School of Public Health,

New Haven, CT; 3Yale School of Medicine, New Haven, CT. (Control ID

#2945074)

BACKGROUND: Although digital breast tomosynthesis (DBT) may im-

prove cancer detection and decrease the recall rate, major guidelines do not

recommend DBT for screening due to the absence of long-term outcome data.

Our goal was to describe DBT uptake in a large commercially insured popu-

lation, to evaluate patient characteristics associated with use, and to describe

geographic variation in the dissemination of DBT into clinical practice.

METHODS: We reviewed blinded administrative claims data from anony-

mous insurers conducting business in the United States. The study database

contains data from across the US. We included women ages 40-74 who

underwent screening mammography between 1/2015-6/2016. Prior to 2015,

screening DBT codes were not available. We used a validated algorithm to

identify screening mammograms and defined screening DBT as a claim for

screening DBT on the same day as a claim for a screening 2D mammogram.

We used patient zip code to obtain local area characteristics. We used descrip-

tive statistics to identify demographic characteristics associated with DBT use.

We quantified DBT use within hospital referral regions (HRRs). Lastly, we

compared quarterly temporal trends in HRR-level DBT use across quartiles of

baseline DBT use using linear regression.

RESULTS:Our study included 4,002,162 women who underwent 2D screen-

ing mammography, of which 661,632 (16.5%) also had a claim for DBT.

Women who used DBT were similar in age to women who used 2D mam-

mography alone (53.4 vs 53.7 years), but were more likely to live in metro

areas (78.5% vs 70.1%, p<.001) and in wealthier neighborhoods (median

income $60,730 vs $54,822, p<.001). Within HRRs, the proportion of women

screened with DBT ranged from 0.10-89.7% (Figure). Among HRRs in the

bottom quartile of use at baseline, the change in DBT use from 1/2015-6/2016

was similar to change in use among HRRs in the top quartile (1.36% vs 1.26%

percentage point increase per quarter, p=0.35).

CONCLUSIONS: In the absence of national guidelines, breast cancer screen-

ing practices in the US have diverged widely. In some regions, DBT has

become the predominant mode of screening, while in other areas, DBT is

virtually unused. Data on long term health outcomes associated with DBT are

needed both to inform guidelines and clinical decision-making.

EARLY IDENTIFICATION OF DELIRIUM IN ELDERLY HOSPI-

TALIZED PATIENTS Jill Provaznik; Madiha Ahmad. Providence St.

Vincent Medical Center, Portland, OR. (Control ID #2944172)

BACKGROUND: Delirium affects at least 20% of hospitalized patients 65

years or older, but is undetected in up to 67% of hospitalized elders. Appro-

priate nursing documentation can prompt earlier diagnosis and treatment. This

study aimed to improve early identification of delirium at a single medical

center in Portland, Oregon using the Confusion Assessment Method (CAM), a

validated screening tool for delirium. Initial percentage of patients assessed via

CAM was 11% in patients over the age of 65. The goal was to increase this to

80%.

METHODS: This is an observational, uncontrolled before-after study of

hospitalized patients over the age of 65 at Providence St. Vincent Hospi-

tal. The study took place from January 2016 to August 2017 on a single

29-bed general medicine unit. Prior to initiation of the study, baseline

rates of CAM assessments were measured for one quarter. A nurse

champion worked with the team to help educate the nursing staff and

to serve as a point person for questions. In April 2016, nursing education

on the importance of delirium screening and proper CAM technique was

performed at the partnership council meeting. Nursing staff was asked to

screen every patient over the age of 65 daily with the CAM. We then

measured the percentage of patients assessed with a CAM over 12

months. Data was collected at two-week intervals over a 12 month period

and summarized quarterly. Feedback was given to the nursing staff after

each data collection. Once CAMs were reliably assessed, frequency of

feedback emails was decreased and the last email was sent in December

2016. We then continued to measure CAM rate to assess sustainability of

the workflow.

RESULTS: As shown in the graph, the percent of patients with CAM im-

proved steadily with continuous nursing feedback. The goal of 80% was

reached and was sustained at above 90% even after continuous education

stopped.

CONCLUSIONS: This quality improvement study demonstrated that

shared nurse-physician leadership, frequent feedback and effective

communication of unit-level data can introduce, improve, and then

sustain new nursing workflows such as the reliable application of

the CAM to appropriate patients. The next step in our project will

be implementing a bundle of therapeutic measures for delirium with

continued support from the nursing staff.
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EDUCATING FACULTY AND RESIDENT PHYSICIANS ON SAFE

OPIOIDPRESCRIBINGFORCHRONICPAIN: IMPACTOFABRIEF

CURRICULUM ON KNOWLEDGE, CONFIDENCE, AND ATTI-

TUDES Andrea Carter1, 2; Carla Spagnoletti1; Scott D. Rothenberger1;

Melissa McNeil1, 2. 1University of Pittsburgh, Pittsburgh, PA; 2VA Pittsburgh

Healthcare System, Pittsburgh, PA. (Control ID #2940183)

BACKGROUND: Physician education on safe opioid prescribing is widely

recommended but the optimal strategy remains unclear. We implemented and

evaluated a brief curriculum on safe prescribing of opioids for chronic pain for

all internal medicine residents and Division of General Internal Medicine

faculty at the University of Pittsburgh with the goal of increasing knowledge,

confidence, and attitudes on safe opioid prescribing.

METHODS: All residents and faculty were invited to participate in a curric-

ulum consisting of a free online module on the 2016 Center for Disease Control

and Prevention opioid prescribing guidelines followed by attending a 1-hour

case-based lecture. Potential participants were asked via email to complete an

online survey both pre- and 3 months post-curriculum implementation to

evaluate knowledge, confidence, and attitudes on safe opioid prescribing.

Survey questions were developed in conjunction with local content experts.

Knowledge was assessed with 10 multiple choice questions, and confidence

and attitudes were each assessed with 5-point Likert scale questions (from 1

indicating low confidence/negative attitude to 5 indicating high confidence/

positive attitude). Demographics for participants (those who completed the

module and/or attended the lecture) and non-participants were compared using

Wilcoxon rank-sum tests. The percent correct on the knowledge questions and

the mean composite confidence and attitude Likert-scores were compared pre-

and 3 months post-curriculum for participants and non-participants using

paired t-tests with 2-sided p-value<0.05 indicating significance.

RESULTS: Overall, 32 of 40 invited faculty (80%) and 35 of 106 invited

residents (33%) completed both the pre- and post-surveys and were included in

the analysis. Of the survey respondents, 28 (88%) faculty and 28 (80%)

residents participated in the curriculum. There were no differences between

participants and non-participants in clinic site, years in practice, or estimated

number of patients seen on chronic opioid therapy (p>0.3 for all). Compared to

pre-curriculum, faculty participants had increases in knowledge at 3 months

(mean number correct 8.7 vs 8.1, p=0.02), but both resident participants and all

non-participants had no change in knowledge. All curriculum participants had

increases in confidence (faculty: 4.1 vs 3.7, p<0.01; residents: 3.7 vs 3.2,

p<0.01) and attitude (faculty: 2.9 vs 2.6, p<0.01; residents: 2.5 vs 2.2,

p<0.01) at 3 months while non-participants did not have changes in confidence

or attitude.

CONCLUSIONS: Implementation of a curriculum on safe opioid prescribing

created increases in knowledge, confidence, and attitudes for faculty participants

and increases confidence and attitudes for resident participants which were

sustained over 3 months with no changes among non-participants. This brief

curriculum based on available online resources can be implemented widely and

with little cost and time and can impact knowledge, confidence, and attitudes.

EDUCATINGTRAINEESONTHEUSEOF ELECTRONICCOMMU-

NICATION WITH PATIENTS: A SYSTEMATIC REVIEW Ross W.

Hilliard1, 2; Rebekah Gardner1. 1Alpert Medical School of Brown University,

Providence, RI; 2Lifespan Health System, Providence, RI. (Control ID

#2935658)

BACKGROUND: In the last decade, use of electronic health records (EHRs)

has increased dramatically. Concomitantly, regulatory and funding require-

ments have promoted electronic communication with patients, spurring imple-

mentation of patient portals.Medical educationmust prepare learners to use the

systems they will encounter throughout their training and future work. The

objective of this study is to systematically review interventions to educate

medical trainees on electronic communication with patients.

METHODS:We conducted a systematic search of articles published through

May 2016 using PubMed, Google Scholar, and the MedEd portal. A total of

1421 citations were identified, yielding 183 abstracts. Twelve abstracts met

criteria for full review, and of these, five papers were included in the analysis.

We selected studies based on pre-specified criteria: a clear educational inter-

vention, measurable outcomes, and a focus on electronic communication with

patients. The small number of studies and their heterogeneity did not allow for

meta-analysis of intervention effectiveness. We abstracted information on

targeted learners, learner setting, type of electronic communication, education-

al intervention, and means of evaluation.

RESULTS: Of the five papers identified, 3 focused on graduate medical

education (GME) and 2 on undergraduate medical education (UME). Both

interventions for medical students used simulated email. GME interventions

included a mix of patient portal experience and email. All involved primary

care training sites. The interventions mostly involved didactic or group teach-

ing sessions, and evaluations ranged from surveys and questionnaires to faculty

evaluations using a shared rubric.

CONCLUSIONS:We found only five studies of educational interventions to

improve electronic communication with patients. Most of the studies involved

simulated patients; none incorporated observation or evaluation of electronic

communication with actual patients. The studies did show that it is feasible to

create an intervention that is valued by trainees and effectively improves

electronic communication. Teaching trainees about electronic communication

may be a struggle simply because we as faculty are learning about these in

parallel to students and residents, and we have not had enough time to develop

our own best practices. Given the limited number of resources to teach

electronic communication with patients, particularly using portals, we recom-

mend development and testing of new curricula that could be adapted to

multiple levels of learners, from medical students up to faculty. Based on our

findings, these curricula should incorporate didactic time that includes data on

patient preferences for electronic communication and medico-legal issues,

faculty evaluations of actual patient communication using a standard rubric,

use of an institution's own EHR and patient portal, and associated faculty

development.

EFFECT MODIFICATION OF EARLY AND LATE LIFE SOCIAL

SUPPORT ON THE DEVELOPMENT OF CHRONIC ILLNESS

AMONG ADULTS WITH ADVERSE CHILDHOOD EXPERIENCES

Jennifer A. Campbell1; Rebekah J. Walker1; Emma Garacci1; Leonard E.

Egede2. 1Medical College of Wisconsin, Milwaukee, WI; 2Medical University

of South Carolina, Charleston, SC. (Control ID #2945357)

BACKGROUND: Adverse childhood experiences (ACEs) are of growing

concern as evidence shows that exposure to ACEs during childhood increases

risk for morbidity and mortality in adulthood. ACEs are characterized by

exposures in childhood to neglect, household dysfunction, and abuse and

confer risk for poor health across the lifespan. Social support in early life and
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later adulthood may be an important mechanism to decrease the impact of

ACEs. Therefore, the objective of this study is to evaluate whether timing and

type of social support mediates or moderates chronic disease development in

individuals with ACEs.

METHODS: This analysis uses three waves of data on 6,298 adults from the

national longitudinal survey of Midlife development in the United States

(MIDUS), conducted between 1995 and 2014. Repeated measures logistic

regression models tested theory-based mediation models using the analytic

steps outlined by Baron and Kenny (1986). Repeated measures logistic regres-

sion models tested for effect modification of social support on the relationship

between ACEs and three chronic disease types (diabetes, hypertension, and

cardiovascular disease (CVD)). ACE was defined in three ways: a dichoto-

mous variable for existence of any ACE, a count of types of ACEs each

individual experienced, and categories for the three types (abuse, household

dysfunction, and financial strain in childhood). Separate models were run for

each definition of ACE and each chronic disease outcome to investigate

whether early life social support (maternal and paternal affection) and/or late

life social support (family, friendship, spouse/partner solidarity) mediated or

moderated the relationship between ACE and chronic disease.

RESULTS: 55.9% of the population reported at least 1 ACE and 17.2%

reported experiencing more than 1 ACE. ACEs were significantly associated

with less early life social support (-0.31; CI-0.34;-0.28), less late life social

support (-.09; CI -0.11;-0.08). ACEs were also associated with all three

outcomes (diabetes, hypertension, and CVD). However, there is no evidence

that early life social support or late life social support mediated the relationship

between ACEs and chronic disease. When investigating interactions between

ACEs and social support types, significant interactions existed for ACE and

early life social support in both diabetes and hypertension (p=0.03 and

p=0.001, respectively) but not for CVD. Significant interactions did not exist

for late life social support.

CONCLUSIONS: Early life social support moderates the effect of ACEs on

diabetes and hypertension diagnosis such that higher social support early in life

decreases the risk of chronic disease for those experiencing an ACE more so

than individuals with lower social support early in life. These results suggest

the need to screen for ACEs in younger adults to identify and further promote

social support structures in patients' lives.

EFFECT OF A MULTIDISCIPLINARY INTERVENTION FOR EAR-

LY ART INITIATION FOR INPATIENTS WITH NEWLY DIAG-

NOSED HIV Heather Root1; Ansley Tidwell2; Minh Nguyen3; Cyra C.

Mehta4; Saira Rab2; Manish Patel2; Jonathan Colasanti3. 1Emory University,

Atlanta, GA; 2Grady Memorial Hospital, Atlanta, GA; 3Emory University

SOM, Atlanta, GA; 4Emory University Rollins School of Public Health,

Atlanta, GA. (Control ID #2941511)

BACKGROUND: Antiretroviral therapy (ART) is recommended for all HIV

patients. However, significant attrition occurs between HIV diagnosis and

ART initiation especially among indigent populations. The purpose of this

study is to evaluate the outcomes after the implementation of a multidisciplin-

ary intervention for early ART initiation (EAI) for patients with HIV in a

southern inner city hospital, Grady Memorial Hospital (GMH) in May 2016.

METHODS: This is a single center, retrospective chart review with 6-month

follow up of patients who were admitted to GMH from 1/1/15 to 9/30/16 and

were either newly diagnosed with HIV and ART naïve at admission or

diagnosed previously and not on ART at the time of admission. The outcomes

are proportion initiated on ART in hospital, proportion enrolled at the clinic,

proportion attending a provider‘s visit within 30 days of hospital discharge and

proportion achieving viral suppression (VS) within 6 months of hospital

discharge before and after implementation of EAI. Bivariate analysis compared

pre-EIA to post-EIA groups, using Chi-square or Fisher exact tests for cate-

gorical and Wilcoxon rank sum test for continuous variables.

RESULTS: The study included 109 patients: 86 pre-EAI vs 23 post-EAI.

Baseline (BL) characteristics in the pre- vs post-EIA groups include: 68

(79.1%) vs 17 (73.9%) male, 75 (87.2%) vs 18 (78.3%) black, 57 (67.1%) vs

12 (52.2%) uninsured. Median BL viral load was 138,340 vs 103,955

copies/mL; median BL CD4+ cell count was 127 vs 243 cells/mL respectively.

During hospitalization, 17 (19.8%) vs 9 (39.1%) were started on ART

(p=0.0529), 36 (41.9%) vs 15 (65.2%) were enrolled (p=0.0461) in HIV care,

23 (26.7%) vs 14 (60.9%) attended an appointment (p=0.0021), and 38 (44.2%)

vs 21 (52.2%) achieved VS (p=0.7833). The median time to 1st appointment

was 35 vs 12 days (p=0.0088) in the pre-EAI and post-EAI groups, respectively.

CONCLUSIONS: Implementation of the EAI program showed a trend to-

ward increased rate of patients started on ARTwhile inpatient, a significantly

greater enrollment and first appointment within 30 days, and a significantly

shorter time to establishing care. The majority of newly diagnosed HIV

patients are still discharged without ART, therefore further work is needed to

increase uptake of the program.

EFFECT OFAN AUTOMATED PATIENT DASHBOARD USING AC-

TIVE CHOICE AND PEER COMPARISON PERFORMANCE FEED-

BACK TO PHYSICIANS ON STATIN PRESCRIBING: THE PRE-

SCRIBE RANDOMIZED CLINICAL TRIAL Mitesh Patel2, 3; Gregory

W. Kurtzman2; Sneha Kannan4; Dylan Small1; Alexander Morris2; Steven

Honeywell1; Damien Leri2; Charles Rareshide2; Susan C. Day1; Kevin

Mahoney2; Kevin G. Volpp2, 3; David A. Asch2, 3. 1University of Pennsylva-

nia, Philadelphia, PA; 2Perelman School ofMedicine, Philadelphia, PA; 3CMC

VA Medical Center, Philadelphia, PA; 4Massachusetts General Hospital, Bos-

ton, MA. (Control ID #2935453)

BACKGROUND: Despite established evidence-based practice guidelines,

statins are not prescribed to nearly 50% of patients who could benefit from

them. The objective of this study was to evaluate the effectiveness of an

automated patient dashboard using active choice with and without peer com-

parison feedback on performance to nudge primary care physicians (PCPs) to

increase guideline-concordant statin prescribing.

METHODS: PRESCRIBE was a three-arm, randomized, controlled trial

among 32 primary care practice sites in Pennsylvania and New Jersey that

enrolled 96 PCPs and 4774 patients. PCPs in the two intervention arms were

emailed a link to an automated online dashboard listing their patients who met

national guidelines for statin therapy but had not been prescribed one. The

dashboard included relevant patient information and for each patient PCPs

were asked to make an active choice to prescribe atorvastatin 20mg daily,

atorvastatin at another dose, another statin, or not prescribe a statin but select a

reason why. The dashboard was available for 2 months. In one intervention

arm, the email to PCPs also included feedback on their statin prescribing rate

compared to their peers. PCPs in usual care received no interventions. The

primary outcome measure was statin prescription rates.

RESULTS: Patients had a mean (SD) age of 62.4 (8.3) years and a mean

(SD) 10-year atherosclerotic cardiovascular disease (ASCVD) risk score of
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13.6 (8.2); 55.0% were male, 63.7% were white, and 27.6% were black.

During the intervention, the percentage of patients prescribed a statin was

2.6% (40/1566) in the usual care arm, 6.7% (116/1743) in the active

choice arm, and 8.0% (117/1465) in the active choice with peer compar-

ison arm. In the main adjusted model compared to usual care, there was a

significant increase in statin prescribing in the active choice with peer

comparison arm (adjusted difference in percentage points, 5.8 [95% CI,

0.9 - 13.5]; P<.01), but not in the active choice arm (adjusted difference,

4.1 [95% CI, -0.8 - 13.1]; P=.11).

CONCLUSIONS: An automated patient dashboard using both active

choice framing and peer comparison feedback was effective at increas-

ing guideline-concordant statin prescribing rates. These approaches

could be widely disseminated through electronic record health systems.

EFFECT OF HIGH-DEDUCTIBLE INSURANCE ON ADVERSE MI-

CROVASCULAR OUTCOMES IN DIABETES James F. Wharam1;

Katherine Callaway6; Jamie Wallace5; Tomasz Stryjewski4; Fang Zhang1;

Matthew X. Callahan5; Meda E. Pavkov2; Joseph P. Newhouse3; Dennis

Ross-Degnan1; Christine Lu7. 1Harvard Medical School and HPHCI, Boston,

MA; 2Centers for Disease Control and Prevention, Atlanta, GA; 3Harvard

Medical School, Boston, MA; 4Massachusetts Eye and Ear Infirmary, Boston,

MA; 5Harvard Pilgrim Health Care Institute, Boston, MA; 6Harvard Pilgrim

Healthcare Institute, Boston, MA; 7Harvard Medical School and Harvard

Pilgrim Health Care Institute, Boston, MA. (Control ID #2933733)

BACKGROUND: High-deductible health plans (HDHP) have become

the predominant commercial health insurance arrangement in the US.

HDHPs require large out-of-pocket expenditures for most health ser-

vices but often have relatively low cost sharing for secondary preven-

tive screening tests and medications. Diabetes patients are at risk for

microvascular disease that can cause blindness and permanent kidney

function loss. The effect of HDHPs on microvascular disease progres-

sion is unknown.

METHODS:We studied a national sample of 38,611 HDHP members

with diabetes enrolled for 1 year in a low deductible (≤$500) plan

followed by up to 4 years in a HDHP (≥$1000) after an employer-

mandated switch. We matched HDHP patients to 326,088 contempo-

raneous controls whose employers offered only low-deductible plans.

Outcomes included time to 1st: (a) dialysis/renal transplant and (b)

vision loss diagnosis. We used adjusted Cox proportional hazards

models to estimate baseline and follow-up hazard ratios.

RESULTS: At baseline, adjusted hazard ratios (aHRs) between HDHP mem-

bers and controls were not statistically different. At follow up, time to dialysis/

renal transplant was unchanged (aHR: 0.98 [0.90, 1.06]) while HDHP mem-

bers were diagnosed with vision loss later than controls (aHR: 0.93 [0.86,

1.00]).

CONCLUSIONS: Diabetes patients in HDHPs did not experience

accelerated time to dialysis/renal transplant or vision loss diagnosis.

Value-based health insurance design features such as relatively low-

cost medications and microvascular disease screening tests might have

contributed to the lack of adverse outcomes among HDHP members

versus controls. Future research should determine whether HDHP

members have unchanged health outcomes for conditions without

low-cost screening tests such as macrovascular disease.

EFFECT OF HIGH-DEDUCTIBLE INSURANCE ONMYOCARDIAL

INFARCTION, STROKE, AND AMPUTATION James F. Wharam1; Fang

Zhang1; Christine Lu1; Adrian F. Hernandez2; Matthew X. Callahan1; Xin

Xu1; Jamie Wallace1; Stephen B. Soumerai1; Dennis Ross-Degnan1; Joseph P.

Newhouse3. 1Harvard Medical School and Harvard Pilgrim Health Care

Institute, Boston, MA; 2Duke University Medical Center, Durham, NC; 3Har-

vard Medical School, Boston, MA. (Control ID #2940229)

BACKGROUND: High-deductible health plans (HDHP) that potential-

ly require large out-of-pocket expenditures have become a common

feature of commercial health insurance. Previous research has found

that diabetes patients in HDHPs experienced substantially delayed

macrovascular disease visits, diagnostic testing, and treatment. How-

ever, HDHP effects on major macrovascular outcomes including myo-

cardial infarction, stroke, and amputation are unknown.

METHODS:We studied a national sample of 15,848 HDHP members

with diabetes, aged 12 to 64 years, who were continuously enrolled

for 1 year in a low-deductible (≤$500) plan followed by 2 years in a

HDHP (≥$1000) after an employer-mandated switch. We matched

HDHP members to 88,653 contemporaneous controls with diabetes

whose employers offered only low-deductible plans. Using a con-

trolled interrupted-time-series design, we analyzed outcomes compris-

ing cumulative rates of myocardial infarction, stroke, and amputation.

We modelled adjusted cumulative event rates using aggregate-level

segmented regression.

RESULTS: HDHP members experienced absolute increases in myocar-

dial infarction and amputation of 8.9 (95% confidence interval: 7.1,

10.8) and 22.3 (14.0, 30.6) events per 10,000 members per year,

respectively, at 2 years of follow-up relative to the end of the baseline

year compared to controls. Strokes declined by 2.2 (-3.2, -1.2) per

10,000 members per year among HDHP members versus controls.

CONCLUSIONS: Diabetes patients who were switched to HDHPs

experienced increases in myocardial infarction and amputation rates

compared with controls. HDHPs might be contributing to the devel-

opment of major adverse health outcomes. Policy makers and em-

ployers should encourage alternate health insurance types for at-risk

populations. Clinical teams should carefully monitor diabetes patients

in HDHPs who are at risk for macrovascular disease.
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EFFECT OF LOSS-FRAMED FINANCIAL INCENTIVES AND PER-

SONALIZED GOAL-SETTING ON PHYSICAL ACTIVITY AMONG

ISCHEMIC HEART DISEASE PATIENTS USING WEARABLE DE-

VICES: THE ACTIVE REWARD RANDOMIZED CLINICALTRIAL

Neel Chokshi2; Srinath Adusumalli2; Dylan Small1; Alexander Morris2;

Jordyn Feingold2; Yoonhee Ha2; Marta Lynch2; Charles Rareshide2; Hilbert

Victoria2; Mitesh Patel2, 3. 1University of Pennsylvania, Philadelphia, PA;
2Perelman School of Medicine, Philadelphia, PA; 3CMC VA Medical Center,

Philadelphia, PA. (Control ID #2935443)

BACKGROUND:Regular physical activity reduces the risk of cardiovascular

events in ischemic heart disease (IHD) patients. However, most IHD patients

do not participate in an exercise-based cardiac rehabilitation program or obtain

enough physical activity on their own. The objective of this study was to

evaluate the effectiveness of loss-framed financial incentives with personalized

goal-setting in increasing physical activity among IHD patients using wearable

devices.

METHODS: ACTIVE REWARD was a home-based, remotely-monitored,

24-week randomized clinical trial with a 16-week intervention (8-week ramp-

up incentive phase and then 8-week maintenance incentive phase) and an 8-

week follow-up. 105 IHD patients were enrolled from four hospitals in South-

eastern Pennsylvania. All patients tracked daily steps using a wearable device

and established a baseline step count. Patients in control received no other

interventions. Patients in the incentive arm received personalized step goals

and daily feedback for all 24 weeks. In the ramp-up incentive phase (weeks 1-

8), daily step goals increased from baseline by 15% each week to a maximum

of 10,000 steps and then remained fixed during the maintenance incentive

phase (weeks 9-16) and follow-up (weeks 17-24). Incentives were loss-framed

by allocating $14 each week to a virtual account; $2 could be lost per day for

not achieving step goals. The primary outcomewas change in mean daily steps

from baseline to the maintenance incentive phase. Secondary outcomes were

change in mean daily steps from baseline to the ramp-up incentive phase and

follow-up.

RESULTS: Patients had a mean (SD) age of 60 (11) years, 70% were male,

and all had ischemic heart disease. Compared to control, patients in the

incentive arm had a significantly greater increase in mean daily steps from

baseline during ramp-up (1388 vs. 385; adjusted difference, 1061 steps [95%

CI, 386 - 1736]; P<.01), maintenance (1501 vs. 264; adjusted difference, 1368

steps [95% CI, 571 - 2164]; P<.001), and follow-up (1066 vs. 92; adjusted

difference, 1154 steps [95% CI, 282 - 2027]; P<.01).

CONCLUSIONS: Loss-framed financial incentives with personalized goal-

setting significantly increased physical activity among IHD patients using

wearable devices during the 16-week intervention and effects were sustained

during the 8-week follow-up.

EFFECT OF TIME-COMPRESSED PLAYBACK OF AUDIO LEC-

TURES ON LEARNING AND RETENTION: A PILOT STUDY Zaven

Sargsyan1; Thien-Bao P. Nguyen1; Shradha A. Kulkarni1; Dana M. Larsen2.
1Baylor College of Medicine, Houston, TX; 2Massachusetts General Hospital,

Boston, MA. (Control ID #2945691)

BACKGROUND: The use of recorded lectures has been increasing in med-

ical education. Concurrently, technology allowing time-compressed

(accelerated) playback of audio and video files has become ubiquitous. In a

2008 medical school study, 88% of respondent students had used time-

compressed playback, citing perceived benefits in knowledge acquisition rate,

focus, motivation, and overall learning. The technology is also broadly avail-

able for podcasts and YouTube videos, where one channel of medical educa-

tion videos alone has amassedmore than forty-five million views.While its use

is increasing, comparative learning outcomes of time-compressed playback in

medical education have not been established. This study had two objectives.

First, to determine the effect of time-compressed playback (TCP), compared to

normal-speed playback (NSP), on learning from an audio lecture by internal

medicine physicians. Second, to assess past use patterns and attitudes towards

TCP among medicine residents and faculty.

METHODS: Internal medicine residents and faculty were invited to listen to

an originally-24-minute audio lecture (one of the weekly New England Journal

of Medicine audio summaries from 2012). Each volunteer was randomized to

hear the lecture time-compressed 1.5 times or at normal speed. Immediately

after the lecture and six weeks later, participants completed a 21-item ques-

tionnaire which assessed retention of lecture material, baseline characteristics,

and attitudes towards time-compressed learning. The questionnaire had been

developed and validated by the investigators. A validation cohort that took the

questionnaire without hearing the lecture answered an average of 38% of items

correctly. The study was approved by the BCM IRB.

RESULTS: Thirty-five physicians participated, 18 in the TCP group and 17 in

the NSP group. Baseline characteristics were similar in the two groups. Scores

on the retention questionnaire immediately after playback were similar (81.6%

vs. 79.6% for the TCP and NSP groups respectively, p = 0.55). Scores at six

weeks decreased and were also similar (62.8% and 63.6% respectively, p =

0.84). With respect to past use patterns, about half of the 13 participating

faculty had previously used TCP, compared to 100% of the 22 residents.

However, only one subject had used the technology in the preceding two

months. Attitudes towards TCP were mixed.

CONCLUSIONS: In this pilot study of internal medicine physicians, time-

compressed playback of an audio lecture was associated with similar learning

outcomes to normal-speed playback. Equivalence in learning outcomes sug-

gests that accelerated playback may improve learning efficiency. Findings from

this study should be validated in a larger group. Further work could also assess

different degrees of time-compression, outcomes in various learners, and

varied use of TCP, such as with the ability to pause, review, and adjust speed

as needed.

EFFECTIVENESS OF A HOSPITAL-WIDE CHOOSING WISELY

INITIATIVE Nicholas Cordella1; Ludovic Trinquart2; Stanley Hochberg3;

Brian Jacobson1; Rebecca G. Mishuris1. 1Boston University School of Med-

icine, Boston, MA; 2Boston University School of Public Health, Boston, MA;
3Boston Medical Center, Boston, MA. (Control ID #2941398)

BACKGROUND: There is renewed focus on providing high-value medical

care with release of the ChoosingWisely (CW) campaign in 2012. In response,

institutions have developed novel Clinical Decision Support Systems (CDSS)

to target individual CW recommendations. These CDSSs have demonstrated

some effectiveness in improving provider guideline adherence. However, less

is known about the effect of multiple interventions deployed concurrently or in

a safety-net setting.

METHODS:BostonMedical Center (BMC), an academic, safety net hospital,

implemented hospital wide interventions targeting five of the ChoosingWisely
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recommendations: overutilization of admission chest x-rays, urinary catheters,

routine daily laboratory testing and red blood cell transfusions, as well as

underutilization of pain and pneumonia prevention orders for post-operative

patients. Key stakeholders developed novel CDSSs integrated into BMC's

inpatient EMR (Epic Systems, Inc.) and established a target population and

relevant process metrics. The metrics were reported as monthly aggregate

hospital-wide rates and standardized counts. The prevention order set for post-

operative patients was implemented in October 2015; all others were implement-

ed in November 2015. Data from July 2014 to December 2016 were included in

the analysis. We used an interrupted time series design and performed a seg-

mented linear regression which incorporated both the level change and the slope

change to estimate the absolute effect of each intervention at 6 months after

implementation, with the associated 95% confidence interval (95%CI).

RESULTS: At 6 months following the intervention, the proportion of post-

operative patients receiving appropriate pain and pneumonia prevention orders

showed a significant, absolute increase of 20.0% (95%CI, 14.0 to 26.0) from a

baseline of 70.2%. The proportion of patients receiving pre-admission chest x-

rays showed a significant decrease of -3.1% (95%CI, -4.8 to -1.1) from a

baseline of 25.2%. The proportion of labs ordered at routine times improved

significantly with a -4.0% (95%CI,-4.8 to -3.1) decrease at six months from a

baseline of 77.3%.We found no significant difference at 6 months in red blood

cell transfusion utilization—increased 0.05 unit per transfused patient (95%CI,

-0.02 to 0.13) from baseline of 1.7, or the number of non-ICU urinary catheter

days—decreased 39.8 (95%CI, -93.0 to 13.5) from baseline of 760.8.

CONCLUSIONS: We observed a dramatic increase in the use of post-

operative order sets, though this was a unique case of targeting underutilization

behaviors to improve high-value care, which may be easier to influence than

overutilization. We also found modest but statistically significant improve-

ments in utilization of admission chest x-rays and routine blood testing.

Overall, our results suggest that CDSSs show promise in improving adherence

to ChoosingWisely guidelines, though continued evaluation of effectiveness is

needed as more CW recommendations are targeted by CDSSs.

EFFECTIVENESS OF OBESITY PREVENTION AND CONTROL

POLICIES AND PROGRAMS FOR ADULT WEIGHT, PHYSICAL

ACTIVITY AND DIET: A SYSTEMATIC REVIEW OF NATURAL

EXPERIMENTS Eva Tseng1; Allen Zhang6; Oluwaseun Shogbesan2;

Kimberly Gudzune3; Renee F.Wilson6; Hadi Kharrazi3; Lawrence J. Cheskin4;

Wendy L. Bennett5. 1Johns Hopkins University SOM, Baltimore, MD; 2Read-

ing Health System, West Reading, PA; 3Johns Hopkins University, Baltimore,

MD; 4Johns Hopkins Bloomberg School of Public health, Baltimore, MD;
5Johns Hopkins School of Medicine, Baltimore, MD; 6Bloomberg School of

Public Health, Baltimore, MD. (Control ID #2937495)

BACKGROUND:Globally, 2 of 5 adults are overweight or obese. The factors

driving the obesity epidemic include individual-level behaviors and

community-level issues somultilevel programs, policies and built environment

changes are needed. Natural experiments (NE), in which exposure to the

intervention of interest has not been manipulated by researchers, are an

opportunity to evaluate such strategies using existing data systems. The aim

of this review was to examine the effectiveness of programs, policies and built

environment changes to prevent or control adult obesity in NEs.

METHODS: This study was part of a larger systematic review that evaluated

methods for evaluating NEs in obesity control. We searched PubMed,

CINAHL, PsycINFO, and EconLit from 2000 to August 2017 to identify

NEs of programs or policies targeting obesity prevention and control in adults

reporting on weight or body mass index (BMI). Articles were independently

screened by 2 trained investigators using pre-specified eligibility criteria. The

focus of programs/policies were categorized based on their primary environ-

mental target: physical activity (PA) and built environment, food and beverage,

messaging, or multiple. We extracted data on the direction of effect and

statistical significance for weight/BMI and individual dietary and PA behav-

iors. Two reviewers independently assessed the risk of bias for each study

using the Effective Public Health Practice Project tool.

RESULTS: Of 156 NEs included in the larger review, 15 included adult

weight/BMI outcomes. Eight of those studies evaluated programs/policies

targeting PA and built environment, such as a new light rail system or

"urbanist" neighborhood design. Four studies evaluated policies or programs

targeting the food and beverage environments. Three of 8 studies targeting PA

or the built environment showed a decrease in weight/BMI, while the rest

showed no effect or inconsistent results by gender. None of the 4 studies

targeting the food and beverage environment decreased weight/BMI (n=1

increased weight/BMI and n=3 had no effect). One study that focused on the

messaging environment showed reduced BMI (decrease in BMI of -0.4 units

with calorie labeling law implementation).Most (n=8) of the studies were rated

as having an overall high risk of bias, particularly in terms of handling

withdrawals and dropouts and study design (n=7). These studies generally

had low risk of bias in terms of confounding (n=12).

CONCLUSIONS: Of the 15 NEs evaluating obesity policies/programs and

reporting adult weight/BMI, we identified heterogeneity in the intervention

target and inconsistent effects on weight/BMI. NEs had a high risk of bias.

Leveraging existing data systems through NEs and the use of more rigorous

methods are needed to better assess the effectiveness of obesity prevention and

control initiatives.

EFFECTIVENESS OF OBESITY PREVENTION AND CONTROL

POLICIES AND PROGRAMS FOR CHILDREN: A SYSTEMATIC

REVIEW OF NATURAL EXPERIMENT STUDIES Carolyn Bramante1;

Rachel Thornton2; Wendy Bennett2; Allen Zhang3; Renee F. Wilson2; Eva

Tseng2. 1Johns Hopkins, BALTIMORE, MD; 2Johns Hopkins, Baltimore,

MD; 3Johns Hopkins University, Baltimore, MD. (Control ID #2945677)

BACKGROUND:Over half of US childrenwill have obesity by the time they

are 35 years old. General internists have an important role to play in population

based strategies to address the obesity epidemic, which must include children.

The Institute of Medicine recommends that pediatric obesity prevention and

control efforts focus on making healthier options the passive, easier choice.

Such interventions that create a healthier environment are difficult to examine

in a randomized clinical trial. Natural experiments (NE), in which exposure to

an intervention is not manipulated by a researcher, are well-suited to evaluate

these population-level programs. Because of the increased attention to

population-level interventions and policies to prevent obesity, we sought to

evaluate the effectiveness of policies and programs from NEs for pediatric

obesity prevention and control.

METHODS:We searched PubMed, CINAHL, PsycINFO, and EconLit from

2000 to August 24, 2017 for population-based programs and policies evaluated

in an NE. We excluded studies that did not have child body mass index (BMI)

outcomes.We abstracted details about study design, intervention, and direction
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of effect on BMI, physical activity (PA), and dietary behaviors. We classified

interventions as targeting primarily the food/beverage or the PA environment,

or both. We stratified studies according to setting: school, community, or both.

We assessed risk of bias using the Effective Public Health Practice Project tool.

RESULTS:We found 33 NEs that reported child BMI outcomes. Most studies

(89%) were in the US. 73% were only in the school setting, and an additional

12% of studies that took place in the community also included a school

component. The most common environmental focus in any setting was the

food/beverage environment (48%). All 4 studies that focused on both

food/beverage and PA environments in the school setting showed a decrease

in children's BMI. Seven (50%) school-based studies that focused on either

food/beverage or PA environments showed a decrease in BMI. Four (100%)

studies that took place in both the school and community settings had favorable

effects on BMI, and 3 of these studies that included multiple environmental

foci also had favorable effects on behavioral outcomes. The largest effect size

was a decrease in BMI z-score of 0.5, most were less than 0.25. The overall risk

of bias was considered high for most studies, particularly in the following

domains: study design and withdrawals/dropouts.

CONCLUSIONS:Most NEs evaluating policies and programs to prevent or

control childhood obesity occurred within the school setting and focused

primarily on the food/beverage environment. School-based policies and pro-

grams that focused on both the food/beverage and PA environments (vs. one or

the other) were most effective in reducing BMI. These findings support

pediatric obesity prevention policies that create multi-component,

population-level interventions that create healthier environments for children.

EFFECTS OFA FLIPPED CLASSROOMCARDIOLOGY CURRICU-

LUM ON INTERNALMEDICINE RESIDENTS' KNOWLEDGE AND

PREPAREDNESS Jill Allenbaugh1; Carla Spagnoletti2; Kathryn Berlacher1.
1University of Pittsburgh Medical Center, Pittsburgh, PA; 2University of

Pittsburgh, Pittsburgh, PA. (Control ID #2939388)

BACKGROUND: The flipped classroom model was developed to reinvigo-

rate education for the 21st century. With a basis in adult learning theory, the

model utilizes "at home" time for learners to study concepts, and "in class" time

for review and clinical application. While there are studies showing improved

knowledge and attitudes in undergraduate medical education, there is a paucity

of data on the use of a flipped classroom in resident education. At our

institution, most internal medicine residents rotate on an inpatient cardiology

service yearly; yet the educational experience varies as there is no standardized

curriculum. Resident rotation evaluations reflected the desire for a curriculum

and a faculty needs assessment demonstrated gaps in resident knowledge and

preparedness. We hypothesized that our cardiology education could be en-

hanced through a flipped-classroom model. We developed a curriculum that

pairs Medical Knowledge Self-Assessment Program (MKSAP®) content with

group case discussions with a goal to improve resident knowledge and pre-

paredness in cardiology.

METHODS: Participants included 98 residents who rotated on an inpatient

cardiology service over 8 months. Pseudorandomization was used to divide

residents into a control group (N=51) and an intervention group (N=47) based

on the month of the rotation. In control months, faculty and fellows taught as

they normally would. During intervention months, residents were emailed

weekly MKSAP® readings and a clinical case to review on their own. A

facilitator guide supported the supervising attendings and fellows who led

weekly case discussions. A pre- and end-of-rotation survey evaluated the

curriculum for change in knowledge (% correct out of 20MKSAP® questions)

and preparedness (Likert-type scale, 1-5); reported quantity of teaching re-

ceived; and reported self-directed use of MKSAP®.

RESULTS: A total of 74 residents completed pre/post matched surveys

(response rate 75%, 37 per arm). Knowledge score did not improve signifi-

cantly in either arm (control 58% pre vs. 59% post and intervention 56% pre vs

58% post; p-value 0.616) nor did preparedness (control 3.13 pre vs. 3.62 post

and intervention 3.29 pre vs. 3.84 post; p=0.544). The number of reported

teaching sessions/week did not differ (2.3 control vs 2.5 intervention,

p=0.347). Reported MKSAP® use differed at 30% in the control group and

51% in the intervention group. Most residents (92%) and faculty (81%) agreed

the curriculum should continue, but reported barriers include time constraints,

low faculty buy in, and lack of resident preparedness for the sessions.

CONCLUSIONS: This flipped-classroom cardiology curriculum did not

affect knowledge, preparedness, or number of teaching sessions when com-

pared to "usual" teaching. However, half of the intervention group did not

complete the "at home"MKSAP® portion, raising questions about learner buy

in and feasibility. Because most recommended continuing the curriculum,

future iterations will focus on buy-in from both faculty and residents.

EFFECTS OF A PREDIABETES DIAGNOSIS AND BRIEF

COUNSELING ON POTENTIAL MEDIATORS OF PATIENT EN-

GAGEMENT IN STRATEGIES TO PREVENT DIABETES Jeffrey T.

Kullgren1, 2; Angie Fagerlin3, 4; Caroline R. Richardson2; Bradley Youles1;

Dina H. Griauzde1, 2; Michele Heisler1, 2. 1VA Ann Arbor Healthcare System,

Ann Arbor, MI; 2University of Michigan, Ann Arbor, MI; 3Salt Lake City VA

Medical Center, Salt Lake City, UT; 4University of Utah, Salt Lake City, UT.

(Control ID #2946023)

BACKGROUND: Prediabetes is an asymptomatic condition in which pa-

tients' blood glucose levels are higher than normal but do not meet diagnostic

criteria for type 2 diabetes mellitus (T2DM). A key window of opportunity to

increase engagement of patients with prediabetes in strategies to prevent

T2DM may be when they are screened for T2DM and found to have predia-

betes, yet the effects of this screening and brief counseling on potential

mediators of engagement in preventive strategies is unknown.

METHODS: In a parallel-design randomized controlled trial we recruited 315

non-diabetic patients from the Ann Arbor Veterans Affairs Medical Center

(AAVA) who had one or more major risk factors for T2DM and had an

upcoming primary care appointment at the AAVA, but had not had a hemo-

globin A1c (HbA1c) test to screen for T2DM in the previous 12 months.

Participants completed a baseline survey and then using a 4:1 allocation ratio

were randomly assigned to, at their next primary care appointment, either (1)

undergo an HbA1c test to screen for T2DM and then receive brief standardized

telephone and written counseling about their HbA1c results based on VA and

American Diabetes Association guidelines or (2) an attention control group

that reviewed a VA brochure about recommended screening tests and immu-

nizations. Participants completed surveys 2 weeks and 3 months after their

primary care appointment. Outcomes measured in each survey included per-

ception of risk for developing T2DM (measured on a 0 to 100 scale), level of

motivation to prevent T2DM (measured on a 0 to 10 scale), and patient

activation (measured using the Patient Activation Measure). We then used

age and gender-adjusted difference-in-differences analyses to compare 2-week
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and 3-month changes in these outcomes between participants in the HbA1c test

arm who were found to have prediabetes and participants in the brochure arm.

RESULTS: The 106 participants in the HbA1c test arm who were found to

have prediabetes (out of the 252 participants in that arm) had a greater increase

in their level of motivation to prevent T2DM at 2 weeks (mean 1.0; P < 0.001)

and at 3 months (mean 0.8; P = 0.004) than the 63 participants in the brochure

arm. There were no statistically significant differences between these groups in

changes in perception of risk for developing T2DM or patient activation at 2

weeks or 3 months.

CONCLUSIONS: Using an HbA1c test to identify patients with prediabetes

and then providing brief standardized counseling about prediabetes may in-

crease these patients' level of motivation to prevent T2DM, but may not

influence their perception of their risk for developing T2DM or their level of

activation. It will be important to examine whether these changes in motivation

are sustained over time and ultimately translate into higher levels of patient

engagement in strategies to prevent T2DM.

EFFECTS OF CHRONIC MARIJUANA USE ON RESPIRATORY

SYMPTOMS AND PULMONARY FUNCTION: A SYSTEMATIC RE-

VIEW AND META-ANALYSIS Mehrnaz Ghasemiesfe5; Divya Ravi1;

Marzieh Vali2; Deborah R. Korenstein3; Mehrdad Arjomandi4; James Frank4;

Salomeh Keyhani5. 1The Wright Center for Graduate Medical Education,

Scranton, PA; 2NCIRE, San Francisco, CA; 3Memorial SloanKettering Cancer

Center, Pelham, NY; 4Internal medicine, VA medical center, San Francisco,

CA; 5University of California at San Francisco, San Francisco, CA. (Control

ID #2942985)

BACKGROUND: The prevalence of marijuana use is increasing in the US

with the number of users doubling from 10.5% to 21.2% over a period of 10

years (2002 to 2013). It is estimated that in the US, there are about 7000 new

users per day. However, our current understanding of the long-term health

effects of smoking marijuana is limited. Marijuana cigarettes are believed to

contain particulate matter, toxic gases, reactive oxygen species and various

polycyclic aromatic hydrocarbons possibly 20 times higher than tobacco

smoke. Past studies demonstrated that marijuana use is associated with histo-

pathological changes of bronchial inflammation and suppression of immune

cells comparable to changes observed with smoking tobacco. With widespread

use and increasing social acceptance of marijuana use, a better understanding

of its health effects is needed. We conducted a systematic review and meta-

analysis to examine whether marijuana use is associated with respiratory

symptoms, obstructive lung disease and changes in pulmonary function.

METHODS: Five databases (PubMed, EMBASE, PsychINFO, MEDLINE

and Cochrane Library) were searched from January 1st, 1973 to September

30th, 2017. Two reviewers independently screened all titles and abstracts for

possible inclusion and reviewed all observational and experimental full-text

articles. Studies published in English, involving adults using any form of

chronic (>30 days) marijuana with reporting of pulmonary outcomes were

included. Study characteristics and study quality were assessed by four re-

viewers independently; strength of evidence for each outcome was graded by

consensus. Summary of odds ratio and mean difference estimates with 95%

CIs were calculated using random-effects meta-analysis. For outcomes where

meta-analysis was not possible, a narrative synthesis was performed.

RESULTS: 25 studies (22 observational and 3 experimental) were included.

In prospective studies (n=2) marijuana use was associated with an increased

risk of cough (OR=2.21, 95%CI 1.04-4.68) and sputum production (OR=4.34,

95% CI 1.54-12.23). Similarly, pooled analysis of cross-sectional studies

demonstrated that marijuana use was associated with cough (OR=3.87, 95%

CI 1.34 -11.18, I2=90%, p<0.01), sputum production (OR=4.17, 95%CI 2.51-

6.91, I2=56%, p=0.1), wheezing (OR=3.04, 95% CI 1.45-6.38, I2=87%,

p<0.01), dyspnea (OR=1.77, 95% CI 1.43-2.20, I2=0%, p=0.57) and symp-

toms of chronic bronchitis (OR=2.87, 95% CI 1.47-5.61, I2=39%, p=0.20).

Three prospective studies examined the association of smokingmarijuana with

change in FEV1 and found no effect; however, populations were young and

duration and intensity of exposure in most studies was limited.

CONCLUSIONS: There is low to moderate strength evidence that suggests

smoking marijuana is associated with cough, sputum production, and symp-

toms of chronic bronchitis. Studies of marijuana use over a longer period are

needed to better understand the effect of marijuana use on pulmonary function

and the development of obstructive lung disease.

EFFECTS OF THE VA PATIENT CENTERED MEDICAL HOME

INITIATIVE ON HEALTHCARE UTILIZATION: RESULTS AFTER

FOURYEARS Edwin Wong1, 3; Chuan-Fen Liu2, 3; Eric Gunnink1; Stephan

D. Fihn4; Paul Hebert1, 3. 1VA Puget Sound Health Care System, Seattle, WA;
2VA Puget Sound Health Care System, Seattle, Seattle, WA; 3University of

Washington, Seattle, WA; 4Department of Veterans Affairs, Seattle, WA.

(Control ID #2941845)

BACKGROUND: In 2010, the Veterans Health Administration (VA) imple-

mented the patient-centered medical home (PCMH) model of primary care

delivery at all outpatient clinics nationwide. PCMH implementation over the

first 2 years was associated with modestly greater primary care visits, and

modestly fewer hospitalizations for ambulatory care sensitive conditions and

outpatient mental health visits. This study provides an update to prior work by

examining the effects of VA's PCMH initiative on healthcare utilization over

the first 4 years of implementation.

METHODS: This observational study used VA administrative data tracking

patient characteristics, clinical diagnoses and healthcare utilization from Octo-

ber 2002 to September 2014. We examined utilization for a random sample of

2.1 million unique VA patients receiving care from 972 VA clinics. All clinics

participated in the PCMH initiative, so we applied interrupted time series

models to estimate PCMH attributable utilization changes. Outcomes included

outpatient visits for primary care, specialty care, mental health and procedures;

and total, medical, mental health and ambulatory care sensitive (ACS) hospi-

talizations. We modeled quarterly utilization rates as a function of patient

demographics, comorbidity, facility characteristics and time. We extrapolated

differences in utilization with and without PCMH for all quarters following

implementation, and summed differences that were statistically significant. We

then calculated aggregate differences as a percentage of the total observed

number of visits after PCMH implementation. Separate models were estimated

for patients age <65 and 65+ to account for non-VA utilization by patients with

Medicare benefits.

RESULTS: Following PCMH implementation, we identified statistically sig-

nificant departures from long run trends for several utilization categories.

Among patients age <65, outpatient utilization decreased by 3.4%, 7.1% and

9.3% for specialty care, mental health and procedure-based visits, respectively.

We also observed a 12.3% increase in mental health hospitalizations. Among

patients age 65+, outpatient utilization increased by 2.3% for primary care
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visits, but decreased by 22.6% for procedure-based visits. For inpatient utili-

zation, PCMH increased mental health hospitalizations by 7.7%, but decreased

ACS hospitalizations by 5.5%.

CONCLUSIONS: PCMH implementation in VA produced heterogenous

results. We found PCMH was associated with declines in several categories

of outpatient utilization, particularly for age <65 patients, and an increase in

primary care utilization for age 65+ patients. PCMH was also associated with

an increase in mental health hospitalizations and fewer potentially avoidable

hospitalizations. These findings contribute to a wide body of research

consisting of mixed evidence on the effect of PCMH initiatives on utilization.

Also, the decline in mental health visits and ACS hospitalizations coincides

with prior work measuring effects of PCMH in VA over the first 2 years.

EMBODIED CONVERSATIONAL AGENTS FOR PATIENTS WITH

ADVANCED ILLNESSES INTERVENTION DESCRIPTION AND

TRIAL DESIGN Katherine Waite1; Lori Henault1; S. E. Armstrong1; Sarah

M. Jones1; Zhe Zang2; Dina Utami2; Ameneh Shamekhi2; Stefan Olafsson2;

Timothy Bickmore2; Michael K. Paasche-Orlow3, 1. 1Boston Medical Center,

Boston, MA; 2Northeastern University, Boston, MA; 3Boston University,

Boston, MA. (Control ID #2943501)

BACKGROUND: Although various interventions have been developed to

address palliative care needs for patients with specific diseases, little has been

done to address the overall quality of life for adults living with serious illness.

This trial aims to test an easy to use technology platform to empower patients

with chronic diseases in what is likely to be the last year of their life. The

intervention consists of a tablet-based embodied conversational agent (ECA)

for patients with advanced illnesses to provide the following functions: (1)

symptom monitoring and medication counseling; (2) physical activity promo-

tion; (3) stress reduction; (4) spiritual needs assessment and support; (5)

advanced care planning; and (6) story telling module.

METHODS: A randomized controlled trial is being utilized to compare usual

care (UC) versus usual care plus the agent (UC+ECA) for patients 21 or older,

with a life expectancy of < 1 year, from outpatient clinics at Boston Medical

Center (BMC). Each subject is enrolled along with a caregiver. Baseline data is

collected at the first meeting and monthly phone surveys are conducted for six

months after enrollment for follow-up on quality of life issues and unexpected

medical visits. Intervention subjects are encouraged to use the system daily for

the six-months they are enrolled. Data alerts from the system are monitored by

a study nurse, who communicates with members of the patient's care team

when needed (e.g., symptom not well controlled, concern regarding a medi-

cation side effect). Control subjects also receive monthly phone calls.

RESULTS: To date, 14 of 300 patients have been enrolled in this project.

Eight participants have received the tablet intervention and 6 control subjects

have been enrolled. All participants are still actively enrolled and participating

in the study. Interim system use and participant experience will be presented in

April of 2018 at the Society of General Internal Medicine conference.

CONCLUSIONS:Wewere able to successfully develop and evaluate an ECA

interface with adult patients dealing with advanced illness.

EMERGENCY ABSENTEE VOTING FOR HOSPITALIZED PA-

TIENTS Elijah Douglass; Martin F. Shapiro. NYP-Weill Cornell, New York,

NY. (Control ID #2944689)

BACKGROUND: In 2016 there were an estimated four to five hundred

thousand people of voting age hospitalized on an average day. Citizens who

are unable to make it to the polls on election day because of acute illness may

still vote via a process often referred to as "emergency absentee voting." The

number of hospitalized voters who vote emergency absentee in the days

leading up to an election is unknown, but if even a fraction of those eligible

did vote it could impact the outcome of elections. State and local elections are

routinely decided by dozens to hundreds of votes and the 2000U.S Presidential

Election was won by 537 votes in Florida, a state that had thousands of voters

hospitalized on election day. The laws governing the voting rights of this

population are enforced at the state level and vary state to state. We sought to

identify and characterize the regulation of and barriers to emergency absentee

voting in each state.

METHODS: Information regarding state voting laws was collected from state

statutes, Secretary of State websites, and conversations with staff at local

Boards of Elections.

RESULTS: All states allow for some form of emergency absentee voting and

the process is relatively uniform among states. The hospitalized voter must

obtain and complete an official absentee ballot request form which must then

be delivered by a designated agent to the local Board of Elections. If the ballot

request is approved, the agent must then bring the blank ballot back to the

hospitalized voter to be voted. Once complete, the agent must again travel to

the Board of Elections to deliver the the voted ballot. Eleven states do not allow

voters hospitalized after business hours the day before the election to vote

absentee. In addition to the logistical difficulty of obtaining an emergency

absentee ballot, hospitalized voters in some states face additional barriers

including the need for photo ID, need for their physician to complete an

additional form, and/or the need for their documents to be witnessed or

notarized. At least fifteen states have provisions in their statutes detailing a

process in which election officials must travel to hospitalized voters to admin-

ister ballots if requested, but nearly all of the local Boards of Elections

contacted admit limited resources make this logistically impossible. Three

states have mail-only voting which eliminates the need for emergency absentee

voting altogether.

CONCLUSIONS: The procedure for emergency absentee voting is onerous

and puts a great deal of responsibility on the hospitalized voter and his/her

family who are likely focused on healing and often unaware of local absentee

voting procedures. Hospitals are uniquely positioned to streamline emergency

absentee voting for eligible patients by implementing programs that simplify

and centralize the process. This is an opportunity for hospitals to enfranchise

vulnerable populations and empower their communities. Further research

should quantify and examine the efficacy of existing hospital programs.

EMERGENCY DEPARTMENT TO INPATIENT HANDOFF: DOES

LANGUAGE AFFECT MEDICAL STUDENTS' SENSE OF UNCER-

TAINTY? Arabella L. Simpkin1, 2; Zachary Murphy1; Katrina Armstrong1.
1Massachusetts General Hospital, Boston,MA; 2University of Oxford, Oxford,

United Kingdom. (Control ID #2906890)

BACKGROUND: Communication and handoff failures are common causes

of 'sentinel events' in hospital. Human quest for certainty can increase likeli-

hood of premature closure in decision-making, the most common phenomenon

in misdiagnosis. How a message is tailored, and subsequently encoded by the

recipient, can affect human response to a given message, though there is little
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research on whether language choice in handoff communications affects sense

of uncertainty in physicians, particularly in clinical settings. This study aimed

to determine whether variations in language to describe the presumed diagno-

sis in a clinical handoff scenario would lead to higher levels of anxiety due to

uncertainty and greater uncertainty about the clinical diagnosis.

METHODS: This was a randomized experimental design in a large medical

school in the United States. Medical students with direct clinical experience

within the hospital setting (year 2 onwards) received four hypothetical clinical

handoff scripts from emergency department (ED) to inpatient ward. Students

were randomized to receive one of four language variations to describe the

presumed diagnosis: the control language arm used the word ‘diagnosis'; the

experimental arms replaced this word with either ‘hypothesis', ‘probability of

60%', or ‘working diagnosis' with a short differential. Outcome measures were

anxiety due to uncertainty, and clinical uncertainty about the ED provider's

presumed diagnosis.

RESULTS: Anxiety due to uncertainty was significantly higher in subjects

receiving the ‘hypothesis' language arm than those receiving the control

‘diagnosis' language (20 vs 15.5, p<0.005). There was a trend for higher

anxiety due to uncertainty in subjects who received the probability language

(18 vs 15.5, p=0.16) and the ‘working diagnosis' language (17 vs 15.5,

p=0.57). There was no difference in items assessing clinical uncertainty after

each scenario.

CONCLUSIONS: The word ‘hypothesis' resulted in higher anxiety due to

uncertainty, compared to the word ‘diagnosis' for identical clinical scenarios,

reflecting a difference in awareness of uncertainty. This is the first study to

show that the word ‘diagnosis', often used while still in the clinical reasoning

process, may have unintended correlations with certainty, increasing risk of

premature closure and diagnostic error. This lends support to careful consider-

ation of the language used in healthcare settings, especially in handoff scenar-

ios. Further research is needed to understand the implications language choice

may have on medical decision-making and diagnostic error.

EMOTIONAL AND SEXUAL ABUSE ARE ASSOCIATED WITH

AGING-RELATED GENITOURINARY DYSFUNCTION AMONG

OLDER COMMUNITY-DWELLING WOMEN Carolyn J. Gibson1;

Nadra Lisha2; Louise Walter2; Alison J. Huang2. 1San Francisco VA Medical

Center, San Francisco, CA; 2University of California, San Francisco, San

Francisco, CA. (Control ID #2945264)

BACKGROUND: Among reproductive-aged women, exposure to interper-

sonal violence is associated with genitourinary symptoms. Little is known

about the health-related impact of these exposures among older women, who

tend to experience different and more prevalent genitourinary symptoms due to

aging. In this study, we examined relationships between interpersonal violence

and aging-related genitourinary dysfunction among older women.

METHODS: We analyzed data from the National Social Life, Health, and

Aging Project (NSHAP), a national area probability sample of community-

dwelling adults born between 1920-1947. We used cross-sectional data from

home-based study visits conducted in 2005-2006 to examine interpersonal

violence exposures (lifetime sexual assault, past year emotional and physical

abuse), and past year genitourinary symptoms (urinary incontinence, other

urinary problems, and vaginal pain/lubrication problems with sexual inter-

course) among women participants. Multivariable logistic regression models

were used to relate interpersonal violence and genitourinary symptoms,

adjusting for age, race/ethnicity, body mass index, education, marital status,

parity, hormone therapy, depressive and anxiety symptoms, and self-reported

health. In exploratory models, we further adjusted for vaginal maturation, a

tissue-specific marker of aging-related urogenital atrophy obtained from vag-

inal self-swabs.

RESULTS: In this sample of 1551 women (mean age 69 ± 2 years), 9%

reported having experienced sexual assault, 23% reported past year emotional

abuse, and less than 1% reported past year physical abuse. Forty-two percent

reported urinary incontinence, 17% reported other urinary problems, and 42%

of sexually active women (n=527) reported vaginal symptoms with inter-

course. In multivariable analyses, women with a lifetime history of sexual

assault were more likely to report vaginal symptoms (OR 2.77, 95% CI 1.20-

6.36), while women who reported past year emotional abuse were more likely

to report urinary incontinence (OR 1.63, 95% CI 1.14-2.33) or other urinary

problems (OR 1.89, 95% CI 1.20-2.97). Past year physical abuse was not

included in models due to its low prevalence in the cohort. In exploratory

analyses among women who provided vaginal self-swabs (n=869), adjustment

for vaginal maturation did not change relationships for urinary outcomes, but

did attenuate associations with vaginal symptoms (OR 2.22, 95% CI .84-5.84).

CONCLUSIONS: Sexual assault and emotional abuse may play an important

role in the development and experience of aging-related genitourinary dys-

function in older women, independent of demographic or clinical factors as

well as tissue-specific markers of urogenital aging. These findings point to the

need for greater recognition of the prevalence and importance of traumatic

exposures by clinicians caring for older women.

EMOTIONAL COMMUNICATION IN HIV CARE: AN OBSERVA-

TIONAL STUDYOF PATIENTS' EXPRESSED EMOTIONAL NEEDS

Jenny Park1; Somnath Saha2; Dingfen Han1; Mary Catherine Beach1. 1Johns

Hopkins University, Baltimore, MD; 2Portland VA Medical Center, Portland,

OR. (Control ID #2945248)

BACKGROUND: High-quality communication improves patient satisfaction

and clinical outcomes. Emotional support is an essential component of good

communication, yet studies show that clinicians commonly miss opportunities

to provide empathetic responses to emotional statements made by patients. Our

study explores the expressed emotional issues raised by patients new to HIV

care, and the nature and predictors of supportive clinician responses.

METHODS: We enrolled 20 HIV clinicians and 43 English-speaking adult

patients newly establishing HIV care at an urban academic medical center.

After all participants gave consent, encounters were recorded, transcribed, and

coded using the Verona Coding Definitions of Emotional Sequences (VR-

CoDES). VR-CoDES categorizes how emotional issues are expressed by the

patient (in terms of more subtle ‘cues' vs. more explicit ‘concerns') and how the

provider responds in terms of providing space for the patient to talk (e.g. asking

questions, empathy, acknowledgement) vs. reducing space (e.g. ignoring,

giving information/advice). Each enrolled patient was eligible to be recorded

up to three times within the first three months of HIV care. We used logistic

regression analyses with generalized estimating equations to account for clus-

tering of patients within providers to assess the associations between types of

patient utterances with provider responses.

RESULTS: We audio-recorded 91 encounters for the 43 patients. Of the 91

encounters, 65 contained emotional dialogue (71%). Within those 65 encoun-

ters, there were 250 specific patient emotional utterances (range 1-16). About
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half (130/250) of the emotional utterances were related to medical issues (e.g.

HIV diagnosis, symptoms and treatment); the remainder were related to the

patient's other life circumstances (e.g. death or illness of family members,

financial strain). Patients more frequently expressed their emotions with subtle

cues (n=184, 74%) rather than explicit concerns (n=66, 26%). Providers most

frequently responded by providing (n=205, 82%) rather than reducing (n=45,

18%) space for patients to talk further. Providers were less likely to provide

space for patients when the emotional statement was medically-related (OR

0.36; 95%CI 0.21-0.62) and for subsequent vs. initial emotional statements

(OR 0.44; 95%CI 0.21-0.96). Clinicians were more likely to make direct

empathy statements when patients explicitly stated a concern vs. more subtle

cue (OR 2.20; 95%CI 1.07-4.51).

CONCLUSIONS:Newly-enrolled HIV patients more often express emotions

subtly with cues rather than explicitly with direct concerns. Clinicians express

empathy less often for emotional cues vs. concerns, and provide less space for

expressed emotions that are medically-related and those that are repeated.

Further research should explore how clinician response impacts patients, and

how clinicians can best balance efficiency with effectiveness of emotional

support.

ENGAGING PATIENT & FAMILY ADVISORY COUNCILS (PFACS)

IN INTERNAL MEDICINE QUALITY IMPROVEMENT & RE-

SEARCH EFFORTS: BARRIERS AND OPPORTUNITIES James D.

Harrison1; Maureen Fagan2; Wendy Anderson1; Edmondo Robinson3; Jeffrey

L. Schnipper4; Gina Symczak5; Catherine Hanson6; Martha Carnie2; JIm

Banta5; Sherry Chen1; Jonathan Duong1; Celene Wong2; Andrew Auerbach1.
1University of California San Francisco, San Francisco, CA; 2Center for

Patients and Families, Brigham&Women's Hospital, Boston,MA; 3Christiana

Care Health System, Wilmington, DE; 4Brigham and Women's Hospital,

Boston, MA; 5Intensive Care Unit Patient & Family Advisory Council, Uni-

versity of California San Francisco, San Francisco, CA; 6University of Mich-

igan Local Patient and Stakeholder Council, Ann Arbor, MI. (Control ID

#2913325)

BACKGROUND: Patient & Family Advisory Councils (PFACs) are groups

of patients, family members and caregivers who meet regularly to share their

experiences of healthcare. Over 50% of acute care hospitals have PFACs.

PFACs can also provide an opportunity to engage its members in research

and quality improvement (QI) efforts, but this process has not been well

defined. The aim of this study is to describe barriers to PFAC member

engagement in research and QI efforts and strategies to support engagement

in this context.

METHODS: A team comprising of patient advisors, researchers, physicians

and nurses were involved in all stages of this qualitative study. The study took

place within the Hospital Medicine Re-Engineering Network (HOMERuN), a

national Hospital Medicine collaborative that conducts multi-center research to

improve the outcomes of patients with acute illnesses. We invited PFAC

members, PFAC leaders, hospital leaders and researchers from HOMERuN

to participate in either a focus group or individual interview. Standardized

questions were used to explore PFACmember engagement in research and QI.

We used content analysis to analyze data.

RESULTS: Eighty stakeholders (45 PFAC members, 12 PFAC leaders, 12

hospital leaders, 11 researchers) from 9 academic medical centers that are part

of HOMERuN participated in 8 focus groups and 19 individual interviews.

Barriers to PFAC member engagement in research and QI were organized into

categories including; 1) individual PFAC member reluctance (2) lack of skills

and training for patients, caregivers, and researchers, 3) problems finding and

connecting with PFAC members at the right time (Table 1). Strategies to

support PFAC member engagement in research and QI included; 1) tools and

training 2) creating an environment where the PFAC members are making a

unique contribution, 3) building community between PFAC members and

researchers, 4) best practice activities to facilitate engagement (Table 1). Rep-

resentative quotes supporting each category are available.

CONCLUSIONS: Barriers to engaging PFAC members in research and QI

relate to patients' negative perceptions of research and a lack of training for

both patient and research stakeholders. Creating supportive environments to

build community between PFACmembers and researchers and QI experts are a

foundation for effective partnerships. Our study has identified shared training

opportunities and activities for PFAC members and researchers to build skills

that facilitate engagement.

ENHANCING PRESSURE ULCER RISK-ADJUSTMENT MODEL

WITH CENSUS DATA TO STUDY EFFECT OF DISABILITY AND

SOCIAL DETERMINANTS OFHEALTH Jennifer Meddings; Shawna N.

Smith; Ashley M. Snyder; Laura D. Petersen; Laurence F. McMahon. Univer-

sity of Michigan, Ann Arbor, MI. (Control ID #2927835)

BACKGROUND: Advanced-stage hospital-acquired pressure ulcers

(HAPUs) are one of the costliest hospital-acquired complications (HACs).

The Centers for Medicare and Medicaid Services' (CMS) Hospital-Acquired

Complications Reduction Program (HACRP) target HAPUs as measured by

the Patient Safety Index-3 (PSI-3) as part of a value-based purchasing strategy

aimed at reducing HACs. To compare across hospitals, the PSI-3 uses a risk-

adjustment model that accounts for clinical comorbidities but not measures of

disability or social determinants of health beyond exclusion of certain patient

populations from measurement, such as paralyzed patients. Here, we use

Census data to examine the impact of community-level measures of disability

and social determinants of health as enhancements to CMS's current risk-

adjusted model for HAPUs.

METHODS: In this retrospective cohort study, we used patient-level dis-

charge data from the Healthcare Cost and Utilization Project State Inpatient

Databases from three states for 2012-2014 to identify advanced-stage HAPUs.

This patient-level data was linked with ZIP code-level data on functional

status, socioeconomic status (SES), and social support from the American

Community Survey (ACS). Our ACS adjustment factors included the percent-

age of respondents aged 65 and older that: were married; reported difficulty

dressing or bathing; had top-quartile income; and receivedMedicaid. Hospital-

level measures of percentage Black/African-American admissions and calen-

dar year were also included. Multilevel logistic models with an offset for

CMS's current PSI-3 risk adjustment were used to assess the added impact of

these variables on HAPUs. Likelihood ratio tests compared the current risk-

adjustment model with ACS-enhanced models.

RESULTS: Among 7,562,346 discharges, 3,565 (0.05%) had a diagnosed

advanced-stage HAPU recorded. HAPUs were less common in 2014 than

2012 (odds ratio (OR)=0.91, p=0.03). Social support (% 65+ married) was

associated with decreased odds of developing a HAPU (OR=0.95; p=0.004).

Functional status, SES, and hospital-level race were not associated with

HAPUs. A likelihood ratio test comparing the enhanced model to current
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CMS risk adjustment showed significant improvement (LRΧ2(7)=17.37,

p=0.015).

CONCLUSIONS: Current HAPU risk-adjustment models designed to stan-

dardize comparison across hospitals fail to account for potentially important

non-clinical variables, including disability and social determinants of health.

Here we find evidence that even community-level social support - a relatively

indirect measure of actual patient-level social support - affects patient odds of

developing an advanced-stage HAPU after accounting for Medicare's current

risk adjustment. This result supports the collection of patient-level social

determinants to modify national "value-based" payment models.

ENHANCING THE CMS RISK ADJUSTMENT MODELS FOR RE-

ADMISSIONAFTER HIPANDKNEE REPLACEMENTWITHMEA-

SURES OF DISABILITY AND SOCIAL DETERMINANTS OF

HEALTH Shawna N. Smith; Jennifer Meddings; Ashley M. Snyder; TImothy

Hofer; Laurence F. McMahon; Laura D. Petersen; Brian R. Hallstrom. Uni-

versity of Michigan, Ann Arbor, MI. (Control ID #2908071)

BACKGROUND: The Centers for Medicare and Medicaid Services (CMS)

apply multiple value-based purchasing strategies to reduce costs associated

with Medicare's most common and expensive surgeries - hip and knee replace-

ments. One such strategy is hospital readmission penalties, wherein hospitals

with more readmissions following hip/knee replacements than predicted by

current CMS risk-adjustment models are subject to Medicare reimbursement

penalization. However, current CMS risk-adjustments are largely clinical and

fail to account for patient sociodemographic and disability measures. Here, we

assess the impact of community-level measures of functional status, social

support, and socioeconomic status (SES) as potential enhancements to CMS's

current risk-adjusted model for readmission after hip/knee replacement.

METHODS: In this retrospective cohort study, we generated readmissions

from patient-level discharge data from the Healthcare Cost and Utilization

Project State Inpatient Databases from Florida, Washington and New York for

2012-2014. This was linked with ZIP code-level data on functional status,

social support, and SES from the American Community Survey (ACS). ACS

adjustment factors included the percentage of respondents aged 65+ that had

difficulty dressing or bathing (functional status); were married (social support);

had top-quartile income (SES); and received Medicaid (SES). Hospital-level

percentage black/African-American admissions and calendar year were also

included in the enhanced model. Multilevel logistic models with an offset for

CMS's current risk adjustment were used to assess the impact of these variables

on readmission. Likelihood ratio tests compared the current CMS model with

ACS-enhanced models.

RESULTS: Among 183,772 hip/knee replacement index admissions, 8,110

(4.4%) had unplanned 30-day readmissions. Readmissions declined over study

period (odds ratio (OR)=0.94; p<0.001). Social support (% 65+ married) was

associated with decreased odds of readmission (OR=0.97; p=0.033) and

hospital-specific percent black/African-American admissions with increased

odds of readmission (OR=1.05; p=0.022), net other factors. Functional status

and SES were not significant predictors of readmission. A likelihood ratio test

comparing the enhanced model to current CMS risk adjustment showed

significant improvement (p<0.01).

CONCLUSIONS: Prior work has shown functional status, social support, and

socioeconomic status to have important impacts on readmission, but that their

impacts are variable by clinical condition. In the case of hip/knee replacement,

community-level measures of social support and hospital-level measures of

black/African-American admissions are associated with differing odds of

readmission even after accounting for the current CMS readmission risk

adjustment. Failure to adjust for these differences in risk-adjustment models

may disadvantage hospitals that serve populations with less social support and/

or higher proportion of black/African-Americans.

ENSNARED BY COLOR BLINDNESS: DISCOURSE ON

HEALTHCARE DISPARITIES Brooke A. Cunningham; Andre Scarlato.

University of Minnesota Medical School, Minneapolis, MN. (Control ID

#2946504)

BACKGROUND: Colorblindness is the dominant framework that White

Americans and a growing number of Black Americans use to interpret and

respond to racial inequality. Individuals who adhere to colorblind ideology

minimize the role of racism in shaping institutional behavior, individuals'

beliefs, social interactions, and outcomes for racial minority populations. We

use qualitative data to explore the ways in which aspects of colorblind

ideology– its minimization of racism, cultural racism, abstract liberalism, and

semantic moves—inform the ways in which health care personnel "make

sense" of healthcare disparities.

METHODS: As part of a larger project on "health equity climate"

conducted in 2014 in a large Minnesota health care system, we conducted

21 semi-structured interviews with key informants and 7 focus groups

with administrators, nurses, and physicians. Key informants were purpose-

fully sampled based on their role in the health care system and included

senior executives division heads intermediate-level managers and equity

team members. The focus groups were held with senior administrators,

clinical service line leaders, nurse executives; inpatient nurse managers;

cancer care providers; cancer clinical staff (e.g., social workers, care

coordinators, etc.); and primary care providers. Interviews and focus

groups were audiotaped and transcribed. The transcripts were coded both

inductively and deductively for themes using the constant comparative

method. The PI and a second coder independently coded each transcript

and then compared and reconciled their codes.

RESULTS: In line with colorblindness, race was considered only one of many

factors associated with health disparities, socioeconomic status being most

important. Respondents believed that all patients were treated equally by the

healthcare system, in part due to race-neutral care processes and guidelines.

Because our respondents overwhelmingly disavowed differential treatment,

calls to disaggregate quality data by race seemed antithetical to equality. When

respondents discussed health care disparities, they focused on the interpersonal

level, i.e., how providers and staff treat patients, and on patients' beliefs and

behaviors. Drawing on abstract liberalism, respondents strongly endorsed

patient responsibility for outcomes. Respondents also used several semantic

moves common to colorblindness to refute suggestions of racial inequality,

such as referencing blind spots or the diversity of personal networks, to explain

their awareness (or lack thereof) of racial disparities.

CONCLUSIONS: Like other Americans, health care professionals use

the colorblindness frame as they seek to understand health care dis-

parities. To reduce racial disparities in health and health care, it will

be important to communicate to stakeholders the ways in which

colorblindness upholds the racial status quo and inhibits efforts to

promote health equity.
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ESTIMATING CORRELATION BETWEEN PROBABILITY OF

PERIOPERATIVE CARDIAC EVENTS AND CORONARY ARTERY

DISEASEMatthew A. Pappas. Cleveland Clinic Foundation, Cleveland, OH.

(Control ID #2936812)

BACKGROUND: Cardiac stress tests are used to diagnose coronary artery

disease (CAD). During risk assessment before noncardiac surgery, stress tests

are ordered partly based on the probability of perioperative cardiac events,

rather than the predicted probability of CAD. While those risks are correlated,

the current approach may lead to testing patients at low pretest probability of

CAD, and thus substantial proportions of false positive tests. We set out to

estimate the pretest probability of CAD for patients undergoing noncardiac

surgery.

METHODS:We obtained 2009 data from the American College of Surgeons'

National Surgical Quality Improvement Program (NSQIP), a representative

sample of patients undergoing surgery at participating hospitals. We excluded

patients undergoing cardiac surgery and those with a prior diagnosis of CAD.

In the remaining cohort, we predicted the probability of perioperative cardiac

events using the Myocardial Infarction or Cardiac Arrest (MICA) estimator,

one tool included in current ACC/AHA guidelines for preoperative risk strat-

ification. We imputed dyslipidemia, then estimated the probability of CAD

using the risk prediction tool currently recommended by the European Society

of Cardiology.

RESULTS: The median predicted probability of CAD in the overall

cohort was 5.1%. Among patients with a predicted risk of a periop-

erative event of 1% or greater, the median probability of CAD was

18.1% (5th-95th percentile: 2.7%-52.6%). Among this subset of pa-

tients potentially recommended for stress testing, 41% had a predicted

probability of CAD under 15%. In this range, positive results are more

likely to be false positives than true positives.

CONCLUSIONS: Many patients selected for preoperative cardiac

stress testing based on perioperative event risk are likely to have

low pretest probability of CAD. Positive test results among such a

cohort are highly likely to be false positive testing. Substantial num-

bers of patients undergoing noncardiac surgery have a predicted risk

of CAD sufficiently low that stress testing is more likely to misclas-

sify than to accurately diagnose CAD.

Figure. Boxplot (outliers not shown) of predicted probability of CAD, above

and below a 1% risk of a perioperative cardiac event.

ETHICAL CHALLENGES IN THE CARE OF UNREPRESENTED

ADULTS IN THE SAFETY NET Aradhana Verma2; Alexander Smith1;

Anna H. Chodos1, 1. 1UCSF, San Francisco, CA; 2California Northstate

University, Elk Grove, CA. (Control ID #2942282)

BACKGROUND: Ethical challenges in decision-making for unrepresented

adults, i.e. those who lack capacity to make medical decisions and have no

identifiable surrogate, is a pressing concern in safety net health care systems

where patients are particularly vulnerable.

METHODS:We performed semi-structured interviews with key stakeholders

in San Francisco's safety net health care system and city services, including

clinicians, social workers, the Public Guardian, court investigators, and Adult

Protective Services, as well as national experts (total n= 20) to understand

challenges in caring for unrepresented adults. Questions explored their roles in

working with unrepresented adults, thoughts on the process for decision

making for unrepresented adults, and potential alternatives to the current

process. Interviews were recorded and transcribed, and we performed content

analysis using Dedoose v7.6.17 to identify major themes related to ethical

challenges.

RESULTS: Interviewees, who feel they have moral agency, grappled with

multiple ethical dilemmas around decisionmaking. Interviewees were con-

cerned with ensuring that patients were "safe" (beneficience) and acknowl-

edged that maximizing safety impinged on patients' autonomy. Others

expressed wishing to avoid harm (nonmaleficence) as the primary driver of

their actions and that this conflicted with respect for autonomy. What was

considered harm varied, for example preventing someone from being harmed

in her living situation or concern about harm from poor decisionmaking.

Challenges around respecting autonomy were expressed by all interviewees:

concern about taking away the rights of a person too quickly; paternalism in the

approach to care; and the failure to incorporate patient views and values.

Distributive justice was a concern of many interviewees with regard to poten-

tially inappropriate and disproportionate use of hospital resources. Lastly,

stakeholders stressed the importance of a consistent and fair process (proce-

dural justice). Interviewees conveyed the large emotional burden on them and

the unrepresented adult from these dilemmas.

CONCLUSIONS:We identified that caring for unrepresented adults presents

complex dilemmas between competing ethical concerns for stakeholders in a

safety net health care system. Ethical challenges in the care of these adults

exacts a moral and emotional toll on providers.

EVALUATINGAN INNOVATIVEVARESIDENTGROUPPRACTICE

MODEL IN BLOCK SCHEDULINGKelly J. Crotty1, 2; Sabrina Felson1, 2;

Joseph Leung3; Jacob Felson4. 1New York University, NY, NY; 2Department

of VeteransAffairs, NewYork, NY; 3VANewYork Harbor Healthcare System,

New York, NY; 4William Paterson University, Wayne, NJ. (Control ID

#2938441)

BACKGROUND: The New York University (NYU) internal medicine resi-

dency program converted to block schedule in July 2015. Sixty-five NYU

residents have their continuity clinic site at New York Harbor VA (VA). Here,

we practice in the medical home model (termed PACT), with NYU residents

divided into 3 PACT teams. When we implement block scheduling, we also

developed team-based group practices within these PACTs. Cohorts of resident
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providers serve as coverage for their fellow PACTresidents when they are busy

with inpatient responsibilities.

METHODS: This study evaluates the impact of a scheduling change and the

implementation of group practices among residents at the VA fromApril 2015-

June 2016; we surveyed residents from Bellevue Hospital over the same period

for comparison. We estimated the impact of interventions on the following

clinical outcomes: hypertension control, diabetes control, smoking cessation

rates, influenza vaccination rates, and age-appropriate cancer screening rates

for patients empaneled in the VA residents' clinics by comparing FY2014 data

to FY2016 data. For each outcome, we estimated changes using linear regres-

sion models. We also estimated the impact of the intervention on residents'

perceptions of self-efficacy, knowledge, and clinic workload & coordination.

These were measured by factor scores generated from confirmatory factor

analysis of answers to 23 survey questions administered before and after the

intervention. The confirmatory factor model fit the data well according to

standard metrics (RMSEA = 0.00; NNFI = 1.0).

RESULTS: Influenza vaccination rates and hypertension control increased

significantly during the study period. Change in the other outcomes – smoking

cessation, mammogram screening, colorectal cancer screening, hypertension

control and diabetes control –was in the predicted direction but not significant.

In terms of changes in attitudes over the study period, we used linear regression

models from three specifications – the full sample with no controls, the full

sample with a control for cohort, and the paired sample of pre- and post-tests.

We found that the intervention positively impacted residents' perceptions of

clinic workload & coordination as well as their perceptions of relevant knowl-

edge. The impact on self-efficacy is less clear, since the difference was only

significant among the full sample, but not in the other two specifications.

CONCLUSIONS: The transition to block scheduling and the creation of

group practices within the VA resident clinics has had a positive impact both

on resident attitudes towards VA clinic and on clinical outcomes. Specifically,

residents' knowledge of clinic functioning and perception of clinic workload &

coordination improved. We also saw statistically significant improvements in

influenza vaccination rates and hypertension control and no worsening in

tobacco cessation rates, diabetes control, or age-appropriate cancer screening

rates. Thus, this change improved training and had an impact on health

outcomes.

EVALUATING THE EFFECTS OF POINT-OF-CARE-ULTRASOUND

CURRICULUM IN AN INTERNAL MEDICINE RESIDENCY PRO-

GRAM Matt Ray; Nicholas Auble; jessica lundgren; Sarah Newton; Kang

Zhang. Internal Medicine Residency Spokane, Spokane, WA. (Control ID

#2944079)

BACKGROUND: The use of Point-of-care ultrasound (POCUS) is a rapidly

evolving technology that is being utilized in nearly all medical specialties. In

general internal medicine, POCUS has been shown to augment the bedside

physical exam, reduce-related procedural complications and more recently,

being utilized as a tool to aid in clinical decision making. However, a nation-

wide survey of Canadian internal medicine residents found that lack of

POCUS-comfortable faculty in residency programs represented the largest

barrier to utilization of POCUS. In order to train the next generation of

residency faculty, this generation of physicians should be comfortable with

POCUS. To this effect, POCUS residency training can serve as a catalyst for

the wider adoption of competent bedside ultrasound utilization.

METHODS: A single-center, three-year internal medicine residency training

program designed and implemented an annual four hour POCUS workshop

that started in 2015 for all first year residents. The content focused on the

application and utilization of POCUS that is frequently encountered in general

internal medicine. This training consisted of lecture-based instruction, follow-

ed by hands-on scanning. A survey was sent to all senior residents who

completed the POCUS workshop in 2015 and 2016. The survey assessed

several domains including their overall perception of POCUS in clinical

practice to actual utilization of POCUS in clinical decision making.

RESULTS: 20 senior resident responded to the survey. Nearly 83% of senior

residents found POCUS to be useful in general medicine and felt it would be

important to incorporate POCUS into core internal medicine curriculum. 72%

of senior residents surveyed have used ultrasound "several times a month"

either to augment their physical exam or used POCUS for clinical decision

making. 77% of those surveyed responded they will likely use POCUS in their

future careers. Finally, senior residents were allowed to write-in barriers to

using POCUS. The major barriers identified were lack of trained faculty to

teach POCUS and lack of machines.

CONCLUSIONS:After implementation of POCUS workshop, we found that

senior residents were frequently using POCUS to augment their physical exam

or aid in their clinical decision making at the bedside. Vast majority of senior

residents felt there are very important clinical applications in POCUS that it

should be incorporated into the core internal medicine curriculum. Application

of POCUS is powerful and this small study shows that there is a need for

POCUS in internal medicine residency training

EVALUATION OF A CHOOSING WISELY™ INTERVENTION TO

REDUCE LOW-VALUE ANTIBIOTIC PRESCRIBING AT A LARGE

SAFETY NET MEDICAL CENTER John N. Mafi1, 2; Rebecca Trotzky3;

Eric Wei3; Carmen A. Carillo4; Sitaram Vangala1; Charles E. Coffey3; Cath-

erine Sarkisian5. 1David Geffen School of Medicine at UCLA, Los Angeles,

CA; 2RAND Corporation, Santa Monica, CA; 3LAC+USC Medical Center,

Los Angeles, CA; 4University of California, Los Angeles, Los Angeles, CA;
5UCLA and Greater Los Angeles VA, Los Angeles, CA. (Control ID

#2940768)

BACKGROUND: National prescription rates of low-value antibiotics for

uncomplicated bronchitis remain unacceptably high, including at LAC+USC

Medical Center—one of the nation's largest safety net medical centers. In an

effort to decrease iatrogenic patient harm, we evaluated a clinician audit-

feedback and behavioral "nudge" program to reduce low-value antibiotics for

bronchitis.

METHODS: Design: pre-post quasi-experiment comparing antibiotic pre-

scriptions at LAC+USC Urgent Care Center (intervention site) vs. LAC+USC

Emergency Department and Primary Care Practices (control sites). Data:

electronic health record (EHR) data to identify patients with acute bronchitis

and bronchitis NOS (excluding guideline-based red flags such as COPD, HIV)

from 11/21/2015-6/1/2017. Intervention: In a three-part intervention, the ur-

gent care medical director (1) emailed guidelines and presented journal club to

all urgent care clinicians (3 MDs,10 nurse practitioners [NPs], 2 physician

assistants [PAs]) on 11/21/2016, and then leveraged EHR performance data to

provide individual clinicians with case-specific audit-feedback (both emailed

and in-person while precepting with NPs/PAs) on low-value antibiotic pre-

scribing from 11/21/2016-present, and (3) using a behavioral "nudge", on 3/2/
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2017 urgent care clinicians signed a large poster committing to avoid prescrib-

ing low-value antibiotics for bronchitis, which was displayed in the clinic. Of

note, on 10/28/2016 LAC+USC clinicians at all sites received Centers for

Disease Control prescription pads for non-antibiotic treatments (e.g., decon-

gestants) to offer patients alternatives to antibiotics, in a broader health system

effort to reduce antibiotic prescribing. Primary outcome: low-value antibiotic

prescriptions rates per visit. Analysis: interrupted time-series analysis compar-

ing utilization between sites using a repeated measures logistic regression

model.

RESULTS: We identified 892 intervention and 3,522 control visits for bron-

chitis during the study period (n=3,773 patients). Baseline mean age/sex was

similar across both sites ~50 years/60% female. Among intervention visits,

antibiotic prescription rates declined from 43.3% to 18.6% after intervention

components 1 and 2 (education and audit-feedback) (relative ratio of the odds

ratios before vs. after the intervention: 0.41 95% CI [0.22-0.78]). While

prescription rates also declined at control sites from 37.3% to 24.2%, rates

declined more rapidly at the intervention vs. control sites (relative ratio of the

relative ratio of the odds ratios: 0.40 95% CI [0.19-0.81]) during the same

timeframe. We await more months of data in order to assess intervention

component 3 (poster nudge).

CONCLUSIONS: This education/clinician audit-feedback intervention in a

large safety net medical center substantially reduced low-value antibiotic

prescribing for uncomplicated bronchitis. These preliminary findings have

important implications for other U.S. health systems committed to improving

the safety and value of healthcare delivery.

EVALUATION OF A CLINICIAN-ADMINISTERED HEALTHCARE

NEEDS-BASED POPULATION SEGMENTATION TOOL IN A SIN-

GAPOREAN TERTIARY HOSPITAL Jia Loon Chong1; Yuyang Tan2;

Shalini Sri Kumaran2; Kok Seng Wong2; David Matchar1. 1Duke-NUS Med-

ical School, Singapore, Singapore; 2Singapore General Hospital, Singapore,

Singapore. (Control ID #2939195)

BACKGROUND: Population segmentation is a promising method for facil-

itating the delivery of targeted, patient-centered care for a population with

heterogeneous healthcare needs. A novel brief clinical instrument, the Simple

Segmentation Tool (SST) was developed for this purpose and psychometrical-

ly validated in an outpatient setting but its performance in an inpatient setting is

unknown. Thus, in this study we assessed the SST's psychometric properties

using an inpatient cohort study.

METHODS: All patients aged 55 years and above admitted to the

Singapore General Hospital (SGH) Department of Internal Medicine at

a single time point were rated by clinicians using the SST in a cross-

sectional manner. Adverse medical outcomes of study subjects were

then determined prospectively using the electronic medical records.

The SST was evaluated in terms of inter-rater reliability and predictive

validity for adverse medical outcomes.

RESULTS: Cohen's-Kappa for physician-physician inter-rater reliability for

medical Global Impression categorization was found to be 0.40, while that of

the other SST variables ranged from 0.32 to 0.61. Meanwhile, SST variables

were found to be predictive of adverse medical outcomes including emergency

department visits and non-elective hospital admissions.

CONCLUSIONS:Our study suggests that despite minimal training, clinicians

can utilize the SST in an inpatient setting to produce ratings with fair to

moderate inter-rater reliability and reasonable predictive validity. An explor-

atory analysis integrating both inpatient and outpatient SST ratings found SST

variables to demonstrate predictive validity for subjects across the health and

social service need spectrum. The SST was further refined based on areas for

improvement identified in this study. Future work includes assessment of the

fulfillment of service needs as indicated by the SSTand its effects on health and

economic outcomes.

EVALUATION OF CLINICAL AND SOCIAL FACTORS FOR PA-

TIENTS TAKING VERY LOW DOSE OF BETA BLOCKERS FOR

SYSTOLICHEARTFAILUREAdilMemon; Prerna Sharma; JasonGilbert;

Eric Pettyjohn; MegWhelan; Barbara Nyamndi; Suzanne Kemper;William H.

Carter. CAMC, Charleston, WV. (Control ID #2943625)

BACKGROUND: All guidelines agree that beta-blockers (BBs) should be

used for patients with systolic heart failure (SHF) to improve survival. BBs are

a class Ia indication for treatment of SHF based on 3 landmark clinical trials

(CIBIS-II, COPERNICUS, and MERIT-HF). Despite recommendations, the

doses of BBs prescribed are commonly less than target dose (TD).

Underdosing of BBs is suggested by doses less than 50% of TD and/or sinus

rate (SR) above 70 bpm whereas a very low dose of BB is 25% or less of the

TD. Clinical and social factors including depression, dizziness, ability to walk

without assistance, Morse Fall Scale score and living status, whether indepen-

dently or in a care facility, could be likely reasons for patients receiving a very

low dose of BB. Failure to achieve SR below 70 bpm might lead physicians to

use ivabradine which is a relatively new and expensive medication and is a

class IIa indication for SHF. The objective is to evaluate the clinical and social

factors affecting underdosing of BBs between the two patient groups with

≤25% of TD vs >25% of TD.

METHODS: A retrospective chart review was completed for SHF patients

admitted to Charleston Area Medical Center from 2007 to 2016. Doses of BB,

SR, and clinical/social factors were recorded. Patients over the age of 18 years

with diagnosed SHF (EF<40%) and on BB treatment for more than 8 weeks

prior to admission were included.

RESULTS: An initial sample size of 254 patients with SHF was

obtained. 65% (n=164) were on approved BBs. Of the patients on

approved BBs, 71% (n=117) were receiving ≤ 25% of the TD and

29% (n=47) were receiving >25% of the TD. Mean SR on admission

EKG was 85±19.5 in the ≤ 25% TD group, and 83±21.4 in the >25%

TD group. Of the 164 patients on approved BB therapy, SR could

only be recorded in 105 patients due to atrial pacing or atrial arrhyth-

mias; and 86 (82%) of these 105 had a SR >70 bpm on their initial

EKG. No statistically significant differences were identified between

the two groups when reviewing the clinical and social factors.

CONCLUSIONS: This study will help enable cardiovascular clinicians

to realize that although the use of BBs for SHF has improved dra-

matically since Get With The Guidelines; there is still marked

underdosing of approved BB and inappropriate use of non-approved

BB. We are unable to explain this practice based on the clinical and

social factors that may have led to underdosing of BBs. We found the

mean dose of BBs to be 25% or less of TD in 71% of patients on

approved BBs and only 18% of these patients had SR <70bpm.

Inappropriate dosing of BBs could potentially be responsible for

worsening outcomes and possible overutilization of ivabradine.
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EVALUATION OF ONLINE AND SIMULATED CENTRAL LINE

TRAINING AT THE BEGINNING OF RESIDENCY Mahesh A. Chan-

drasekhar. Medstar Washington Hospital Center, Washington, DC. (Control ID

#2927507)

BACKGROUND: Introduction: Historic training for central line placement

involved experience primarily involving the patient. Recent trends are varied

but have moved toward simulation based training with or without online

additional training. The goal of this study was to evaluate both resident

perceptions and fund of knowledge before and after undergoing this training.

We hypothesized the intervention would lead to increased resident confidence

and improvement fund of knowledge.

METHODS: Seventeen incoming internal medicine residents who were to

start practice at a large-metropolitan hospital were surveyed prior to starting

residency. Residents received a Likert 5-point scale questions asking about

confidence in placing central venous catheters including patient positioning,

using of ultrasound and identification of appropriate landmarks, securing the

line, and removal of the line. Residents were also asked fund of knowledge

questions in regard to patient positioning, identification of landmarks, and risks

of procedure. After receiving two online training sessions, one simulation

training session, and one simulation examination, residents were re-surveyed

in regard to their confidence and fund of knowledge.

RESULTS: Seventeen residents responded to the initial survey with fourteen

residents responding to the final survey. Prior to starting practice, 30% of

residents agreed or strongly agreed with the statement "I feel confident in my

ability to use an ultrasound to assist in this procedure;" this number rose to 86%

after targeted didactics. Confidence patient positioning improved from 17% to

100%. Confidence in identifying anatomical landmarks on ultrasound im-

proved from 6% to 100%, while confidence in securing the line improved

from 6% to 64%. Comfort in removing central lines improved from 17% to

100%.In both surveys patients were asked to identify appropriate patient

positioning, distinguish an artery and vein by ultrasound, questions about

guide wire safety and risk of arterial cannulation. Residents improved identi-

fication of patient positioning and risk of arterial cannulation from a baseline of

52% correct answers to 92% correct answers. Residents were able to correctly

answer questions in regard to guide wire safety and distinguishing arteries and

veins by ultrasonography at 100% correct answers both before and after

survey.

CONCLUSIONS: A combination online and live simulation central venous

catheter training session improved resident confidence in all aspects of the

procedure as well as overall fund of knowledge.

EVALUATION OF WIDENED FRONTAL QRS-T ANGLE AND

FRAGMENTED QRS AS A PROGNOSTIC TOOL FOR PATIENTS

WITH CHRONIC KIDNEY DISEASE AND HEART FAILURE WITH

PRESERVEDEJECTIONEdward F. Hurtte; BubaMarong; Ilya Karagodin;

Jennifer Strande. Medical College of Wisconsin, Milwaukee, WI. (Control ID

#2942459)

BACKGROUND: Fragmented QRS (fQRS) is an electrocardiogram (ECG)

morphology associated with myocardial fibrosis and scarring. The utility of

fQRS for detecting myocardial fibrosis has been applied to a wide spectrum of

cardiac diseases, illustrating its potential as a prognostic tool. Similarly, a

widened frontal QRS-T angle is known to be associated with sudden cardiac

death and overall mortality. Patients without heart failure but with diastolic

dysfunction who had a widened frontal QRS-T angle in the setting of fQRS

were found to have a 14 fold increase in the odds of progression to heart failure

with preserved ejection fraction (HFpEF). Concurrent chronic kidney disease

(CKD) is not only common in patients with heart failure but is associated with

increased hospitalizations and mortality than those without CKD. Therefore,

we hypothesize that patients with CKD and HFpEF will have a higher

incidence of fQRS and widening of the QRS-T angle compared to those

without CKD.

METHODS: Study participants consisted of a retrospective cohort of patients

from Froedtert Hospital that were divided into three groups: HFpEFwith CKD

(group 1, n= 24), HFpEFwithout CKD (group 2, n=16), andwithout HFpEF or

CKD (group 3, n=30). Transthoracic echocardiogram interpretations between

7/1/2003 - 7/1/2013 were screened for diastolic dysfunction and an EF>45%

which identified 447 potential subjects. Subjects were assigned to group 1 if

their EHR contained an ICD-9 diagnosis of congestive heart failure with EF >

45% and a GFR < 60, group 2 if GFR < 60, and group 3 if they did not have

HFpEF and GFR >60. The ECGs were analyzed by three different blinded

reviewers. ECGs were excluded if they contained a QRS >120 ms with a

typical or incomplete bundle branch pattern. Inclusion criteria for fragmented

QRS morphology contained at least one of the following: an additional R

wave, notching of R or S wave, or the presence of >1 R' in two contiguous

leads . Frontal QRS-T angle was determined by finding the difference between

the computer-generated T and QRS angles as reported on the ECG. Normal

frontal QRS-T angle was defined as <100°. A t-test was used to indicate

statistical significance.

RESULTS:Group 1 (CKD and HFpEF) had the widest QRS-Tangle of 106.0

, followed by Group 2 (HFpEF) 84.0, and lastly by our control Group 3

(without HFpEF or CKD) 73.0. When comparing group 1 to group 2, QRS-

Tangle did not differ significantly (p=.15). However, both group 1 and group 2

were statistically different from group 3 (p= .03 and p=.04 respectively).

Fragmented QRS morphology did not statistically differ between groups.

CONCLUSIONS: Our data showed that CKD and HFpEF had the widest

QRST angle. fQRS morphology was not significant between patient popula-

tions. Although the QRST-angle of HFpEF and CKD was greater than HFpEF

alone, these two groups did not differ significantly. Additional analysis with a

larger sample size is warranted to determine if these measures may aid in

providing a guide to preventative cardiologic intervention.

EVEN IN URBAN ENVIRONMENTS, DISTANCE MATTERS FOR

OLDERVETERANSWITHDECLININGHEALTHMatthew R. Augus-

tine1, 2; Tanieka Mason1; Kenneth Boockvar2, 1. 1James J Peters VA Medical

Center, Bronx, NY; 2Icahn School ofMedicine atMount Sinai, NewYork, NY.

(Control ID #2946523)

BACKGROUND: Veterans older than age 65 years rely less on VA services

as their age and co-morbidity increase. This transition to non-VA services,

occurring prominently in urban settings, suggests potential deficits in accessi-

bility and availability of essential VA services for the aging veteran population.

This analysis aimed to identify reasons for VA and non-VA use across health

status of older, urban-dwelling veterans.

METHODS: We performed an observational mixed methods analysis of

responses to the baseline questionnaire from an ongoing trial of care coordi-

nation. Study population included veterans who were 65 and older, enrolled in
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VA primary care at the Bronx VA Medical Center, and used non-VA care in

prior two years. Baseline questionnaire asked the veterans: "What are your

reasons for using both VA and non-VA doctors/hospitals?" Responses were

coded independently by two reviewers into themes, which were then catego-

rized into an established conceptual framework of access. This framework

included five components: availability (supply, specialty care); accessibility

(distance, emergency services); accommodation (organization, wait-time); af-

fordability; and acceptability (relationship, second opinion). Self-reported

health status was categorized into three categories: excellent/very good, good,

and fair/poor. We determined frequency of each access component mentioned

across self-reported health status and then revisited statements to identify

prominent themes within each component.

RESULTS: Veterans completing the baseline questionnaire (N=164) were of

older age (75 or older, 61.6%), minority race and ethnicity (Non-Hispanic

Black, 34.1%; Hispanic, 27.4%), low educational achievement (HS grad or

less, 53.1%), and low income (<$25,000/yr., 50.6%). A significant portion did

not drive to the clinic (47.0%). Among all respondents, acceptability (44.5%)

and accessibility (37.8%) were the most frequently mentioned components.

With worse self-report health status, accessibility became the most frequently

mentioned component and demonstrated the greatest variation (Fair/Poor,

mentioned by 47.2% vs. Excellent/very good, by 25%). Within accessibility,

veterans with fair/poor health status mentioned emergency care (55.9%) and

distance (47.9%) most commonly, favoring non-VA care (64.0%). Veteran

stated: "Traveling is the main reason. I can't handle it anymore" and "Emer-

gency, [it's] more convenient. Doctors/hospitals are about 1 block away. I can

walk." Other components were mentioned infrequently (<15%) or less fre-

quently with worse self-reported health status.

CONCLUSIONS:While additional choices and closer alternatives may pro-

vide more convenient care, the VA should consider the barriers of distance in

urban settings for aging veterans with declining health status. The integration

of transportation services and telemedicine technologies or improving com-

munication with closer non-VA care may provide better continuity and coor-

dination for aging and sicker urban-dwelling veterans.

EVIDENCE BASE FOR THE AMERICAN THORACIC SOCIETY

CLINICAL PRACTICE GUIDELINES Ross C. Schumacher1; Kaivayla

Desphande1; Oanh K. Nguyen3; Anil N. Makam2. 1University of Texas at

Southwestern, Dallas, TX; 2UT Southwestern, Dallas, TX; 3UT Southwestern

Medical Center, Dallas, TX. (Control ID #2926955)

BACKGROUND: The American Thoracic Society (ATS) issues guidelines to

enable healthcare providers to deliver evidence-based care for patients with

pulmonary and critical care conditions. Although the usefulness of guidelines

depends on the quality of evidence and the manner in which they are presented,

the current evidence base for the ATS clinical practice guidelines is unknown.

METHODS: We reviewed all ATS clinical practice guidelines listed on the

ATS website as of August 1, 2017. For each recommendation, two investiga-

tors independently abstracted information on the level of evidence, strength of

the recommendation, and a variety of domains to assess whether foundational

data for guideline recommendations were presented in a manner to support

evidence-based medical decision-making.

RESULTS:We identified 18 guidelines consisting of 222 unique recommen-

dations. Nearly two-thirds (n=141; 63.5%) of recommendations were based on

low-quality evidence, 27.9% (n=62) moderate, and only 8.6% (n=19) high-

quality evidence. Increasing quality of evidence was associated with an in-

creasing probability of a ‘strong' recommendation: 20.6% (29/141) of recom-

mendations supported by low-quality evidence, 66.1% (41/62) of recommen-

dations supported by moderate-quality evidence, and 84.2% (16/19) of recom-

mendations with high quality evidence were labeled as strong recommenda-

tions (p<0.01 for trend). However, most ‘strong' recommendations were not

supported by high-quality evidence (16/86; 18.6%). Of 52 diagnostic testing

recommendations, only 46.2% (n=24) provided the test's sensitivity, specificity

or likelihood ratios. Of 165 therapeutic recommendations, 56.3% (n=93) either

omitted or inconsistently reported the treatment's absolute benefits (absolute

risk reduction or number needed to treat). Overall, less than half of recommen-

dations (n= 99/222; 44.5%) included any discussion of patient context (sever-

ity of illness, multimorbidity, sociopersonal context, life expectancy, and

patient preference). Inclusion of patient context for guideline recommendations

did not differ by quality (44.7% of low quality, 46.8% of medium quality,

36.8% of high quality, p=.79) or strength of evidence (43.4% for conditional/

medium vs 46.5% for strong, p=.65).

CONCLUSIONS: Despite the prevalence of pulmonary and critical-care

illnesses, the evidence base for ATS guidelines is suboptimal. The majority

of recommendations are based on expert opinion, including many strong

recommendations. Guideline recommendations often did not include necessary

diagnostic or therapeutic information or a minimal definition of relevant patient

context to support personalized, evidence-based clinical decision-making.

Future high-quality research could change more than half of the current

guideline recommendations. ATS guidelines should be cautiously applied to

patient care, particularly recommendations based on low-quality evidence and

those lacking guidance on individualizing care to patient context.

EXCESS ANTIBIOTIC DURATION IN PATIENTS HOSPITALIZED

WITHPNEUMONIA: AMULTI-HOSPITALCOHORT STUDYValerie

M. Vaughn1; Scott Flanders1; Vineet Chopra1; Anna Conlon2; Anurag N.

Malani3; Arjun Srinivasan7; Jerod Nagel1; Scott Kaatz4; Danielle Osterholzer5;

Rama Thyagarajan6; Lama Hsaiky6; tejal gandhi1. 1University of Michigan,

Ann Arbor, MI; 2Univeristy of Michigan, Ann Arbor, MI; 3St. Joseph Mercy

Health System, Ann Arbor, MI; 4Henry Ford Hospital, Detroit, MI; 5Hurley

Hospital, Flint, MI; 6Beaumont Hospital, Royal Oak, MI; 7CDC, Atlanta, GA.

(Control ID #2936671)

BACKGROUND:Despite national guidelines, patients with pneumonia often

receive antibiotics for longer than recommended. Factors that influence excess

treatment are unknown.

METHODS: Retrospective cohort study of patients with pneumonia at 48

hospitals participating in the Michigan Hospital Medicine Safety consortium

from December 2015 through July 2017. Adult patients were included if they

were admitted to a non-ICU medicine service with pneumonia (diagnosis

confirmed by symptoms, antibiotic receipt, and radiographs). Patients who

were pregnant or had severe immune-compromise, concomitant infections, or

conditions requiring a longer antibiotic course were excluded. Patient data

were abstracted from the medical record by trained nurses and appropriate

antibiotic durationwas calculated for each patient based on national guidelines.

Ongoing stewardship activities were assessed via survey to stewardship teams.

Factors associatedwith excess duration antibiotic therapy were evaluated using

multivariable logistic generalized estimate equations models, adjusting for

hospital clustering.
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RESULTS: Of 5179 eligible patients, 3776 (72.9%) met inclusion criteria.

68.5% (2586/3776) received an excess duration of antibiotic therapy. Antibi-

otics prescribed at hospital discharge accounted for 94.3% (9055/9603 addi-

tional days) of excess duration. Factors associated with excess duration includ-

ed: identification of a bacterial pathogen (OR 1.90, 95% CI 1.32, 2.75), more

signs of pneumonia (hypoxemia, abnormal temperature, auscultator findings,

leukocytosis; OR 1.18, 95% CI 1.06 to 1.31 per additional sign), and uncom-

plicated pneumonia (vs. complicated pneumonia [OR 0.38, 95% CI 0.28 to

0.50] or healthcare-associated pneumonia [0.44, 95% CI 0.33, 0.57]). Hospi-

tals that incorporated stewardship recommendations into their order-entry

systems (89.6%, 43/48) had fewer patients receive excess duration (69.7%

vs. 81.4%, P<0.001). Variation in excess antibiotic duration varied across the

48 hospitals (Figure), with no hospital performing well.

CONCLUSIONS:Most hospitalized patients with pneumonia received an excess

duration of antibiotic treatment. Although incorporating stewardship guidelines into

order-entry may be one countermeasure, substantial improvement will require

specifically targeting excessive antibiotic prescribing at hospital discharge.

EXCESSIVE SPENDING ON BRAND-NAME COMBINATION

DRUGS MADE FROM INEXPENSIVE GENERIC COMPONENTS

IN MEDICARE PART D Chana A. Sacks; ChangWon C. Lee; Aaron

Kesselheim; Jerry Avorn. Harvard Medical School/Brigham and Women's

Hospital, Cambridge, MA. (Control ID #2943595)

BACKGROUND:When fixed-dose combination drugs are made from two or

more generic medications, the resulting patented brand-name product can be

far more expensive than the sum of the components. However, the societal-

level cost of using such costly combination products instead of the individual

generic components is unknown.

METHODS: We used the Part D Prescription Drug Event dataset,

representing approximately 70% of Medicare beneficiaries from 2011-2015.

We evaluated the 1500 medications that accounted for the highest total spend-

ing in 2015. Oral, brand-name fixed-dose combination drugs were included if

all constituents of the combination product were available as a generic or had a

therapeutically-equivalent generic substitute. We compared the amount spent

in 2015 on each combination product with the amount that would have been

spent had constituent products been prescribed instead. We used the cost of the

constituents from the same Medicare dataset for prescription drugs and an

average pharmacy price for over-the-counter medications.

RESULTS: 32 combination drugs were included: 13 cardiovascular, 8 pain, 6

neurologic, 2 endocrine, 1 urologic, 1 antibiotic, 1 gastrointestinal. 3 mutually

exclusive categories emerged: 1. Combination products with constituents avail-

able as generics (N=26). Total potential savings in this category was

$207,113,756. For example, Duexis, a combination of ibuprofen and famotidine,

cost $16.08 per pill; the generic constituents cost $0.28 total. For Duexis, savings

could have been $20,582,733. 2. Combination products with at least one brand-

name constituent that has a substitutable generic (N=3). Total potential savings in

this category was $87,522,047. For example, Edarbyclor, a combination of

azilsartan (Edarbi) and chlorthalidone, costs $4.82. Generic valsartan, substituted

for azilsartan, and chlorthalidone together cost $2.31. For Edarbyclor, savings

could have been $6,006,513. 3. Combination products with a component avail-

able in a non-FDA-approved dose as an individual product (N=3). Total potential

savings in this category was $131,212,942. For example, Nuedexta, a combina-

tion of dextromethorphan and quinidine (10mg), costs $11.69 per pill. Quinidine

200mg is available and paired with dextromethorphan would have cost $0.69. If

a low-dose version of quinidine were available at a similar price and prescribed

with dextromethorphan, it would have saved $129,411,870. In total, up to

$425,848,744 could have been saved in 2015 using individual generic drugs

instead of branded combination products of those same ingredients.

CONCLUSIONS:With rising drug costs making medication regimens unaf-

fordable for many and stretching the budgets of public payors like Medicare,

prescribing lower-cost generic options in place of expensive brand-name

combination products would be a straightforward way to achieve substantial

savings. Further research is needed to better understand adherence implications

of these practices and how best to encourage rational prescribing.

EXPERIENCEWITHSTOOLDNATESTINGFORCOLONCANCER

SCREENING IN A GENERAL INTERNAL MEDICINE PRACTICE

Scott Joy1, 2; Savanna Vallejos2. 1The Colorado Health Foundation, Denver,

CO; 2HealthONE, Denver, CO. (Control ID #2936787)

BACKGROUND: Screening for colon cancer continues to be a challenge in

General Internal Medicine practices. Recent data in the US shows that for

adults aged 50 to 75 years of age, 65 percent of adults are up-to-date on

colorectal cancer testing, 28 percent have never been tested, and 7 percent

have been tested but are not up-to-date. Stool DNA (sDNA) testing has

recently been approved for use in colon cancer screening and insurance

coverage of sDNA testing has become more widespread. The use of this test

and patient completion of sDNA testing in general internal medicine practices

has not been well described.

METHODS: A query of our practice's electronic health record from January

2017 to November 2017 was performed searching for patients who had an

outgoing referrals to Exact Sciences, the off-site laboratory that performs

sDNA testing. From this list of patients, an individual chart review was

performed in the electronic health record looking for documentation of com-

pletion of the sDNA testing, documentation stating that the sDNA test has not

been performed or was suspended for inactivity, or no documentation at all

regarding the result or status of the sDNA testing. During this individual

patient chart review, insurance status and gender of each patient was recorded.

RESULTS: See Table. From January 1, 2017 to November 2017, 46 referrals

were placed for sDNA testing. 15 (33%) of the referrals resulted in documenta-

tion that the sDNA test was completed. 4 (27%) of the completed tests showed

positive results. More male patients received referrals for sDNA testing than

female patients (65% vs. 35%). Specimens were returned and completed 50% of

the time for patients with Medicaid, 40% of the time for patients with commer-

cial insurance, and 26% of the time for patients with Medicare.

CONCLUSIONS: Referrals for sDNA testing can be completed in a general

internal medicine practice. More male patients received referrals for sDNA

testing than female patients, and patients with Medicaid insurance had the

highest percentage of completed sDNA testing.

EXPERIENCES OF SEXUAL AND GENDER MINORITIES AN-

SWERING QUESTIONS ON SEXUAL ORIENTATION AND GEN-

DER IDENTITY Leslie Suen1; Sacha Finn2; Mitchell R. Lunn1; Kirsten

Bibbins-Domingo2; Jae Sevelius2; Juno Obedin-Maliver2. 1University of Cal-

ifornia, San Francisco, San Francisco, CA; 2UCSF, San Francisco, CA. (Con-

trol ID #2946334)
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BACKGROUND: Sexual and gender minorities (SGMs) - including mem-

bers of the lesbian, gay, bisexual, transgender, and queer (LGBTQ) communi-

ties - face significant health and healthcare disparities. However, optimal

methods of collecting data on Sexual Orientation and Gender Identity

(SOGI) in SGMs in research studies are unknown. We conducted a qualitative

study querying SGM individuals about their experiences interacting with

SOGI questions in a research context.

METHODS: We recruited individuals from a pool of participants previously

enrolled in an online longitudinal health study of SGM individuals and

participants from an LGBTQcommunity center.We chose a purposeful sample

of participants based on sexual and gender identity, with an aim towards racial

and ethnic diversity. We conducted in-person focus groups and online national

cognitive itnerviews via video conferencing software. A semi-structured focus

group guide prompted discussion around participant experience with and

reactions to multiple-choice questions adapted from prior national surveys

assessing sexual orientation, gender identity, and sex assigned at birth. Based

on data collection from the focus groups, these questions were refined and

presented to participants during cognitive interviews. During interviews, we

explored participant experiences interacting with these questions using a semi-

structured, scripted format. Coding and data collection occurred in parallel

until we reached thematic saturation. We used grounded theory to inform data

collection.

RESULTS: In total, there were 70 participants, with 54 participants in 9 focus

groups and 16 participants for cognitive interviews. Among the participants,

42% identified as gay or lesbian, 14% identified as straight or heterosexual,

59% identified as another sexual orientation, 53% identified as male or female,

32% identified as transgender, 25% identified as gender fluid, gender non-

binary or gender non-conforming, and 15% identified as another gender

identity. 39% and 47% indicated more than one sexual orientation or gender

identity answer choice, respectively. Qualitative data analysis revealed emer-

gent themes, including the necessity of research questions to capture SOGI

fluidity, to use a wide range of SOGI answer choices in addition to a fill-in

option, to intentionally distinguish concepts such as assigned sex with gender

or prior sexual behaviors with internal sexual identity, and to validate partic-

ipant experience and identity by using normalizing and inclusive language.

CONCLUSIONS: These findings highlight how the needs of SGM individ-

uals in answering SOGI questions are diverse. We suggest using these findings

to further determine optimal survey questions to gather SOGI data, improve

SGM engagement in research, and reduce health disparities experienced by

SGM communities.

EXPERTS DISAGREE ABOUT MARIJUANA USE AMONG PA-

TIENTS ON OPIOIDS FOR CHRONIC PAIN Joanna L. Starrels1; Sarah

Young2; Soraya Azari3; E. J. Edelman4; Jamie Pomeranz5; Payel J. Roy6;

William Becker7; Jane M. Liebschutz8; Jessica S. Merlin8. 1Albert Einstein

College of Medicine & Montefiore Medical Center, Bronx, NY; 2Binghamton

University, Cortland, NY; 3University of California, San Francisco, San

Francisco, CA; 4Yale University School of Medicine, New Haven, CT; 5Uni-

versity of Florida, Gainesville, FL; 6Boston University Medical Center, Bos-

ton, MA; 7VA Connecticut Healthcare System, West Haven, CT; 8University

of Pittsburgh, Pittsburgh, PA. (Control ID #2944507)

BACKGROUND: Guidelines caution against long-term opioid therapy

(LTOT) for people who use illicit drugs. However, no guidance or evidence

exists on how to respond to marijuana use, which is increasingly medically

authorized. This study's objective was to generate consensus on a clinical

response to marijuana use among patients prescribed LTOT for chronic pain.

METHODS: This analysis is from an online Delphi study of clinician experts

in pain and opioid management from diverse settings across the US. Partici-

pants generated management strategies in response to concerning behaviors,

including marijuana use, without distinction between recreational and medical

use. Participants rated each management strategy's importance from 1 (not at

all important) to 9 (extremely important). A priori rules for consensus were

established, and disagreement was explored using case scenarios.We identified

clinical branch points that led to different management strategies. Using

thematic analysis of free-text responses, we investigated factors that influenced

participants' decision-making.

RESULTS:Of 42 participants, most (64%) were internal medicine physicians.

Four initial management strategies achieved consensus as an important re-

sponse to marijuana use among patients on LTOT: review the patient-provider

agreement, increase frequency of urine drug tests, assess for marijuana use

disorder, and determine if a pattern of behavior is present. Two clinical branch

points were identified: Is a pattern of repeated marijuana use present? and Is

marijuana use disorder suspected? When there was no pattern of repeated use,

consensus was that tapering opioids was not recommended. When marijuana

use disorder was suspected, consensus was to refer to addiction treatment and

to consider tapering opioids. When there was a pattern of repeated use but no

use disorder, there was consensus to refer to an addiction specialist and

disagreement about whether to taper opioids. For a minority of participants,

tapering was important (14%) or not important (17%) regardless of pattern of

use or use disorder. Qualitative analysis identified three themes that influenced

participants' approach: 1) benefits and harms of marijuana for the individual

patient, 2) belief about overall riskiness of marijuana use, and 3) state laws or

practice policies. Relationships between themes revealed ambivalence and

clinical uncertainty.

CONCLUSIONS: Expert consensus was that opioid tapering should be

considered when there is a marijuana use disorder but is not important when

there is no pattern of repeated use. In other circumstances, there was disagree-

ment and experts were influenced by patient factors, provider beliefs and

marijuana policy. These findings highlight the importance of assessing for

marijuana use disorder. Provider ambivalence reflects lack of evidence to guide

practice and the need for further research about marijuana use in patients on

LTOT.

EXPLORATORY STUDYON PREDICTORS OFDEATHOF ELDER-

LY PATIENTS TRANSPORTED BYAMBULANCE WITH ENDOGE-

NOUS DISEASES Masaki Tago; Naoko E. Katsuki; Yoshimasa Oda;

Hidetoshi Aihara; Shu-ichi Yamashita. Saga University Hospital, Saga, Japan.

(Control ID #2937691)

BACKGROUND: Recently, proportion of elderly among patients transported

by ambulance is increasing and reached 60% in 2017 in Japan. The objective of

the study is to clarify predictors of death of elderly patients transported by

ambulance due to endogenous diseases.

METHODS: Patients: This is a retrospective cohort study. We analyzed

consecutive patients aged 65 or older that were transported by ambulance

due to endogenous diseases and admitted to a Japanese hospital, from April

1, 2013 to March 31, 2014. Patients with external causes including trauma or
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suicide, in a state of cardio-pulmonary arrest on arrival or death in the

emergency room were excluded. Setting: The research was conducted at the

only acute care hospital consisting of 10 departments with 111 beds in the

suburban area in the southern part of Japan populated with 90,000 inhabitants

with the aging rate of 30.4%. Data sources and Measures: The data on

admission were derived from the hospital's health records; age, sex, the arrival

time, history of previous visit and admission, referral letter, gate impairment,

vital sings, amount of oxygen administration, state of consciousness, labora-

tory data and initial diagnosis. Data analysis: Patients were divided into two

groups; those resulting in death during hospitalization and those not. Univar-

iate and multivariate analysis were performed between two groups. Statistical

significance was set at p < 0.05. Then, we derived a new predictive formula of

death from the results of multivariate analysis; y = ax1 + bx2 + cx3…; a, b, c are

regression coefficients and x are 0 or 1 according to the presence of each factor.

RESULTS: We analyzed 357 patients who were not ruled out by exclusion

criteria of 715 consecutive patients transported by ambulance. Total 37 patients

(10%) deceased during hospitalization. In patients resulting in death during

hospitalization, univariate analysis revealed significantly higher percentages of

patients with inability of gate before admission, disturbance of consciousness,

advanced age (≥90 years), tachycardia (≥100 beat/minute), hypotension (<90

mmHg), hypertension (≥140 mmHg), oxygen administration (≥5 L/minute)

and elevated C reactive protein (≥0.3 mg/dL) on admission. Multivariate

analysis revealed being aged 90 or older (OR: 3.1, p=0.015), disturbance of

consciousness (OR: 2.8, p=0.016), high shock index calculated with heart rate

divided by systolic blood pressure (>1.0) (OR: 4.1, p=0.003) and oxygen

administration (OR: 3.7, p=0.002) were associated with death during hospital-

ization. Because the values of the regression coefficients of above 4 factors

were 1, the score was ranged from 0 to 4. The mortality of the patients with a

score of 0, 3 and 4 was 2%, 39% and 100%, respectively.

CONCLUSIONS:Being aged 90 or older, disturbance of consciousness, high

shock index and oxygen administration on arrival could be predictors of death

during hospitalization of elderly patients transferred by ambulance with en-

dogenous diseases.

EXPLORE: A PROSPECTIVE, MULTINATIONAL NATURAL HIS-

TORY STUDYOFPATIENTSWITHACUTEHEPATIC PORPHYRIA

WITH RECURRENTATTACKS John Phillips1; Laurent Gouya15; Joseph

Bloomer2;ManishaBalwani3; DMontgomery Bissell4; David C. Rees5; Ulrich

Stolzel16; Raili M. Kauppinen17; JG Langendonk18; Robert J. Desnick6; JC

Deybach15; Herbert Bonkovsky7; Charles Parker8; Hetanshi Naik3; Michael

Badminton19; Penelope Stein9; EL Minder20; Jerzy Windyga21; P Martasek22;

M Cappellini23; Eliane Sardh10; Pauline Harper11; Stephanie Rock12; Amy

Chan12; William Querbes13; Craig Penz12; Amy Simon12; Karl Anderson14.
1University of Utah, Salt Lake City, TX; 2University of Alabama, Birming-

ham, AL; 3Icahn School of Medicine at Mount Sinai, New York, NY; 4Uni-

versity of California, San Francisco, CA; 5King's College Hospital, London,

United Kingdom; 6Icahn School of Medcine at Mount Sinai, New York, NY;
7Wake Forest University, Winston-Salem, NC; 8University of Utah, Salt Lake

City, UT; 9Karolinska University Hospital, Karolinska Institute, Stockholm,

United Kingdom; 10Karolinska Institutet, Stockholm, Sweden; 11Karolinska

University Hospital, Karolinska Institute, Stockholm, Sweden; 12Alnylam,

Cambridge, MA; 13Alnylam Pharmaceuticals, Cambridge, MA; 14University

of Texas Medical Branch, Galveston, TX; 15Centre Francais des Porphyries,

Paris, France; 16Klinikum Chemnitz, Chemnitz, Germany; 17University

Hospital of Helsinki, Helsinki, Finland; 18Erasmus Medical Center, Erasmus,

Netherlands; 19University Hospital of Wales, Wales, United Kingdom;
20Stadtspital Triemli, Zentrallabor, Switzerland; 21Instytut Hematologii i

Transfuzjologii, Warsaw, Poland; 22Univerzita Karlova v Praze, Prague,

Czechia; 23University of Italy, Milan, Italy. (Control ID #2943482)

BACKGROUND: Acute Hepatic Porphyrias (AHPs) are rare, often

misdiagnosed genetic diseases caused by a mutation in one of the enzymes

in the heme biosynthesis pathway. Central to the pathophysiology of all AHPs

is the upregulation of aminolevulinic acid synthase 1 (ALAS1), the first and

rate-limiting enzyme in the heme pathway. Elevated ALAS1 upstream of the

genetic mutation increases flux through the pathway resulting in the accumu-

lation of neurotoxic heme intermediates, aminolevulinic acid (ALA) and

porphobilinogen (PBG) that can cause life-threatening attacks and chronic,

debilitating symptoms due to injury to the nervous systems. The most debil-

itating and frequent symptom during attacks is severe neurovisceral pain, most

often in the abdomen, back, or limbs. Other common attack manifestations

include nausea, fatigue, hypertension, tachycardia, motor weakness, and

hyponatremia. Patients experiencing attacks often require urgent medical care

and hospitalization. Chronic symptoms, most commonly pain, nausea, and

fatigue, also occur in most patients and often contribute to a high disease

burden and poor quality of life.

METHODS: EXPLORE is the first prospective, international, observational

study characterizing the natural history and clinical management of patients

with AHPs with recurrent attacks (≥3 attacks/year) including patients who

receive prophylactic treatment to prevent attacks. Patient medical history,

physical examination, and biomarkers, along with questionnaires on porphyria

activity were collected. We will be presenting updated ≥12 month data.

RESULTS: One hundred and twelve patients enrolled from 13 countries. Mean

patient age is 39 years, with 89% female, and 93% with acute intermittent

porphyria (AIP), 4% variegate porphyria (VP), and 3% hereditary coproporphyria

(HCP). Patients reported a mean of 9.3 attacks in the 12 months prior to the study,

with pain being the most common symptom, occurring in 99% of attacks. Mean

attack duration was 7 days. The annualized attack rate on study was 4.9 attacks/

person, of which 77% required treatment at a hospital, health care center, or with

hemin. For those patients on hemin prophylactically, attacks continued to occur

with amean attack rate per person-year of 4.0. Chronic symptomswere reported by

65%of patients, with pain being themost frequent symptom.MeanALAand PBG

levels at screening (during non-attack) were markedly increased to 8 times and 20

times the upper limit of normal, respectively.

CONCLUSIONS: EXPLORE, the first international natural history study in

patients with AHP and recurrent attacks, demonstrates that patients suffer from

chronic symptoms in addition to frequent attacks. Given morbidity and mor-

tality, there remains an unmet need for novel therapies to prevent attacks and

treat chronic symptoms.

EXPLORINGOPIOID ADDICTIONAND TREATMENTAMONG IN-

DIVIDUALS EXPERIENCING HOMELESSNESS AS PART OF A

FAMILYAvik Chatterjee1; Eun Jin Yu2; Lindsay Tishberg3. 1HarvardMedical

School, Cambridge, MA; 2Harvard College, Boston, MA; 3Montefiore Med-

ical Center, New York, NY. (Control ID #2945304)

BACKGROUND: The opioid epidemic has caused significant morbidity and

mortality among people experiencing homelessness. We aimed to explore the
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impact of opioid use disorder (OUD) on individuals experiencing homeless-

ness as part of a family, and to identify barriers to treatment and ways to

overcome them.

METHODS: We conducted semi-structured interviews among individuals

with OUD living in family shelters. From transcripts we uncovered themes

in the pre-specified categories of origins of OUD, the impact of OUD on

participants and families, and participant experiences of treatment.

RESULTS: We conducted 14 interviews, with 11 female and 3 male partic-

ipants. Nine reported White race. Mean age was 35 (range 24-51) and median

number of children was 2.5 (range 1-5). The majority of patients were intro-

duced to opioids through physician prescriptions after surgery or injury.

Several patients described a history of physical, sexual, and emotional trauma

that worsened substance use. Family members also contributed to opioid use:

"My parents are heroin addicts and they gave memy first opiate so to me it was

normal." Overdose, homelessness, and job loss were common impacts of

OUD. A majority of patients described co-morbid chronic pain but also

psychosocial trauma, prominently due to loss of child custody: "Losing my

kids was the heartbreak of my life." Partners played a complex role—in some

situations they contributed to substance use, but for others, they were seen as a

source of strength: "There was an ultimatum, with my wife…so we both did

suboxone, and we thought that would be the better thing too…and April 5 will

be one year, so, yeah." Guilt about the impact of opioid use on parenting was

prominent: "Being able to get up and just feed her, change her, or I just lay there

and wanted to die…I feel like I wasn't a good mom." Childrenwere universally

seen as a motivation for treatment, but parents expressed concern that their

children were at risk for addiction: "You can educate [your children] all you

want, but they're gonna make that choice." Disruptions in care due to changes

in life circumstances were frequent: "I got moved to a shelter, not even close to

where I was working or anything, so it was easier to just transfer [my addiction

care]." The need for childcare and transportation to treatment at distant sites

were barriers that shelter-based treatment allowed patients to overcome. Hav-

ing clinicians onsite made it easier to get help: "It's literally down the hall…

they could kind of recognize when things were tough, and always were

supportive for that, and let you know that they were there."

CONCLUSIONS: An ideal OUD treatment program would overcome logis-

tical barriers, provide comprehensive treatment for complex comorbidities,

supporting employment and housing needs, and focus care on the family unit.

Future work should explore the generalizability of such a model, including

financial feasibility.

EXPLORING THE ASSOCIATION BETWEEN CLINICIAN BURN-

OUT AND ADHERENCE TO BACK PAIN EVALUATION AND

TREATMENT GUIDELINES IN THE EMERGENCY DEPARTMENT

OFAN URBAN SAFETY-NET HOSPITAL Amanda Lerner1; Kevin Grif-

fith2; Mari-Lynn Drainoni3; Marc Larochelle4; Judith Linden1; Elizabeth Wal-

lace1; Kate Weber5; Jane M. Liebschutz6. 1Boston Medical Center, Boston,

MA; 2Boston University School of Public Health, Boston, MA; 3Boston

University, Boston, MA; 4Boston University School of Medicine and Boston

Medical Center, Boston,MA; 5Boston University School of Medicine, Boston,

MA; 6University of Pittsburgh, Pittsburgh, PA. (Control ID #2942852)

BACKGROUND: Burnout among physicians has been associated with self-

reported lower quality of care. To examine the relationship between burnout

and objectively assessed quality of care, we examined adherence to best

practices for acute back pain imaging and opioid prescribing in patients

presenting with back pain to an Emergency Department (ED). The Choosing

Wisely campaign recommends that neither opioid pain treatment nor spinal

imaging be a routine part of care for acute back pain.

METHODS: We surveyed attending physicians and nurse-practitioners who

provide care in the urgent care section of a large, urban safety-net hospital's

ED, from May to June 2017. Burnout was dichotomized using a validated

single burnout item measure on the Mini-Z survey, with a score of 3 or higher

(out of 5) indicating burnout. We also extracted data, 3 months pre- and post-

survey date, from the electronic medical records (EMR) of patients with the

chief complaint and/or discharge diagnosis of back pain who were cared for by

the study providers. The first primary outcome was proportion of patients with

opioid medication ordered during the visit and/or prescribed on discharge. The

second primary outcome was the proportion of patients in whom imaging was

ordered (plain films, CT Scans and MRIs of the back). We then examined the

association between burnout and the primary outcomes of opioid prescriptions

and imaging in unadjusted and adjusted analyses using logistic regression, with

standard errors clustered by provider, controlling for patient age, sex,

race/ethnicity, language, and history of comorbid depression, anxiety, or sub-

stance use.

RESULTS: 31 (97% of eligible) providers completed the survey. Burnout was

present in 20%. Of 1,337 unique ED visits for back pain, 4% of patients

received opioids and 9% received imaging. None of the outcome measures

showed statistically significant differences between providers who reported

burnout and those who did not in either unadjusted or adjusted models.

Compared to providers who did not report burnout, providers who reported

burnout were no less likely to prescribe opioids while the patient was in the ED

(adjusted odds ratio (AOR): 0.86, 95% confidence interval (CI) 0.33 to 2.21)

nor upon discharge (AOR: 0.51, 95% CI 0.07 to 4.02), and no less likely to

order diagnostic imaging (AOR: 0.94, 95% CI 0.32 to 2.73).

CONCLUSIONS:We did not identify an association between provider burn-

out and adherence to guidelines for back pain care with respect to imaging or

opioid prescribing; however, both were relatively uncommon in this ED.

Further research in provider burnout utilizing objective outcomes is important

to understand the impact of burnout on quality of care.

EXPOSURE TO BISPHOSPHONATES AND RISKOF BREASTCAN-

CER: A META-ANALYSIS OF PUBLISHED OBSERVATIONAL

STUDIES Mohamed Azab; Tamarah Al-Dawoodi; Yen Cao; Amaan Shafi;

Ji Yoo. University of Nevada Las Vegas School of Medicine, Las Vegas, NV.

(Control ID #2930174)

BACKGROUND: Few studies have observed the association between the use

of bisphosphonates and the risk of breast cancer through a possible anti-tumor

activity of bisphosphonates. This is a meta-analysis of the available observa-

tional studies that aims to further analyze the current available data regarding

the association between the use of bisphosphonates and the risk of breast

cancer.

METHODS: A systematic search of PubMed, MEDLINE/Ovid, Cumulative

Index to Nursing andAllied Health Literature (CINAHL),Web of Science, and

Google Scholar through November 10, 2017, identified 5 cohort studies and 3

case-control studies that reported the use of bisphosphonates and risk of breast

cancer. Study eligibility and data extraction were performed independently by

3 authors. Random-effects pooled odds ratios and 95% confidence intervals
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were estimated. Heterogeneity was measured using I2, and a meta-regression

analysis was conducted. The Grading of Recommendations Assessment, De-

velopment, and Evaluation (GRADE) system was used to assess the overall

quality of the evidence.

RESULTS: A total of 955,996 patients from 8 observational studies were

analyzed. Bisphosphonates exposure reduced the risk of breast cancer by

28.2% (pooled odds ratio, 0.718; 95% confidence interval, 0.634 to 0.814;

p<0.001; I2=88.425%; n=8) compared to unexposed. The same protective

effect of bisphosphonates was found in cohort studies (pooled odds ratio,

0.693; 95% confidence interval, 0.609 to 0.788; p<0.001; I2=73.388%; n=5)

and case control studies (pooled odds ratio, 0.757; 95% confidence interval,

0.613 to 0.935; p=0.01; I2=82.371%; n=3). The overall quality of evidence

was rated as low.

CONCLUSIONS: The data analysis of the large population studies included

supports the additional benefit of bisphosphonates use in reducing breast

cancer risk.

FACILITATING EVIDENCE-BASED QUALITY IMPROVEMENT

FOR VHA'S PATIENT-CENTERED MEDICAL HOME: STRUC-

TURED PRIORITY SETTING AND LEADERSHIP ENGAGEMENT

AS FACILITATION STRATEGIES Susan E. Stockdale1, 2; Alicia Berg-

man1; Alison Hamilton1; Lisa V. Rubenstein1. 1Greater Los Angeles VA

Healthcare System, Sepulveda, CA; 2University of California, Los Angeles,

Los Angeles, CA. (Control ID #2939547)

BACKGROUND:Achieving Patient-CenteredMedical Home (PCMH) goals

requires cultural, policy, and practice change, as well as ongoing quality

improvement (QI). Implementation facilitation—a set of strategies to promote,

support, and encourage adoption of new practices—has been used in other

healthcare settings, but its use in primary care (PC)-based QI has not been

evaluated. We implemented and assessed the facilitation component of an

evidence-based quality improvement (EBQI) approach to accelerate VHA's

PCMH transformation.

METHODS:We engaged regional, healthcare system, and practice leaders in

9 PC practices and 7 topic-focused workgroups (WGs) in 1 region as VHA

began PCMH. Facilitation was rolled out in 3 phases, with all WGs beginning

participation in phase 1 and 3 PC practices joining per phase. External facil-

itation included a regional priority-setting process and QI collaborative that

provided mentoring/training in EBQI and data/project management support.

Seven sites received funding to support an internal facilitator. Key design

elements (DEs) of EBQI facilitation included: 1) local problem identification

and QI project development, 2) local QI project implementation; 3) use of

evidence to assess project achievements. The implementation outcomes were

participation in priority-setting and QI collaborative activities, and develop-

ment of tools for spread. We analyzed administrative documents to assess

participation in bi-weekly QI collaborative calls and bi-annual conferences,

andDE achievement. To understand the role of external and internal facilitators

in encouraging uptake of the EBQI approach to PCMH implementation, we

analyzed 73 semi-structured key stakeholder interviews.

RESULTS: Average site/WG representation ranged from 0-3 participants for

the calls and 0-12 participants for collaborative conferences, with phase 1 sites

showing higher participation. PC practices and WGs proposed 72 QI projects

from 2011-2014. Twenty-six projects were approved in an externally facilitat-

ed, structured regional priority-setting process. Twenty-one projects completed

final reports, with most reporting achievement of project aims and supporting

evidence; 16 projects developed tools for spread. The priority-setting process

requiring development of proposals, approval from a regional committee, and

reporting on QI activities was key to DE achievement. Availability of internal

facilitators for data support/project management was important for project

completion and evidence use (DEs 2 and 3). Stakeholders emphasized that

engaging leaders at all organizational levels was necessary for accountability

and encouraging innovation that addressed organizational priorities.

CONCLUSIONS:A structured priority setting process supported by external

facilitation, combined with data/project management support of internal facil-

itators, could promote development, implementation, and spread of innovation.

Leaders must be engaged and visible to understand challenges, address bar-

riers, and ensure accountability.

FACILITATORS OFAND BARRIERS TO ENGAGEMENT IN COST-

CONSCIOUS BEHAVIORS AMONG AMERICANS IN HIGH-

DEDUCTIBLE HEALTH PLANS Jeffrey T. Kullgren1, 2; Elizabeth Q.

Cliff2; Christopher Krenz2; Helen Levy2; Brady T. West2; A. M. Fendrick2;

Angie Fagerlin3, 4. 1VA Ann Arbor Healthcare System, Ann Arbor, MI;
2University of Michigan, Ann Arbor, MI; 3Salt Lake City VAMedical Center,

Salt Lake City, UT; 4University of Utah, Salt Lake City, UT. (Control ID

#2945845)

BACKGROUND: More than 40% of privately-insured Americans are

now enrolled in a high-deductible health plan (HDHP). The high cost

sharing in these plans can lead patients to forego necessary services

and pay more for their care. Patients in HDHPs can overcome these

challenges by engaging in cost-conscious behaviors such as saving for

future health care services, talking with clinicians about costs, com-

paring prices, and negotiating prices. Yet few patients in HDHPs

engage in these behaviors, and little is known about what facilitates

or impedes such engagement.

METHODS:We surveyed 1,637 GfK KnowledgePanel participants 18 years

and older who had been enrolled in an HDHP for at least a year (response rate

55%). Respondents indicated whether in the last year they had saved for future

health care services, talked with a clinician about the cost of a service,

compared prices for a service, or negotiated a price for a service. For each

behavior individuals engaged in, they were asked what facilitated their en-

gagement. For each behavior individuals did not engage in, they were asked

about barriers to engagement. We used survey weights to generate nationally

representative estimates of the frequency of, facilitators of, and barriers to

engagement in each cost-conscious behavior.

RESULTS: In the past year, 40% of patients in HDHPs had saved for future

health care services, for which the most common facilitator (51%) was an

employer contribution to a Health Savings Account and the most common

barrier (41%) was not having thought about saving for health care services.

One in 4 (25%) had talkedwith a clinician about the cost of a service, for which

the most common facilitator (51%) was a staff member at a clinician's office

and the most common barrier (32%)was not having thought about talking with

a clinician about the cost of a service. Fewer (14%) had compared prices for a

health care service, for which the most common facilitator (61%) was a price

transparency website and the most common barrier (44%) was not having

thought about comparing prices. Only 6% had tried to negotiate a price for a

service, for which the most common facilitator (36%) was a staff member at a
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clinician's office and the most common barrier (39%) was not having thought

about negotiating prices.

CONCLUSIONS: Most Americans enrolled in HDHPs are not engaging in

cost-conscious behaviors that could help them access needed care at a lower

cost, and the most common barrier to engagement in these behaviors is patients

not considering doing so when accessing care. Our results highlight opportu-

nities for employers, health plans, and health systems to better support patients

in HDHPs through interventions that seek to change how these patients

approach health care decisions and leverage facilitators identified by patients

in HDHPs who have successfully engaged in cost-conscious behaviors.

FACTORS ASSOCIATEDWITH GREATER PHYSICIAN STRESS IN

THE PRIMARY CARE OF COMPLEX PATIENTS Jonathan Weiner;

Jodi McCloskey; Connie S. Uratsu; Richard W. Grant. Kaiser Permanente

Northern California, Oakland, CA. (Control ID #2940841)

BACKGROUND: The primary care of patients with both medical and social

complexity can be challenging. Managing these patients may be an important

source of stress for primary care physicians (PCPs). Given the increasing

incidence of PCP burnout, we explored the association between PCP stress

and the factors that define their most complex patients.

METHODS: PCPs from a large integrated care system in Northern California

completed a brief survey as a part of a quality improvement project related to

complex patient care management. The survey prompted PCPs to consider

their 10-15 most complex, challenging patients and asked, "How stressful do

you find your work experience to be as a primary care physician in caring for

these challenging patients?" and, "What are the most relevant issues that

contribute to making these complex patients challenging to manage?" For

our analysis, we defined self-reported stress as the exposure and each relevant

patient issue as the outcome. We then categorized physician responses accord-

ing to stress levels (extreme stress vs. moderate, somewhat, or no stress) and

relevance of patient issues (very high or high vs. moderate or low). We

compared responses of higher vs. lower PCP stress according to patient factors

contributing most to complexity. We used multivariate logistic regression to

control for differences in years of PCP experience.

RESULTS: Surveys were distributed to 156 PCPs from 6 primary care

practices across 3 medical facilities. The response rate was 87% (135/

156). Just over half (56%) of physicians surveyed had >10 years' expe-

rience with their employer. Overall, 80% of PCPs reported their work

with complex patients to be either moderately stressful (47%) or extremely

stressful (32%). In multivariate analyses, PCPs who reported extreme

stress were more likely to highly rate limited social support (aOR 2.74

95% CI 1.13-6.64) and financial/social issues (aOR 2.31 95% CI 1.01-

5.28) as the most relevant contributors to defining their complex patients

but not number of medical diagnoses (aOR 1.20 95% CI 0.56-2.58) or

pain management (aOR 2.38 95% CI 0.87-6.46).

CONCLUSIONS: The majority of PCPs report that primary care of complex

patients is moderately or extremely stressful. PCPs reporting greater stress

were more likely to identify limited social support and patient financial/social

issues rather than medical issues as their major management challenges. Our

results underscore the relationship between patients' socioeconomic problems

and PCP stress. Efforts to reduce PCP burnout by addressing sources of stress

should emphasize interventions that focus on providing non-medical support to

complex patients.

FACTORS ASSOCIATEDWITH POST- HOSPITAL SKILLED NURS-

ING FACILITY DISCHARGE FOR PATIENTSWITH SURROGATES

Jennifer L. Carnahan1; Lev Inger2; James E. Slaven3; Robert Young2; Alexia

M. Torke2. 1Indiana University Center for Aging Research/Regenstrief Insti-

tute, Indianapolis, IN; 2Indiana University, Indianapolis, IN; 3Indiana Univer-

sity School of Medicine, Indianapolis, IN. (Control ID #2940707)

BACKGROUND: Over the next two decades the lifetime risk of nursing

home use for older patients is approximately 56%. For hospitalized patients

with cognitive impairment, surrogate decision makers participate in deciding

patients' discharge destination. We examined the characteristics of patients,

surrogates, their relationship, and overall healthcare system issues associated

with a higher likelihood of being discharged to a skilled nursing facility (SNF)

from the hospital.

METHODS: This is a secondary data analysis from an observational study of

surrogate decision-making for patients 65 and older hospitalized at one of three

Midwest hospitals. Data were collected via detailed surveys with surrogates

which occurred during hospital days 3-10 and via electronic medical record

chart abstraction. Eligible patients were 65 years and older, lacked decision-

making capacity as judged by both physician and caregiver report, had a

legally authorized surrogate, and were community dwelling prior to hospital

admission. The cohort was divided into those who went home versus those

who did not. Logistic regression was performed to determine which variables

were associated with a higher risk of SNF discharge.

RESULTS:Out of 364 patients enrolled into the study, 182 were community-

dwelling prior to hospital admission. Of these 133 discharged to a SNF and 49

patients went home. There were no significant differences in surrogate or

patients demographics (age, race, gender) between those discharged to home

versus SNF. In bivariate analyses, the following marked a higher likelihood of

nursing facility discharge destination with respective p-values: inpatient phys-

ical therapist (PT) recommendations for SNF (<0.0001), lack of pre-hospital

home care (0.0465), lower comorbidity score (0.0023), and surrogate prefer-

ence for full code (0.0150). A logistic regression model revealed that PT

recommendations (Adjusted Odds Ratio (aOR): 176.16, CI: 27.87- >999),

lower comorbidity score (aOR: 0.91, CI: 0.86-0.97), and surrogate-hospital

discordance (aOR: 0.03, CI: 0.01-0.16) were the strongest indicators of SNF

discharge. Non-significant independent variables include insurance status,

surrogate distrust of the healthcare system, and whether the patient lives with

surrogate.

CONCLUSIONS: Therapist recommendations followed by lower comorbid-

ity scores are the strongest predictors of SNF discharge for patients with

cognitive impairment requiring a surrogate decisionmaker. Lower comorbidity

scores and lack of discordance between hospital staff and the surrogate deci-

sion maker regarding discharge disposition are also associated with discharge

to the SNF. Early communication with physical and occupational therapists,

early assessment of patient health status, and proactive efforts to communicate

effectively with surrogate decision makers may help to facilitate SNF dis-

charges and prepare surrogates and patients for this transition.

FACTORS ASSOCIATED WITH PRESCRIPTION OPIOID USE

AMONG HISPANICS/LATINOS WITH ARTHRITIS: RESULTS

FROM THE HISPANIC COMMUNITY HEALTH STUDY/STUDY

OF LATINOSHector R. Perez1; Joanna L. Starrels2; Denise C. Vidot3; Simin

Hua1; Garett M. Strizich1; Donglin Zeng4; Martha Daviglus5; Marc D.
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Gellman6; Robert C. Kaplan1. 1Albert Einstein College of Medicine, Bronx,

NY; 2Albert Einstein College of Medicine & Montefiore Medical Center,

Bronx, NY; 3University of Miami, Coral Gables, FL; 4University of North

Carolina, Chapel Hill, NC; 5University of Illinois at Chicago, Chicago, IL;
6University of Miami, Miami, FL. (Control ID #2945852)

BACKGROUND: Though prescription opioid (PO) use for arthritis is com-

mon in the general population, use among Hispanics/Latinos is not well

described. Moreover, although acculturation has been associated with in-

creased substance use in Hispanics/Latinos, previous studies have not exam-

ined differences in PO use related to acculturation or Hispanic/Latino origin

group. The objective of this study was to describe the prevalence of PO use and

to characterize factors associated with PO use among Hispanics/Latinos with

arthritis.

METHODS: In this cross-sectional study, we analyzed baseline data from

the Hispanic Community Health Survey/Study of Latinos (HCHS/SOL), a

multisite cohort study of 16,415 Hispanic/Latinos in the Bronx, Chicago,

Miami, and San Diego. Baseline visits took place between 2008 and 2011

and assessments included sociodemographic, health status, and social/

language acculturation characteristics. Prescribed medications were self-

reported and verified with review of pill bottles. Adult participants who

reported arthritis, defined as swelling or pain of 1 or more joints, were

included in this analysis. The primary outcome was past-month PO use.

Multivariate logistic regression was conducted to examine associations

between Hispanic/Latino origin group (Puerto Rican, Mexican, etc), US

birth, language and social acculturation, and health insurance status with

PO use. US birth was defined as having been born in the mainland 50

US states. Language and social acculturation were derived from the Short

Acculturation Scale for Hispanics, with higher scores representing more

acculturation to US culture. Regressions were adjusted for age, gender,

field center location, household income, and aggregate physical and men-

tal health scores from the SF-12 Health Survey.

RESULTS: Among 2,731 patients with joint pain, 227 participants (8.3%)

endorsed PO use. In multivariate modeling, health insurance (OR 2.9 [95% CI

1.6-5.2]) and US birth (OR 2.2 [95%CI 1.3-3.9]) were positively associated

with PO use. Language acculturation was negatively associated with PO use

(OR 0.71 [95%CI 0.54-0.95]). Social acculturation andHispanic/Latino origin

group were not associated with PO use.

CONCLUSIONS: In this large cohort of Hispanics/Latinos with arthritis, PO

use was uncommon, was positively associated with health insurance and US

birth, and was negatively associated with language acculturation. Other na-

tional studies have reported prevalences of POuse among patients with arthritis

as high as 40%, highlighting disparities in PO use among Hispanics/Latinos.

Our finding that language acculturation was negatively associated with PO use

is interesting and requires further study; it may suggest, in fact, that Hispanics/

Latinos with higher Spanish language preference may be overprescribed

prescription opioids, perhaps due to poorer patient-provider communication

about pharmacologic and non-pharmacologic alternatives to opioids for the

treatment of arthritis.

FACTS AND FACETS: USING A CITYWIDE DATASET TO ANA-

LYZE THE IMPACT OF COMMUNITY-LEVEL SOCIAL DETERMI-

NANTS ON CLINICAL OUTCOMES Michael Cantor; Isabel Leon;

Claudia P. Pulgarin. NYU Schoo ofMedicine, NY, NY. (Control ID #2935929)

BACKGROUND: Social determinants of health (SDH) have been shown

across clinical conditions, age groups, and populations to have effects on

multiple health-related outcomes. Community-level determinants such as pov-

erty rates, social vulnerability, or walkability, may explain a significant portion

of the health of patients. We evaluated the utility of a dataset of community-

level determinants in relation to clinical outcomes.

METHODS:Weused the FACETS (Factors Affecting Communities Enabling

Targeted Services) dataset, a collection of community-level determinants

mapped to census tracts in New York City, as a resource to evaluate the effects

of community-level determinants on health. Using geocoded data from our

EHR, we examined the correlation among neighborhood walkability; distance

to parks; and social vulnerability to BMI changes in obese patients. We also

examined the relationship between social vulnerability and the likelihood that

patients with chronic pain would be prescribed long-term opioids.

RESULTS:We used data from FACETS to determine the poverty rate, social

vulnerability index, walkability score, and distance to parks for census tracts in

NewYork City.We limited our analysis to census tracts with at least 20 eligible

patients for the obesity analysis, and 5 patients for the opioid analysis. We

found 11,150 patients in our EHR with BMI of at least 30 who had at least 2

BMI measures 1 year apart. We found statistically significant (or near-

significant), directionally expected correlation between changes in BMI and

social vulnerability , walkability, and distance to parks (r=0.13, -0.10, 0.14;

p=0.02, 0.06, 0.01 respectively). Similarly, we found 11, 952 patients with

chronic, non-cancer pain, 836 of whomwere prescribed opioids. we found that

living in a high-poverty or highly socially vulnerable area correlated with

chronic, non-cancer pain (r=0.76), but was negatively correlated with being

on long-term opioids (r=-0.36), p<0.01 for both.

CONCLUSIONS: The FACETS database provided useful information for

examining the correlation between social determinants and outcomes in dif-

ferent clinical areas. Expanding FACETS to include other determinants will

allow for further analyses across a wider set of factors. These results can have

implications on both the clinical and policy levels.

FAMILY PLANNING IS ASSOCIATED WITH IMPROVED CHILD

LINEAR GROWTH IN GUATEMALA: FINDINGS FROM THE 2014-

2015 DEMOGRAPHICANDHEALTH SURVEYDavid Flood1, 2; Ashley

Petersen1; Boris Martinez2; Anita Chary2, 3; Kirsten Austad2, 4; Peter Rohloff2,

4. 1University of Minnesota, Minneapolis, MN; 2Wuqu' Kawoq, Tecpán,

Guatemala; 3Massachusetts General Hospital, Boston, MA; 4Brigham and

Women's Hospital, Boston, MA. (Control ID #2939408)

BACKGROUND: Scaling-up family planning is a priority in low- and

middle-income countries (LMICs). Access to family planning supports the

health, autonomy, and empowerment of girls and women. In addition, family

planning may have important spillover effects for child health. However, there

has been limited research assessing the connection between child growth and

maternal contraception access and use. This study seeks to examine this

relationship in Guatemala, a Central American country with one of the highest

rates of child stunting in the world. We hypothesize that, while controlling for

known stunting risk factors, maternal access to family planning in Guatemala is

associated with improved child linear growth.

METHODS: This study uses data from the population-based 2014-2015

Demographic and Health Survey in Guatemala. The sample includes 12,440

children under age 5 years whose mothers were interviewed in the household
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survey. We constructed several multivariate linear and logistic regression

models to assess whether maternal unmet need for family planning and

maternal contraceptive use was associated with child growth. The dependent

variables were child height-for-age z-score (HAZ) and presence of stunting

(HAZ ≤ -2.0). A number of covariates were selected a priori for model

inclusion based on a literature review and the authors' country-specific expe-

rience and expertise. We took into account survey weighting and complex

sampling design in all analyses and used the Taylor series linearization for

variance estimation.

RESULTS: We first report descriptive statistics and unadjusted analyses. In

the adjusted linear regression models, any maternal use of a modern contra-

ceptive method was associated with a 0.164 (95% confidence interval [CI]

0.108 to 0.219, p-value <0.001) increase in HAZ, and maternal unmet need for

family planning was associated with a -0.089 (95% CI -0.149 to -0.030, p-

value 0.003) decrease in HAZ. In the adjusted logistic regression models, any

use of a modern contraceptive method was associated with an odds ratio of

stunting of 0.759 (95%CI 0.660 to 0.872, p-value <0.001), and unmet need for

family planningwas associatedwith an odds ratio of stunting of 1.144 (95%CI

0.988 to 1.325, p-value 0.07).

CONCLUSIONS: This analysis of a cross-sectional survey from a single

country, Guatemala, found a modest though statistically significant association

between improved child growth and maternal contraception. While prior

research has suggested that surrogatemarkers of family planning are associated

with improved child linear growth, this study is one of the first to assess this

relationship using direct measures of maternal contraception access and use in

a nationwide sample from an LMIC. Our findings give global health

policymakers more evidence to support investing and expanding family plan-

ning services in these settings.

FAST TRACK DIALYSIS: IMPROVING EMERGENCY DEPART-

MENT AND HOSPITAL THROUGHPUT FOR PATIENTS REQUIR-

ING URGENT HEMODIALYSIS Christopher M. O'Donnell; Kyle P.

James; Daniel Lesky; Daniel Wood; Michael C. Perry; James P. Capes; Susan

Mathews; Tahsin Masud; Brittany Thomas; Ethan Molitch-Hou. Emory Uni-

versity, Atlanta, GA. (Control ID #2917986)

BACKGROUND:Many end stage renal disease (ESRD) patients present with

complaints related to missed or incomplete hemodialysis (HD). Inpatient

dialysis units often are not credentialed for outpatient use which necessitates

inpatient admission, use of extra resources, coordination between multiple

specialties, and substantial cost for a standard outpatient procedure. Delays in

patient throughput in emergency departments (ED) can cause boarding in the

ED leading to poor outcomes. Admission can lead to longer stays than what is

medically required.

METHODS: A multidisciplinary team created a unique triage pathway, Fast

Track Dialysis (FTD), to improve the flow of ESRD patients through the ED.

FTD rapidly identified low risk ESRD patients presenting with an urgent need

for HD. It standardized communication between the ED providers, nephrolo-

gists, hospitalists and nurses. We limited the use of telemetry, chest X-ray, and

peripheral intravenous lines. Patients eligible for FTD were identified by the

ED. Exclusion criteria included clinical concern for illness that would require

admission beyond one session of HD, arteriovenous graft or fistula

malfunctions, blood pressure greater than 200/100 mmHg, heart rate greater

than 120 beats per minute, hypoxia needing more than 4 liters, potassium

greater than 6.5 mEq/L, or the presence of concerning electrocardiogram

abnormalities. A six month historical control group was compared with a six

week FTD cohort. The historical group was filtered by admitting diagnosis

with ICD-10 codes consistent with conditions that dialysis addresses and an

anticipated length of stay of less than 48 hours as well as the exclusion criteria

listed above.

RESULTS: Fast Track Dialysis led to a significant reduction in nearly all

measures studied. Time from triage to ED discharge was reduced from 7.23

hours to 4.19 hours (p < 0.01). Time from triage to HD decreased from 8.54

hours to 4.57 hours (p < 0.01). Time from triage to discharge was reduced from

26.16 hours to 13.64 hours (p < 0.01) when excluding outliers staying greater

than 48 hours.

CONCLUSIONS: The implementation of a novel patient care pathway

intended to identify, triage, and facilitate the care of low risk ESRD patients

that required urgent HD led to a reduction in resource utilization in an urban

community and academic hospital.

FINANCIAL LITERACY AND WELLNESS IN INTERNAL MEDI-

CINE AND MEDICINE-PEDIATRIC RESIDENTS Rachel Wong1;

Patricia Ng1; John Bonino3; Alda Maria Gonzaga2; Alexandra E.

Mieczkowski2. 1Stony Brook University Hospital, Stony Brook, NY; 2Univer-

sity of Pittsburgh, Pittsburgh, PA; 3University of Kansas Medical Center,

Kansas City, KS. (Control ID #2937971)

BACKGROUND: Resident trainees are graduating from medical school with

increasing levels of debt but may also have poor financial knowledge and

practices. Low levels of financial wellness can contribute to burnout which in

turn can affect clinical performance. Previous studies have assessed resident

financial knowledge and interest in financial education, but a clearer picture in

Internal Medicine and Medicine-Pediatric residents is needed in order to tailor

future curricular efforts. The purpose of our study was to evaluate baseline

knowledge and practices of residents on debt management, savings, and

insurance as a needs assessment for a financial wellness program.

METHODS:Amodified version of the FINRANational Financial Capability

study was administered anonymously to residents at three university-based

programs. Statistical analysis was conducted using STATA v14.

RESULTS:The response rate was 184/298 (61.7%). Rates of educational debt

were high, with 77.7% with education debt and 65.8% owing more than

$100,000. Perception of debt dichotomized, with 50.3% agreeing and 38.6%

disagreeing that they carried too much debt, and 39.7% agreeing and 32.4%

disagreeing that they should be concerned with paying off loans. For residents
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with >$250,000 in loans, more residents than expected strongly disagreed that

they had too much debt (23 observed vs. 14.3 expected, p<0.001) and strongly

disagreed that they were concerned with paying it off (15 observed vs. 11.4

expected, p<0.001). Residents engaged in some saving practices, with 60.9%

having emergency funds, 66.3% having savings accounts, and 41.3% contrib-

uting regularly to retirement. 92% agreed that personal finance education

should be taught during residency.

CONCLUSIONS: Our study suggests that trainees have high levels of edu-

cational debt and variability in concern and knowledge about financial well-

ness. Residents may fit a few profiles: 1) Residents concerned about financial

wellness and debt who actively engage in positive financial practices (En-

gaged, Active); 2) Residents who are concerned about financial wellness and

debt but do not engage in positive financial practices (Engaged, Passive); and

3) Residents who have high levels of debt, low levels of concern, and may not

actively engage in personal finance (Unengaged). Residency programs should

consider tailored, multi-dimensional curricular interventions in order to engage

all types of residents at their institution.

FIRST YEAR MEDICAL STUDENT CHARACTERISTICS ASSOCI-

ATED WITH READINESS TO TALK ABOUT RACE Brooke A. Cun-

ningham1; Rachel Hardeman2; Samantha Carlson3. 1University of Minnesota

Medical School, Minneapolis, MN; 2University of Minnesota School of Public

Health, Minneapolis, MN; 3Professional Data Analysts, Minneapolis, MN.

(Control ID #2946637)

BACKGROUND: Calls to break the silence around the effects of racism on

health are growing. Few researchers have examined the relationship between

medical student characteristics and students' comfort, motivation, and skill to

discuss racism. This paper examines medical student characteristics associated

with readiness to talk about racism among first-year medical students at the

University of Minnesota.

METHODS: In February 2017 prior to a lecture on racism and health, we

invited first year medical students to participate in a web-based survey about

their experiences and comfort discussing racism. We calculated descriptive

statistics and measured differences by student race (White vs. Asian vs. Black/

multiracial/other) and undergraduate major type (STEM vs. non-STEM) using

chi square tests for variables with categorical responses and generalized linear

regression models with pairwise comparisons (i.e., two-sample t-tests) for

variables with continuous responses.

RESULTS: (N=107/163). The majority of students were male (53%); White

(75%); and majored in STEMmajors in college (85%). College major was not

associated with race. Students' responses to multiple items suggest that the vast

majority perceived racial inequality as a major problem in the United States.

Race was significantly associated with only one of these items. Specifically,

100% (16/16) of black/multiracial/other students (underrepresented minority

[URM] students) reported "too little attention" is paid to race and racial issues,

while only 53% of white students (42/79) and 55% of Asian students (6/11)

chose this response. Students with non-STEM majors and students who

identified as URM students reported talking about racism with friends more

often than STEM majors and white students, respectively. In conversations

about race at school, two-thirds of students were concerned that they might

unintentionally offend others or be misunderstood. However, non-STEM

majors and URM students were significantly less worried that they would

unintentionally offend others in conversations about race at school than STEM

majors and white students. Larger percentages of URM students (50%) than

white students (25%) were afraid that others would not respect their views

because of their race.White students were more afraid that theymight that they

would be called racist than URM students.

CONCLUSIONS: Many students find it challenging to discuss race and

racism in medical education settings. URM students and non-STEM majors

reported greater frequency talking about racism with friends and appear to be

less anxious in conversations about racism than white students and STEM

majors respectively. Given non-STEM majors' greater psychological safety

discussing racism, future research should explore whether non-STEM majors

are better prepared and more motivated to address racial disparities in health

and health care than STEM majors. Such research could have important

implications for medical school admissions.

FOOD INSECURITY AS AN INDEPENDENT RISK FACTOR FOR

CARDIOVASCULAR DISEASE AND OTHER COMORBIDITIES IN

OBESE INDIVIDUALS Deepak Palakshappa1; Jaime Speiser1; Gary

Rosenthal1; Mara Z. Vitolins2. 1Wake Forest School of Medicine, WINSTON

SALEM, NC; 2Wake Forest School of Medicine, Winston Salem, NC. (Con-

trol ID #2937175)

BACKGROUND: Food insecurity (FI), the lack of consistent access to food,

is a major public health problem affecting over 40 million Americans. Because

of limited economic resources, food insecure individuals are more likely to

have poor nutrition, limited physical activity, and increased stress leading to

poor health outcomes. Numerous studies have examined if FI leads to in-

creased weight gain, but little is known about how FI affects individuals who

are obese. The objective of this study was to determine if obese, food-insecure

individuals are more likely to have medical co-morbidities than obese, food-

secure individuals.

METHODS:We conducted a cross-sectional study using data from the 2007-

2014 National Health and Nutrition Examination Survey (NHANES). All

participants (>6 years of age) who were obese were eligible. Participants

who were pregnant or missing FI data were excluded. The predictor was

household FI defined by theUSDA Food Security Scale. The primary outcome

was the total number of obesity related co-morbidities (diabetes, hypertension,

hyperlipidemia, cardiovascular disease, congestive heart failure, stroke, cancer,

asthma, and sleep apnea). Secondary outcomes evaluated the association

between FI and individual co-morbidities. Propensity score weighting was

used to improve covariate balance between food insecure and food secure

participants. Propensity scores were estimated based on demographic and

clinical characteristics using a machine-learning technique called random

forest. We used Poisson regression to test the association between FI and total

number of medical co-morbidities and predictive margins to determine the

percent difference in co-morbidities, adjusting for the propensity of being food

insecure and accounting for the complex survey design of NHANES.

RESULTS: Of the 11,283 participants, 23.2% were food insecure. Food

insecure individuals were significantly more likely to be younger age, have a

lower household income, have public insurance, and a higher BMI (p<0.01 for

all comparisons). In propensity score adjusted models, FI was associated with

an 11.8% (95% CI: 1.33%, 22.3%, p=0.03) increase in the number of obesity

related co-morbid conditions. In secondary analyses, FI was associated with an

increased odds of participants having cardiovascular disease (OR: 1.40, 95%

CI: 1.07, 1.84; p=0.02) and asthma (OR: 1.29, 95% CI: 1.08, 1.55; p=0.01).
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There was a trend toward FI being associated with diabetes, but results were

not statistically significant. FI was not significantly associated with other co-

morbid conditions.

CONCLUSIONS: In this nationally representative cohort, we found that

obese individuals who suffered from FI were significantly more likely to have

an increased number of co-morbid medical conditions than obese, food-secure

individuals. Although further research is needed to determine causality, FI may

be an independent, modifiable risk factor that clinicians should consider when

treating obese patients in order to prevent medical co-morbidities.

FOODSECURITYANDNON-ALCOHOLIC FATTYLIVERDISEASE

IN A NATIONALLY-REPRESENTATIVE SAMPLE Ilya Golovaty1;

Phyllis C. Tien2; Jennifer C. C. Price2; Lila A. Sheira2; Hilary Seligman1;

Sheri D. Weiser2. 1University of California, San Francisco, Oakland, CA;
2University of California, San Francisco, San Francisco, CA. (Control ID

#2940847)

BACKGROUND:Over 15 million American households are food insecure, a

critical upstream determinant associated with cardio-metabolic disease. Con-

currently, non-alcohol fatty liver disease (NAFLD) is rapidly emerging as the

leading cause of liver disease and ‘barometer' of metabolic health. Despite

established associations between low food security and obesity, hypertension

and diabetes, little is known about the relationship between food security and

NAFLD. We therefore sought to evaluate whether there is an independent

association of food security with NAFLD.

METHODS: We conducted a cross-sectional analysis of a nationally repre-

sentative sample of adults from the National Health and Nutrition Examination

Survey (NHANES, 2009-2014 waves). Inclusion criteria was adults aged >20

reporting a household income <300% of the federal poverty level, without

infection-related liver disease (hepatitis B, C) or self-reported heavy alcohol-

use. Food security was categorized as either high, marginal, low or very low

food security based on the US Department of Agriculture Core Food Security

Module (18-point). Our primary outcome was NAFLD, as estimated by US

Fatty Liver Index (USFLI) >30. The USFLI was derived within NHANES and

incorporates age, ethnicity, GGT, waist circumference, and fasting insulin and

glucose. Our secondary outcome was advanced fibrosis, as estimated by the

NAFLD fibrosis score (NFS) >0.676. The NFS independently predicts liver-

related mortality and incorporates age, BMI, diabetes, AST, ALT, platelets and

albumin. We used multivariable logistic regression, adjusting for socio-

demographics (age, gender, ethnicity, education, household income). The

analyses adjusted for sampling weights to generate estimates representative

of the US population.

RESULTS: 3,965 (13%) of the 2009-2014 NHANES participants met inclusion

criteria, of which 14% reported marginal food security, 15% reported low food

security, and 9% reported very low food security. The weighted prevalence of

NAFLD and advanced fibrosis was 33% and 4%, respectively. In the multivar-

iable models, there was an incremental increase in odds of NAFLD by food

security status as compared to adults reporting high food security (marginal food

security AOR 1.04, 95% CI 0.67-1.63; low food security AOR 1.36, 95% CI

0.93-1.97; very low food securityAOR1.65, 95%CI 1.12-2.44). Adults reporting

very low food security were more likely to have advanced fibrosis (AOR 5.50,

95% CI 1.31-23.10) as compared to adults reporting high food security.

CONCLUSIONS: Food insecurity is independently associated with NAFLD,

after adjusting for socio-demographic factors. Further work is needed to

determine the relationship between food security and advanced fibrosis. Pro-

grams combating the growing burden of NAFLD-associated morbidity and

mortality should integrate strategies to improve accessibility of high-quality

foods for low-income adults.

FORM AND CONTENT OF CANNABIS PRODUCTS IN THE US

stacey steigerwald1; Peggy Wong1; Arianne Khorasani3; Salomeh Keyhani2.
1San Francisco Veterans Administration Medical Center, San Francisco, CA;
2University of California at San Francisco, San Francisco, CA; 3John Abbott

College, Quebec, QC, Canada. (Control ID #2934471)

BACKGROUND: Twenty-nine states and DC have legalized marijuana in

some form, resulting in a proliferation of cannabis products. Little is known

about the forms, THC content and medical and nutritional claims of products.

To fill this gap we identified all products available in a sample of dispensaries

in the United States.

METHODS: We identified the top 3 dispensaries in each state with the most

consumer reviews (e.g. Yelp, Weedmaps) as a metric of public interest. Six

states and DC do not allow dispensaries. Our final list had 65 dispensaries. We

extracted data on all cannabis products available for the most reviewed dis-

pensary in each state (8 in recreational states, 15 in medical states). The sample

was determined representative by comparing our data with that of two more

randomly selected dispensaries from the original list. When no new products in

terms of form or THC content were identified, data collection was considered

complete. We extracted product form, marketing and nutritional claims and

THC content. We summarized data by reporting the medians and interquartile

range of THC content.

RESULTS:We identified 2,264 unique products. Most common were edibles

(N=770, 34%), then bud/flower (N=726, 32%), concentrate (N=471, 21%),

sublingual (N=150, 6.6%), topical (N=135, 6%), plant/seed (N=8, .4%), rectal

(N=2, .08%) and vaginal (N=2, .08%). THC content varied significantly.

Median THC ranged from 60mg to 500mg per package and 5mg to 40mg

per serving. Maximum THC content was 7000mg in packages and 202mg in

servings. Among all edibles, 8% (N=183) were potentially attractive to chil-

dren in form (gummy, candy bar, cookie, hard candy, brownie) or flavor (berry,

lemon, peanut butter). Average median THC content in edibles was 114mg in

packages and 15mg in servings with a maximum THC of 7000mg in packages

and 166mg in servings. Of the total 2,264 products, 473 (21%) claimed

therapeutic efficacy. Most common was pain management (n=332, 15%),

anxiety (n=188, 8%), insomnia (n=188, 8%), depression (n=156, 7%), and

stress (n=117, 5%). Fifteen (0.7%) products made nutritional claims such as

"Vitamin E", "Gluten-free, Vegan", and "Omega 3". Nine (0.4%) products

warned of adverse effects.

CONCLUSIONS: The creation of new cannabis products has outpaced safety

data. Clinical trials examining the medical efficacy of average 8mg/daily of

cannabis have documented adverse effects including poisoning, depression,

disorientation, anxiety, confusion, seizures, psychosis, hallucination and para-

noia. Even with the disparate regulations on THC content at the state level the

maximum allowable dose is 200mg/package. We found a maximum available

dose is 7000mg/package. Many products are also sold in forms potentially

appealing to children. Increases in pediatric cannabis poisoning suggest more

regulation of forms, size and THC content may be necessary. Finally, many

products claimed therapeutic efficacy for conditions cannabis mayworsen, like

depression or anxiety. Increased regulatory oversight is needed.
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FOSTERING PATIENT-PROVIDER CONNECTION DURING CLIN-

ICAL ENCOUNTERS: INSIGHTS FROM NON-MEDICAL PROFES-

SIONALS Rachel Schwartz2, 1; Cati Brown-Johnson3; Marie C. Haverfield2,

1; Aaron A. Tierney1; Shreyas Bharadwaj1; Dani L. Zionts3; Isabella Romero2;

Gabriella Piccininni1; Jonathan G. Shaw6; Sonoo Thadaney1; Farzad

Azimpour4; Abraham Verghese1; Donna M. Zulman5. 1Stanford University,

Stanford, CA; 2Palo Alto VA Health Care System, Palo Alto, CA; 3Stanford

School of Medicine, Stanford, CA; 4IDEO, Palo Alto, CA; 5Stanford Univer-

sity andVAPaloAlto, Stanford, CA; 6Stanford University School ofMedicine,

Stanford, CA. (Control ID #2936263)

BACKGROUND: Effective patient-provider rapport is linked to improved

patient outcomes and clinician wellbeing; however, there is currently no

consensus in the literature on best practices for establishing connection in

challenging circumstances such as the time-limited clinical encounter and

moments of crisis. This study leverages expertise from professionals across

diverse non-medical fields to synthesize effective techniques for connecting

with others, paying particular attention to strategies for connecting under

pressure.

METHODS:We conducted semi-structured interviews with 20 professionals

outside the field of clinical medicine whose work involves interacting with

individuals with potential physical or emotional vulnerability (examples in-

clude: documentary filmmakers, restorative justice lawyers, psychotherapists,

recreational therapists, teachers, life coaches, clergy, firefighters). Interviews

focused on specific techniques that professionals use to connect with clients

under challenging circumstances, strategies for tailoring techniques to different

types of people and demographic groups, approaches used to establish trust

and set boundaries, and environmental factors that help and hinder connection.

RESULTS: Results highlighted the importance of understanding the full

context of their client's (e.g., student's or patient's) situation as the foundation

for knowing how to connect effectively. Interpersonal strategies that height-

ened connection included: 1) affirming the client's reality, e.g. matching words

with the client's vocabulary when expressing insights to ensure the language is

meaningful to the recipient; 2) identifying the emotion present in the room and

giving voice to it; and 3) using touch and nonverbal behavior (eye contact,

slower speech, etc.), when appropriate, to heighten affiliation. In crisis situa-

tions, experts described strategies for setting boundaries, creating structure, or

relying on pre-existing structural protocols to delineate safe space/time/re-

sources for the client. Mindfulness practices were employed by many experts

as a method for remaining present during emotionally demanding situations or

for recharging between intense bouts of connection.

CONCLUSIONS: Similar to previous findings in the realm of patient-provider

connection, we found that non-medical experts emphasized the importance of

creating a safe emotional environment as the basis for establishing a strong

interpersonal connection. Experts described novel strategies for eliciting and

attending to clients' emotional needs and outlined protocols that facilitate these

processes. Additionally, interviewees reported that a range of mindfulness prac-

tices underscored their ability to connect effectively with clients in high-stress

situations. Insights from this study will inform interventions for the Stanford

Presence 5 project, which aims to equip providers with techniques that enhance

interpersonal connection and promote healing in clinical settings.

FRAGMENTED CARE OF SUPER-UTILIZERS: A CROSS-

SECTIONAL STUDY Zach Kaltenborn1; Michael Usher1; Koushik Paul2;

Jonathan D. Kirsch1; Michael Aylward3; Elizabeth A. Rogers1; Michael

Rhodes1. 1University of Minnesota, Minneapolis, MN; 2University of Minne-

sota, Mineapolis, MN; 3University of Minnesota, Minnespolis, MN. (Control

ID #2933767)

BACKGROUND:A small population of patients disproportionately consume

an increasing share of medical resources. These super-utilizers have complex

medical and psychosocial conditions that require carefully coordinated and

individualized care where continuity is paramount. Many of the risk factors

associated with high hospital utilization overlap with those increasing the risk

of care fragmentation. How care fragmentation impacts super-utilizing patients

is poorly described. In this study, we aim to describe the rate and impact of care

fragmentation on super-utilizing patients within the inpatient setting.

METHODS: A large administrative database was generated from the Health

Care Utilization Project's (HCUP) State Inpatient and Emergency Department

Database from 5 states (VT, NY, FL, IA, UT, 2011-2013). Patients were

included if they had 4 or more hospitalizations within 1 year. The primary

exposure was the number of acute care hospitals visited yearly. We compared

patient demographics, hospital and emergency department utilization, and

diagnoses by using multivariate Poisson regression by ANOVA or Poisson

regression where appropriate. We finally investigated the likelihood of correct-

ly identifying a high utilizer with and without data sharing between hospitals.

RESULTS: A total of 439,497 patients were identified as super-utilizers of

which 102,230 (23.3%) visited 3 or more different hospitals. The number of

different hospitals visited was associated in a dose dependent manner with

younger age, non-white race, low-income region, underinsured, and popula-

tion dense areas (p<0.001). They also had a higher likelihood of being

homeless or temporarily uninsured (p<0.001). Inpatient care fragmentation

was associated with disproportionately higher costs, length of stay, and read-

mission rate. Accounting for inpatient care fragmentation captures a larger

proportion super-utilizers who would otherwise be missed (17.6%-56.0%)

using traditional methods from a single hospital's perspective. Finally, a

statistically significant U-shaped relationship was found between the number

of hospitals visited and adjusted 1-year mortality, with a peak at 4 hospitals

[OR 1.28 95% CI (1.24 to 1.37), p <0.001].

CONCLUSIONS: Inpatient care fragmentation is common among super-

utilizers and is associated with high yearly costs, an elevated risk of mortality,

and disproportionately affects vulnerable populations. These findings illumi-

nate a novel area for improving health equity and hospital outcomes for this

high-risk population while also highlighting the urgent need for data sharing

among hospital systems through Health Information Exchanges (HIE).

FREQUENCY OF TESTING AND INDICATIONS ASSOCIATED

WITH URINE STUDIES IN OLDER WOMEN Theresa A. Rowe; Ji

Young Lee; Stephen D. Persell. Northwestern University, Chicago, IL. (Con-

trol ID #2940119)

BACKGROUND: Urine studies (e.g., urinalysis, urine culture) should not

routinely be ordered in older women aged ≥65 years without genitourinary

(GU) tract specific symptoms because of the high rate of asymptomatic

bacteriuria (ASB) in this population. Thus, a positive urine test in a patient

without GU specific symptoms is unreliable and often leads to inappropriate

antibiotic use. The primary aim of this study was to determine the proportion of

urine studies ordered in older women without GU tract specific symptoms and

whether an antibiotic was associated with the urine study.
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METHODS: Retrospective analysis using electronic health record data of

women attending an outpatient primary care or specialty clinic between July 1,

2016 and June 30, 2017 in a large Chicago area urban and suburban health

system affiliated with an academic medical center. The main outcome measure

was the presence of a urine study result in the electronic health record within a

1-year period. Using ICD-10 diagnostic codes associated with the urine study,

patients were organized into 5 mutually exclusive categories: 1) Genitourinary

tract specific symptoms 2) Genitourinary tract and gynecologic chronic con-

ditions 3) Non-specific infectious symptoms 4) Renal, rheumatologic and

diabetic conditions, and 5) Non-specific symptoms or diagnoses. Antibiotics

orderedwithin 1 calendar day before the urine study or 2 calendar days after the

urine study were included.

RESULTS: There were a total 11,918 urine studies ordered. Over half (51.9%)

of urine studies ordered were not associated with a GU specific symptom or

chronic condition for which a urine study might be indicated. The most

common GU specific symptom for ordering a urine study was dysuria 632/

3437 (18.4%). The most common non-specific reason for ordering a urine

study was aMedicare wellness visit 644/6184 (10.4%). Over a third (37.2%) of

patients had a UC ordered in the absence of a UA.

CONCLUSIONS: A significant proportion of urine studies are ordered in

older women without an associated GU specific symptom or chronic condition

for which a urine study might be necessary. Focusing on diagnostic steward-

ship and appropriate ordering of urine studies can potentially reduce unneces-

sary antimicrobial therapy for ASB.

FREQUENCY OF TESTING FOR PROSTATE CANCER USING

PROSTATE-SPECIFIC ANTIGEN AMONG OLDER MEN IN A

LARGE HEALTH SYSTEM Theresa A. Rowe; Ji Young Lee; Stephen D.

Persell. Northwestern University, Chicago, IL. (Control ID #2938941)

BACKGROUND: Prostate cancer screening is not recommended for adults

with less than a 10 to 15 year life expectancy. The primary aim of this study

was to determine the proportion of older men without prostate cancer who

underwent testing with prostate-specific antigen (PSA) by age category.

METHODS: Retrospective analysis using electronic health record data of

men attending outpatient primary care between July 1, 2015 and June 30,

2017 in a large Chicago area urban and suburban health system affiliated with

an academic medical center. The main outcome measure was the presence of a

PSA result in the electronic health record within a 2-year period.

RESULTS: Of the 6,223 eligible men, 2,637 (42.4%) had a PSA performed

during the 2-year study period. The prevalence of PSA testing was highest in

men aged 70 to 74 (55%) and declined with increasing age—40% for men age

75 to79, 28% for men age 80 to 85, and 20% among men 85 and older. Of all

eligible men who had a PSA test performed, 1177 (47%) were performed for

men aged 75 years or older. The majority of PSA tests (78%) were ordered by

primary care clinicians. A new diagnosis of prostate cancer appeared in the

medical record following a PSA result in 69 patients (4.9%) aged 70 to 74, 58

patients (8.3%) aged 75 to 79, 23 patients (7.7%) aged 80 to 84, and 21 patients

(12%) aged 85 years and above.

CONCLUSIONS: There was a decrease in the frequency of PSA testing with

advancing age. However, a substantial proportion of men who were at age

where testing for and treating early stage prostate cancer is unlikely to provide

benefit and may lead to harm received a PSA test. These findings suggest that

strategies are needed to reduce inappropriate PSA testing in older men.

FREQUENCY, TIMING AND TYPES OF MEDICATION ERRORS

MADE BY RESIDENTS IN THE ELECTRONIC MEDICAL RE-

CORDS ERA Alexander Chaitoff3; Ari Garber2; Amy S. Nowacki1; Andrei

Brateanu1; Colleen Colbert1; Seth Bauer1; Zubin Arora1; Ali Mehdi4; Simon

W. Lam1; Abby Spencer5; Michael B. Rothberg2. 1Cleveland Clinic, Cleve-

land, OH; 2Cleveland Clinic, University Heights, OH; 3Cleveland Clinic

Lerner College of Medicine of Case Western Reserve University, Cleveland,

OH; 4Cleveland Clinic, Cleveland Heights, OH; 5Cleveland Clinic, Chagrin

Falls, OH. (Control ID #2938369)

BACKGROUND: Hospitalized patients are exposed to more than one

medication error per day. Residents place the majority of medication

orders in academic settings; yet, associations between resident training

level, order timing, and rates of medication errors have not been well-

studied since the passage of the Health Information Technology for

Economic and Clinical Health Act of 2009. Better understanding any

potential associations or trends in the era of electronic medical records

(EMRs) could guide quality improvement initiatives to reduce medi-

cation errors. Hence, this study aimed to describe associations between

medication error types, resident training level, and the timing of errors

in an inpatient setting.

METHODS: This retrospective cohort study included all inpatient medication

orders placed by Internal Medicine residents at a large tertiary care academic

medical center from July 2011 to June 2015. Medication errors were identified

by pharmacist use of the EMR's imbedded pharmacy interventions documen-

tation and communication module (iVent) to communicate real-time errors in

medication orders to the healthcare team. Order time (e.g. daytime, nighttime,

or transition period; month) and resident training level (post-graduate year,

PGY) were also recorded. Errors were categorized as Allergy Detection/

Caution, Drug Interaction, Duplicate Therapy, Order Needing Clarification

and Renal Dose Monitoring/Adjustment Required. Characteristics of errors

were summarized with counts and percentages. The association among the

order characteristics (ordering resident's training level, time of day, month, and

therapeutic class) and the probability of having an error was investigatedwith a

generalized estimation equation that accommodated order clustering by

resident.

RESULTS: Of 1,772,462 medication orders placed by 335 unique

Internal Medicine residents, 68,545 (3.9%) triggered a pharmacist

intervention via the iVent system. The medication classes with the

highest error rates were antimicrobials (14%), anticoagulants (9%),

colony stimulating factor agents (8%), biologicals (8%), and antidotes

(6%). Overall and for each PGY level, Renal Dose Monitoring/

Adjustment was the most common error (40%). Errors were less

frequent during the night and transition periods versus daytime (aOR

0.93; 95% CI, 0.91-0.96, and aOR 0.93; 95% CI, 0.90-0.95, respec-

tively). Errors were more common in July/August compared with other

months (aOR 1.05; 95% CI, 1.01-1.09). Compared to PGY-2 residents,

both PGY-1s (aOR 1.06; 95% CI 1.03-1.10), and PGY-3s (aOR 1.07;

95% CI, 1.03-1.10) were more likely to make medication errors.

Throughout the course of the academic year, the odds of a medication

error decreased by 16% (aOR 0.84; 95% CI 0.80-0.89).

CONCLUSIONS:Despite using EMRs, medication errors by trainees remain

common. Additional supervision, especially at the beginning of academic

years, and resident education about certain classes of medications may be

necessary to reduce medication errors.
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FUELINGTHEFIRE:MEASURINGANDPREVENTINGPHYSICAN

BURNOUT IN RESIDENCY Ruth Campbell2; Lindsey Rearigh1; Kristin

Olson1; Russell Hamilton2; Jacob West2; Louise Convery1; Leatrice Olson2;

Daniela Frankova1. 1Mercy Medical Center, Des Moines, IA; 2Mercy Medical

Center Des Moines, IA, Des Moines, IA. (Control ID #2946068)

BACKGROUND: In residency training, physician burnout is becoming a

more prevalent issue. Residents who experience burnout during training are

now at high risk to suffer from severe burnout when they become practicing

physicians. It is imperative to identify those experiencing burnout and to find

ways to prevent it. We sought to determine if a wellness program would

decrease overall burnout rates.

METHODS: This was a survey based, prospective cohort study of internal

medicine residents, attendings, and staff at Mercy Medical Center in Des

Moines, Iowa. Data was collected from participants that completed the well-

ness program termed "Fit in Five". The participants consisted of 28 residents,

nine attendings, and one staff member in the 2016-2017 training year. An

abbreviated Maslach Burnout Inventory (A-MBI) was distributed at the begin-

ning and end of the program. The A-MBI is an anonymous survey consisting

of fifteen questions that determined levels of burnout among participants. The

questions assessed three categories: emotional exhaustion, depersonalization,

and personal accomplishment. The severe burnout rate was determined based

upon a combined score of emotional exhaustion and depersonalization. Par-

ticipants that scored greater than the 75th percentile fell into the severe burnout

category.

RESULTS: Burnout scores decreased from an average of 13.95 to 12.6 points

after the program was completed. Depersonalization scores also decreased

from an average of 5.7 to 4.7 points. A decrease in emotional exhaustion

scores from 8.7 to 8.1 points was also seen. Average scores in satisfaction with

medicine and personal accomplishment were relatively unchanged pre and

post intervention. Satisfaction with medicine scores averaged 14.3 points both

pre and post intervention and personal accomplishment scores increased from

15.7 to 15.9 points post intervention. Even though burnout, depersonalization,

and emotional exhaustion scores all decreased, the differences were not found

to be statistically significant based on a t-test analysis. A pre-intervention

response rate of 51% was reported with an overall burnout rate of 25%. A

post-intervention response rate was 43.5%with an overall burnout rate of 12%.

This was an overall significant decrease in severe burnout of 13% for the year.

CONCLUSIONS: The consequences of burnout can lead to a decrease in job

performance and suboptimal patient care. Even though burnout, depersonali-

zation, and emotional exhaustion scores all decreased, the differences were not

statistically significant. We believe this may be due to the small population size

of our study. There was however a significant decrease in the percentage of

severe burnout among the program. More research will be needed to see if

wellness programs like this can impact specific burnout categories and create a

lasting effect. We conclude that by recognizing those who are experiencing

burnout and instituting a wellness program such as Fit in Five, severe burnout

within residency can be decreased.

FULFILLMENT IN FOOD: A PILOT STUDY OF A CULINARY

CURRICULUM'S IMPACT ON INTERNAL MEDICINE RESIDENT

BURNOUT Nathan Wood1, 2; Alexander Garbarino2; David E. Willens2.
1Wayne State University School ofMedicine, Detroit, MI; 2Henry Ford Health

System, Detroit, MI. (Control ID #2946199)

BACKGROUND: Burnout among medical residents is increasing, with res-

idency programs seeking ways to address this challenge.While leisure cooking

has been associated with lower burnout among practicing physicians and a

number of burnout interventions have been shown to be effective among

residents, no research to date has investigated the efficacy of a cooking class

in reducing resident burnout. We hypothesized that an engaging culinary skills

class intervention would increase cooking proficiency, encourage health be-

haviors, and decrease resident burnout.

METHODS:With all internal medicine residents at our health system eligible,

8 participants enrolled in a 2-hour class of culinary instruction and hands-on

cooking in small groups. Assessment surveys were completed immediately

prior to, immediately following, and 6 weeks after the intervention. The

baseline and 6 weeks post-intervention surveys included the Abbreviated

Maslach Burnout Inventory. Secondary outcomes included within-subject

improvements and sustainability of culinary knowledge, skills, and healthy

cooking frequency.

RESULTS:All 8 participants completed a survey for each of the 3 time-points.

The results showed immediately post-intervention increases in cooking knowl-

edge (standardizedmean difference 1.87 [95% confidence interval 1.12, 2.63]),

skills (0.85 [0.19, 1.50]), confidence (1.39 [0.64, 2.14]), and motivation (0.85

[0.16, 1.53]) compared to baseline. There were no statistically significant

differences between the post-intervention and 6 weeks post-intervention sur-

veys. At 6 weeks post-intervention, residents reported (on a scale of 0-10)

they'd used their new knowledge and skills to positively impact their health

(mean 8.1 [95% confidence interval 6.4, 9.8]), wellness (7.8 [6.3, 9.3]), and

burnout (7.3 [5.8, 8.8]). However, self-reported number of home-cooked

versus pre-prepared meals eaten per week remained stable over time. Baseline

scores (on a scale of 0-18) on the Abbreviated Maslach Burnout Inventory

were found to be 5.1, 7.9, and 14.8 for depersonalization, emotional exhaus-

tion, and personal accomplishment, respectively. There were no statistically

significant differences in these scores at 6 weeks post-intervention.

CONCLUSIONS: This study demonstrates that a resident cooking class may

improve culinary knowledge, skills, and confidence and that these improve-

ments may be retained over time. It may also improve healthy behaviors.

Burnout indices did not improve; however, baseline burnout levels were low.

More studies with a greater number of participants and an increased frequency

of intervention should be conducted.

FUNCTIONAL IMPAIRMENT OF OLDER ADULTS PRESENTING

TO AVAMEDICAL CENTER EMERGENCY DEPARTMENT: FIND-

INGS FROM THE GERI-VET PROGRAM Jill Huded1, 2; Gerald

Maloney1, 2; Kimone Lightford1; Kristina Snell1; Todd Smith1, 2. 1Louis

Stokes Cleveland VAMedical Center, Cleveland, OH; 2Case Western Reserve

University School of Medicine, Cleveland, OH. (Control ID #2945235)

BACKGROUND: Presentation to the emergency department (ED) has been

described as a sentinel event for older adults, indicating a time of increased frailty

and vulnerability to physical and social changes. We aim to describe functional

capacity and associated patient outcomes of older patients seen by Geriatric

EmergencyRoom Innovations for Veterans (GERI-VET), a novel initiative at the

Cleveland Veterans Affairs Medical Center (VAMC) ED utilizing former mili-

tary medics to perform geriatric screens and care coordination.

METHODS:We prospectively studied all veterans > 65 years old enrolled in

GERI-VET during index ED encounter between 12/1/16-10/31/17. Former
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military medics assessed functional capacity with the Katz Basic Activities of

Daily Living (ADL) scale. Care plans tailored to screening results were

developed and implemented by the former military medic assigned to each

patient. Study outcomes were ED disposition, and rates of ED revisitation < 90

days and hospitalization < 90 days.

RESULTS: Functional capacity was assessed in 97% (212/218) of patients

and 28% (59/212) were found to be functionally dependent (>3 ADLs requir-

ing assistance). Functionally dependent vs. independent patients were similar

in terms of age (82+/-8yrs vs. 83+/-7yrs, P=0.744) although women were a

higher proportion of the dependent group (7% vs. 1%, P=0.022), and African

Americans were a higher proportion of the independent group (25% vs. 41%,

P=0.033). At baseline, dependent patients were more often enrolled in home

based primary care (51% vs. 32%, P=0.011) and had higher use of home health

aides (44% vs. 14%, P<0.001) and adult day care (14% vs. 3%, P=0.009).

ISAR score > 3 (62% vs. 27%, P<0.001) during the index ED encounter was

more common in the dependent group. Dependent patients had higher rates of

delirium (37% vs. 5%, P<0.001), > moderate cognitive impairment (19% vs.

8%, P=0.039), abnormal Timed Up and Go Test (> 14sec; 100% vs. 64%,

P=0.015), and falls in the prior 6 months (60% vs. 41%, P=0.013). Laboratory

testing (86% vs. 67%, P=0.019) during the index ED visit was more common

in dependent patients. Dependent patients had higher rates of hospitalization

during the index ED encounter (59% vs. 28%, P<0.001), while the rates of ED

revisitation < 90 days (34% vs. 43%, P=0.253) and hospitalization < 90 days

(25% vs. 24%, P=0.772) were similar between dependent and independent

patients.

CONCLUSIONS: Functional dependence, which is associated with impaired

cognition and risk of falls, is present >1 in 4 older veterans treated in a VAMC

ED. Detection of functional dependence presents an opportunity to identify

outpatient care needs and implement community and home-based interven-

tions from the ED setting. Although not traditionally trained in geriatric

medicine, former military medics are a novel workforce to screen for high risk

geriatric syndromes including functional dependence and promote evidence-

based care for older adults treated in VAMC EDs.

GAMMAGAPTHRESHOLDSANDHIV,HEPATITISC, ANDMONO-

CLONAL GAMMOPATHY Gigi Liu1; Olive Tang3; Daniel Brotman1;

Edgar R. Miller1; Stephen P. Juraschek2. 1Johns Hopkins University School

of Medicine, Baltimore, MD; 2Beth Israel Deaconess Medical Center/Harvard

Medical School, Boston, MA; 3Johns Hopkins University, Baltimore, MD.

(Control ID #2937847)

BACKGROUND: The gamma gap is the difference between total serum

protein and serum albumin. An elevated gap of 4 g/dL or greater, suggesting

the presence of increased monoclonal or polyclonal immunoglobulins, may

trigger further evaluation for chronic infections or monoclonal gammopathy.

Despite its widespread use, there are no evidence-based thresholds in the

literature to inform additional testing. This study examines the diagnostic

performance of the gamma gap measured in a community-based population

for human immunodeficiency virus (HIV), hepatitis C (HCV), and multiple

gammopathy of unknown significance (MGUS).

METHODS: Using the National Health And Nutrition Examination Survey

(NHANES) data from 1999 to 2014, gamma gap was derived in three sub-

populations based on availability of testing for HIV (N=25,680), HCV

(N=45,134), and MGUS (N=6,118). Disease status was confirmed by HIV

antibody and western blot, HCV RNA test, and electrophoresis with

immunofixation respectively. Means and proportions were used to characterize

each subpopulations. Sensitivity, specificity, and likelihood ratios were calcu-

lated for the different gamma gap thresholds. Area under the curve (AUC) was

generated based on logistic regression. Poisson regression (prevalence ratios)

with cubic splines was used to model the relationship between the gamma gap

and each disease.

RESULTS: The mean gamma gaps of participants positive for HIV, HCV, or

MGUS ranged from 3.4 g/dL to 3.8 g/dL. About 37.8% of HIV positive

participants had an elevated gamma gap of 4 g/dL or greater, compared to

18.8% for HCV and 15.4% for MGUS. The AUC was 0.80 (95% CI: 0.75,

0.85) for HIV followed by AUC of 0.74 (95% CI: 0.72, 0.76) for HCV, and

AUC of 0.64 (95% CI: 0.60, 0.69) for MGUS. Gamma gap of 4 g/dL for HIV

and HCV and 4.5 g/dL for MGUS corresponded to a specificity of 95% or

greater. A gamma gap of 2.5 g/dL or less corresponded to a sensitivity of 95%

or greater for all three diseases, while an elevated gap of ≥4 g/dL was

associated with a sensitivity of 15-39% and a specificity of 95-98% for all

three diseases (Table 1). The relationships between gamma gap and each of the

three diseases were U-shaped with higher disease prevalence at both low and

high gamma gap levels.

CONCLUSIONS:While the traditional definition of an elevated gamma gap

is insensitive for HIV, HCV, and MGUS, it is specific for HIVand HCV. This

suggests the absence of an elevated gamma gap does not rule out HIV, HCV, or

MGUS. Conversely, while an elevated gap may justify further testing for HIV

and HCV, it does not justify electrophoresis in absence of additional clinical

information.

GENDER DIFFERENCES IN THE PREVALENCE AND PROBABIL-

ITYOFSOCIALDETERMINANTSOFHEALTHACROSSTHELIFE

COURSE IN THEUNITED STATES Elena Byhoff1; Norma Terrin1; Karen

Freund1; Arvin Garg2. 1Tufts Medical Center, Boston, MA; 2Boston Medical

Center, Boston, MA. (Control ID #2941587)

BACKGROUND: Social Determinants of Health (SDH) are defined as the

circumstances in which people are born, grow up, live, and work, which

materially affect the health of individuals. Women appear to be more vulner-

able to SDH, yet there has been little work contrasting the burden of SDH by

gender. We aim to better characterize the prevalence of SDH in women

compared to men across the life course, while identifying clinical and

sociodemographic risk factors that are associated with specific SDH.

METHODS: Using data from the National Health and Nutrition Examination

Survey (NHANES) most recent complete survey wave (2013-14), we used

linear and logistic regression to identify significant differences between men

and women in proportions of 8 SDH using the National Academy of Medicine

suggested screening domains: (1) educational attainment (2) material hardship

as measured by household income to poverty ratio (3) food insecurity (4)

depression (5) tobacco use (6) alcohol use (7) physical activity (8) social

connection. We included all respondents over age 18. Using the regression
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results, we then used margins to calculate predicted probabilities for the

identified significant SDH in men and women across the life course. We

employed survey weights to generalize our results to the U.S. population.

RESULTS: Our sample included 6,113 respondents with complete informa-

tion on all analyzed SDH variables, of which 3197 (53%) were female. On

average, womenwere statistically more likely to screen positive for alcohol use

(88% vs 79%) and depression (24% vs 17%), and more likely to be partnered

(58% vs 42%). Looking at measures of material hardship, female headed

households were more likely to be food insecure (36% vs 25%), and had a

household income 43% lower than their male counterparts. Men were more

likely to screen positive for tobacco use (51%). In our analysis by age, women

weremore likely to face food insecurity and poverty across the life course, with

highest rates at the youngest and oldest age bands. Women were more likely to

screen positive for alcohol use and depression at all ages compared to men.

CONCLUSIONS: This is the first analysis comparing social determinants of

health between men and women generally, and across the life course. Women

have a markedly higher risk for many of the measured social determinants of

health, compared to men, regardless of age.

GENERALISTS IN A SPECIALIST WORLD: A COMPARISON OF

PRECLINICAL TEACHING EFFECTIVENESS Patrick B. McAdams;

Michelle Garrison; Shobha W. Stack. University of Washington, Seattle, WA.

(Control ID #2938664)

BACKGROUND: Internal medicine subspecialists are traditionally responsi-

ble for teaching most of the pathophysiology content in preclinical undergrad-

uate medical education. Yet, dependence on subspecialists can be problematic:

in rural areas, subspecialists may be scarce, and in urban campuses, institu-

tional and time pressures have been shown to interfere with teaching availabil-

ity. A potential solution is the use of general internists. However, it is unclear if

their lack of specialized training would impede their efficacy in teaching this

core content. While multiple studies have shown generalists and subspecialists

have nearly equivalent teaching efficacy for inpatient medicine rotations, our

literature search found no study comparing them in the classroom. Given that

generalists possess knowledge of a broad range of diseases and clinical

management, we hypothesized that generalists are as effective as subspecialists

in teaching preclinical pathophysiology.

METHODS: This retrospective cohort study consisted of first-year medical

students (n=160) enrolled at one of two affiliated campuses. Their pathophys-

iology curriculum was organized into subject modules (Cardiovascular-Pul-

monary-Renal, Hematology-Oncology, and Gastroenterology-Endocrinology)

with all course materials, including exams, standardized across sites. Lectures

and small group learning sessions were delivered by a mix of generalists and

subspecialists. The proportion of the course taught by generalists varied by

campus, module, and each student's small group assignment. The primary

outcome was the effect of exposure to generalist teaching on student exam

scores. A mixed effects regression analysis was performed with student and

campus as random effects, and module as a time-varying covariate. Each

analysis was adjusted for known predictors of student performance at our

institution: English as a second language, MCAT total z-score, and undergrad-

uate science and math GPA.

RESULTS: Teaching by generalists is associated with a small but statistically

significant increase in the exam score for that module. For every 10% increase

in the proportion of the module that a student received instruction from a

generalist, their exam score increased on average by 0.12% (95% CI 0.04 -

0.20, p = 0.005). When analyzed as a dichotomous predictor, students who

received instruction from a generalist for at least 75% of the module had an

average increase in their exam score by 1.29% (95%CI 0.53 - 2.04, p = 0.001).

In a sensitivity analysis, there was no significant difference in findings when

campus was modeled as a fixed effect versus random effect.

CONCLUSIONS: These results suggest that generalists are as effective as

subspecialists in teaching preclinical pathophysiology. Medical schools may

rely on generalists to teach core pathophysiological concepts to preclinical

medical students without negative effects on student learning.

GENERATIONAL PERSPECTIVES ON COMMUNITY VIOLENCE:

RISK, RESILIENCE, AND RESOURCE NEEDS FOR VIOLENCE

PREVENTION Tyrone A. Johnson; Yolanda O'Neal; Althera M. Steenes;

Monica E. Peek; Elizabeth L. Tung. University of Chicago, Chicago, IL.

(Control ID #2939177)

BACKGROUND:Community violence continues to be an important cause of

mortality in the United States. Qualitative field research has tended to focus on

the perspectives of youth; however, few studies have rigorously explored the

perspectives of community-dwelling adults. This study aims to explore the

contextual risk factors of community violence, and to characterize processes of

resilience and prevention by eliciting adult perspectives.

METHODS: In 2017, we conducted, recorded and transcribed 8 focus groups

and 6 interviews with older adults, ages >35 years, living in a neighborhood

with high rates of community violence. Participants were purposefully recruit-

ed from two geographic epicenters on the South Side of Chicago. Codes and

themes were generated using grounded theory and the constant comparison

method. Six reviewers participated in the development of the initial codebook;

for internal consistency, 1 primary reviewer read and coded all transcripts.

Discrepancies were resolved by the research team. Atlas.ti 4.2 was used for

data organization and analysis.

RESULTS: The overall sample included 51 participants. Median age was 59

years (range 39-80 years). Sixty-seven percent identified as female, 75% as

black, and 20% as Spanish-speaking Hispanic/Latino; 33% reported an annual

household income less than $25,000. Forty-three pecent reported being a prior

victim of community violence and 71% reported a close friend or family

member was seriously injured or killed due to violence. Social breakdown

frequently emerged as a prominent risk factor for community violence. Many

reported loss of neighborhood social control ("Your next-door neighbor would

say something if you were doing something wrong, but it's not like that

anymore"), including ineffective policing ("They've let so much go... they just

don't stop [gang activity] any more"). Participants also highlighted economic

instability as a lever of poor social control ("Sometimes lack of parenting could

be… parents working two, three jobs… trying to provide for their child"), and

as precipitating violence itself ("Everybody wants to live. If you can't find a

job, you're going to find another way"). Despite contextual risks, participants

noted many positive methods for coping and resilience, such as building

support networks and engaging community youth. Others noted negative

methods, such as carrying weapons ("A lot more guys do carry a gun") and

self-medicating ("I take Xanax every morning"). Participants noted several

resources necessary for violence prevention, including counseling, community

programs (e.g., recreation), and information about existing resources ("If there

are resources, most people don't know about them").
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CONCLUSIONS: Participants identified social and economic processes that

precipitated risk for community violence in a generational context. Our find-

ings highlight potential targets for healthcare intervention in addressing social

risk factors, negative coping and informational resource needs for violence

prevention.

GERIATRIC MEASURES AS PREDICTORS OF 1-YEARMORTALI-

TY IN PATIENTS UNDERGOING MAJOR SURGERY Victoria Tang1;

Bocheng Jing2; Sarah Ngo3; W. John Boscardin3; Emily Finlayson2; Ken

Covinsky4. 1UCSF/VASFMC, San Francisco, CA; 2UCSF, San Francisco,

CA; 3UCSF, SF, CA; 4ucsf, San Francisco, CA. (Control ID #2945754)

BACKGROUND:A growing proportion of older adults are undergoingmajor

surgery despite the higher risk of post-operative mortality. Geriatric measures,

such as pre-operative functional status, are commonly used in geriatric assess-

ments. Despite poor functional status having significant association with poor

health outcomes, these geriatric measures are often not included in studies

evaluating post-operative outcomes in older adults. Our goal was to determine

the association of specific geriatric measures and 1-year mortality in older

adults after major surgery.

METHODS: We analyzed longitudinal data from the nationally-

representative Health and Retirement Study linked to Medicare claims

(N=1286 participants), age >= 65 and who underwent a major surgery (i.e.,

abdominal aortic aneurysm [AAA] repair, coronary artery bypass graft

[CABG], colectomy). Our outcome was mortality within 1 year of the major

operation. Predictors included the following geriatric measures: dependence in

activities of daily living (ADL), dependence in independent activities of daily

living (IADL), mobility ability, and presence of depression. Additionally, we

examined demographic and clinical predictors. Analysis was performed using

multivariate cox proportional hazard models.

RESULTS: The mean participant age was 76±7 years, 57% were women, 10%

underwent a AAA repair, 50% CABG, 40% colectomy; 19% died within 1 year

of their major operation. After adjusting for age, comorbidity burden, surgical

type, gender, race and education, the following geriatric measures were signifi-

cantly associated with 1-year mortality included >1 ADL dependence (43% vs

17%, adjustedHR: 2.3, p=0.0007), >1 IADL dependence (40%vs 17%, adjusted

HR: 2.2, p=0.0012), inability to walk several blocks (25% vs 14%, adjusted HR:

1.7, p=0.004), presence of depression (27% vs 15%, adjusted HR: 1.6, p=0.01).

CONCLUSIONS: In this older adult cohort, about a fifth of participants who

underwent major surgery died within 1 year and geriatric measures were signifi-

cantly associated with mortality. Specific geriatric measures, such as pre-operative

function, need to be incorporated into the pre-operative assessment. This informa-

tion may be used in surgical decision-making and patient counseling.

GERIATRIC TRAUMA PARTNERSHIP: USING A GERIATRIC

SCREENTOTARGETVULNERABLEOLDERTRAUMAPATIENTS

Meera Sheffrin1; Ankur Bharija1; Nannette Storr-Street2; Astrid Block2; Lisa

M. Knowlton1; Kristan L. Staudenmayer1. 1Stanford University School of

Medicine, Stanford, CA; 2Stanford Healthcare, Stanford, CA. (Control ID

#2942714)

BACKGROUND: Geriatric consultation has been shown to improve out-

comes for older trauma patients. However, geriatric consults are resource

intensive and it is unknown which patients benefit most from this intervention.

We examined the feasibility of targeting geriatric consults for older trauma

patients admitted to a Level 1 trauma center at an academic hospital by 1)

identifying vulnerable older adults with a Geriatric Screen performed by

trauma surgeons, and 2) implementing subsequent geriatric medicine

consultation.

METHODS: Partnering with the Trauma service at our hospital, we devel-

oped a 10-question Geriatric Screen for trauma patients age 65+ based on the

validated Identifying Seniors At Risk and Edmonton Frail Scale tools. The

screen included questions on cognitive and functional impairment, falls, delir-

ium, and other geriatric syndromes. The Geriatric Screen was completed by

trauma surgery residents and advanced practice providers at the time of the

trauma tertiary survey, and was embedded within an Electronic Medical

Record note template. We implemented geriatric consultation all patients

who screened positive (defined as 1+ positive answers). We gave an educa-

tional lecture on geriatric syndromes in trauma patients at the beginning of the

intervention. Additionally, we developed pocket cards and implemented bi-

monthly reminders to use the screen. The acceptability and feasibility of

screening was assessed through tracking the frequency of consults, extent of

recommendations followed (some or all vs. none), adherence to the screen

(percent of patients screened on the first 5 weekdays of the month).

RESULTS: From Feb 1 to Aug 30 2017, geriatrics consults were requested on

104 trauma patients. Mean age was 84 years (range 66-103), and 52% were

female. All (100%) patients that screened positive were found to have at least

one geriatric syndrome. The most common geriatric syndromes were delirium,

cognitive impairment or dementia, and functional decline. Some or all of the

geriatrics recommendations were followed in 100% of patients. Trauma ser-

vice reported willingness to use the Geriatric Screen, however monthly adher-

ence ranged from 44% to 100%, and was higher on patients not admitted to the

intensive care unit.

CONCLUSIONS: We implemented a Geriatric Screen which successfully

identified a high-risk geriatric trauma population within a Level 1 trauma

center at an academic hospital. The screen was well received, however

implementing educational lectures and bi-monthly reminders were key to

maintaining ongoing adherence to the intervention. Use of a Geriatric Screen

done by trauma surgeons is a promising method to target trauma patients at

high risk for geriatric syndromes in the hospital.

GLYCEMIC OVER AND UNDER TREATMENT IN A NATIONAL

SAMPLE OF VA NURSING HOME RESIDENTS WITH DIABETES

Lauren I. Lederle; Bocheng Jing; Sei J. Lee. University of California San

Francisco, San Francisco, CA. (Control ID #2937224)

BACKGROUND:Multiple guidelines recommend less stringent hemoglobin

A1C (A1C) goals for nursing home residents (typically between 8-9%) than for

the general population. For frail nursing home (NH) residents, tight glycemic

control has less benefits with increased hypoglycemia risk. However, little is

known about the rates of glycemic over- and under- treatment among NH

residents.

METHODS: We conducted a retrospective analysis of all VA NH residents

age >65 admitted from 1/1/2013-12/31/2015. NH residents were identified as

having diabetes if (1) they used glucose lowering medications (GLM) includ-

ing oral medications and insulin within one year of NH admission OR (2) A1C

≥6.5 within 1 year of NH admission. We defined our index A1C as the first

JGIM ABSTRACTS S205



A1C result >1 month after NH admission. Baseline GLMs used to achieve this

A1c were any NH medications for up to 90 days prior to the index A1C. NH

residents were categorized into 4 categories of A1C control (<6.5%, 6.5-7.4%,

7.5-8.4% and ≥8.5%) and 4 categories of GLMs (no GLMs, metformin only,

non-metformin oral GLMs and any insulin). We defined potential overtreat-

ment as A1C <6.5 and on any medication other than metformin or A1C <7.5

and on insulin. We defined potential undertreatment as A1C ≥7 .5 and on no

medications or A1C ≥ 8.5 and on metformin alone.

RESULTS:We identified 12,606 NH residents with diabetes who had an A1C

value 30+ days after NH admission. Mean age was 74.5 years (SD 8), 98.3%

were male, 76.8% white, with an average Charlson comorbidity score of 5.5

(SD 2.9). Thirty percent (n=3823) of residents had A1C <6.5, 36.8% (n=4642)

had HgbA1C 6.5 to 7.4, 18.0% (n=2270) had A1C 7.5 to 8.4, and 14.8%

(n=1871) hadA1C ≥8.5. Overall 25.8% (n=3258) were potentially overtreated,

and 10.5% (n=1,318) were potentially undertreated. More than half of all

patients on insulin had an A1C < 7.5 (54.8%, n=2663). Of those with A1C

of 7.5 or greater, 29.7% (n=1229) were not receiving any GLM.

CONCLUSIONS: In a national sample of VA NH residents with diabetes we

find that one quarter of NH residents are potentially overtreated while 10% are

potentially undertreated. In addition, more than half of those on insulin have an

A1C <7.5%, suggesting insulin may be an important medication to focus on

when addressing glycemic overtreatment in the NH.

GOINGTHEDISTANCE: PATIENTS' EXPERIENCESWITHVIRTU-

AL HEALTH AT CLEVELAND CLINIC Susannah L. Rose1; Mary Beth

Mercer1; Kathryn A. Martinez1; Sabahat Hizlan1; Pei-Chun Yu1; Kari Gali3;

Matthew Stanton3; Matthew Faiman1; Peter Rasumussen3; Adrienne Boissy2.
1Cleveland Clinic, Cleveland, OH; 2Cleveland clinic, Cleveland, OH; 3Cleve-

land Clinic, Beachwood, OH. (Control ID #2947013)

BACKGROUND: Given the increasing volume and diversity of distance

healthcare services in the United States, this project was undertaken to assess

patients' experiences with virtual visits.

METHODS: This is a cross-sectional study. Following a virtual visit, patients

were invited to complete an online survey which consisted of 21 Likert scale

items related to patients' experiences with their virtual visit and included text

boxes for comments. Factor analysis on the items revealed three factors:

experience with technology, patient-provider engagement, and overall satis-

faction. Items associated with each factor were summed and dichotomized at

the mean for analysis. Multivariable logistic regression was used to assess the

associations between independent variables, including patient demographics,

virtual visit provider type, and prior patient relationship with their virtual

provider, and patient-reported experience with technology, patient-provider

engagement, and overall satisfaction with their virtual visit. Content analysis

was used to identify themes reported by patients in the comment boxes of the

survey.

RESULTS: The sample included 426/648 patients (66% response rate), of

whom 64% were female, with a mean age of 46 years, 28% had an established

relationshipwith their virtual provider, and 79% saw physician providers.Most

patients (92%) would use a virtual visit again. Most patients (91%) agreed that

the virtual visit saved time and 82% agreed it was worth the money. The

majority (92%) agreed that their provider was interested in them as a person. In

multivariable logistic regression models, receiving care from a non-physician

provider (versus family physician) was associated with higher odds of patient-

provider engagement (OR 2.28; 95%CI 1.25-4.16), and with higher comfort

and ease with virtual technology (OR 1.92; 95%CI 1.05-3.50). Employee

patient status (versus non-employee patient) was associated with higher odds

of satisfaction with their virtual visit (OR 1.85; 95%CI 1.12-3.07) and with

higher patient-provider engagement (OR 1.73 95%CI 1.01-2.95). An

established relationship was associated with lower comfort and ease with

virtual technology (OR 0.58; 95%CI 0.35-0.98). Content analysis of qualita-

tive data indicate that patients appreciate convenient access to healthcare, the

quality of care, provider communication and empathy, and continuity of care

(scheduled visits). Patients offered specific recommendations, such as im-

proved payment and registration processes.

CONCLUSIONS: The majority of patients reported having excellent experi-

ences with their virtual visit. Furthermore, patients perceived that their virtual

provider cared about them as a person, an important finding given that empathy

may be harder to demonstrate virtually than in-person. Non-physician pro-

viders were associated with better patient experiences than physician pro-

viders.

GRIP WEAKNESS INCREASES 30-DAY READMISSION FOR PA-

TIENTS WITH ACUTE EXACERBATION OF COPD Alex Spacht1;

Leah J. Witt3; Ashley Hull1; Kyle Carey1; Vineet M. Arora2; Megan H.

Scheetz1; Steven R. White1; Valerie G. Press1. 1University of Chicago, Chica-

go, IL; 2University of Chicago Medical Center, Chicago, IL; 3University of

California San Francisco, San Francisco, CA. (Control ID #2944458)

BACKGROUND: Chronic obstructive pulmonary disease (COPD) is the

third leading cause of death and hospitalization in the US and affects approx-

imately 12% of Medicare beneficiaries. Over 20% of patients hospitalized for

COPD are readmitted within 30 days. Lowering readmission rates is a specific

target of the Centers for Medicare and Medicaid Services with penalties for

hospitals with high readmission rates. Because the penalties concern all-cause

readmissions, it is important to consider patients' multi-morbidity in addition to

their COPD. One potentially common co-existing condition is frailty, a mul-

tidimensional clinical syndrome that describes increased vulnerability to acute

stressors. Frailty effects approximately 58% of COPD patients over 55 years.

Frailty has been linked to readmissions among patients with congestive heart

disease. However, in-hospital prevalence of frailty among patients hospitalized

with acute exacerbations of COPD and its linkage to readmission risk among

patients with COPD, is not yet known. The objective of this study is to identify

whether frailty or components of the frailty assessment (proxy measures such

as grip strength or gait speed) predict 30-day readmission in patients following

admission for acute exacerbation of COPD.

METHODS: From July 2016 to March of 2017, we prospectively identified

patients admitted with COPD. Consenting eligible patients underwent study

assessments that included COPD symptoms (Borg, mMRC) and the Fried

Frailty Criteria (grip strength, 15-foot gait speed, level of exhaustion, physical

activity, and unintentional weight loss). Categorical variables are reported as

proportions and continuous variables are reported as medians with interquartile

ranges (IQR). T-test and chi square tests were used to analyze unadjusted

participant characteristics. Multivariate logistic regression models were used

to assess the odds of frailty variables, with adjusted models accounting for age

and sex. We report the odds ratios (OR) and 95% confidence intervals (CI).

RESULTS: Fifty-three consenting participants completed some or all assess-

ments, the majority were African American (94%), female (53%), and with a
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median age of 64 years (IQR 55-71). The readmission rate for patients

categorized as frail was 28.1%, while only 11% of non-frail/pre-frail patients

were readmitted. Weak grip strength was strongly predictive of readmission

(adjusted (sex, BMI) OR 25.8, 95% CI 2.2, 303.5, p=0.01). Aggregated frailty

score, median 15-feet gait speed did not predict readmission (adjusted p=0.09

and p=0.6 respectively).

CONCLUSIONS: In a cohort of patients admitted with acute exacerbation of

COPD, weak grip was predictive of all-cause readmission at 30 days. This

relationship suggests that physical performance measures, such as grip

strength, could be used to stratify patients with respect to risk of readmission,

allowing for targeted clinical intervention for high-risk patients to prevent

hospitalizations and readmissions.

GUIDELINE ADHERENCE BY VA PRIMARY CARE PROVIDERS

IN USING HORMONE THERAPY TO TREAT MENOPAUSE SYMP-

TOMS Kristina M. Cordasco1, 2; Anita H. Yuan1; Marjorie Danz1, 3;

LaShawnta S. Jackson1; Donna L. Washington1, 2. 1VA Greater Los Angeles

Healthcare System, Los Angeles, CA; 2VA Greater Los Angeles Healthcare

System/UCLA, Los Angeles, CA; 3RAND Health, Santa Monica, CA. (Con-

trol ID #2935549)

BACKGROUND: Menopausal symptoms are common among middle-aged

women. Although systemic hormone therapy (HT) is effective for treating

these symptoms, they confer increased risk of cancers, cardiovascular events,

and other conditions. Therefore, experts have developed clinical guidelines

specifying indications for, and contraindications to, initiating HT; prescribing

the lowest dosage possible; and using concurrent progesterone to protect

against endometrial cancer. Little is known, however, about the extent to which

Veterans Health Administration (VA) primary care providers (PCPs) adhere to

these guidelines.

METHODS:We assessed for guideline adherence in prescribing systemic HT

for menopausal symptoms from 6/01/13 to 9/30/15 in a cohort of 5,250 female

primary care patients, aged 40 or more, across four VA sites. We performed a

structured electronic medical record abstraction of progress notes and pharma-

cy orders, including orders for initial HT and HT renewal 12 or more months

after initiation. We assessed the extent to which the care documentation

associated with these orders met standards for 9 quality indicators (QIs) across

three domains: documenting indications and contraindications to HT; prescrib-

ing and justifying appropriate dosages; and prescribing progesterone for en-

dometrial protection.

RESULTS: In our cohort, 266 (5%) of women had 355 systemic HT orders.

Mean age was 58 (range 40-93), while 31% were aged 65 or more. Across

indicators, 55% of documented care was guideline-adherent. Among 58 orders

for initial systemic HT, 74% documented a guideline-adherent indication for

initiating the medication, and 28% documented absence of contraindications.

We identified 297 orders for continuing HT, of which 39% had documented a

guideline-adherent indication for the prescription. Among 225 episodes in

which the HT dose was initiated at, or escalated to, 0.625mg or more, a reason

for this higher dose was documented in 14%. Among 116 orders for systemic

estrogen, initiated or continued, in women with uteruses, progesterone was

concurrently ordered in 93%. The 8 orders for systemic estrogen without

concurrent progesterone were for 7 Veterans cared for by 6 unique PCPs,

across 3 VA sites. Among 239 systemic estrogen orders in women without

uteruses, in all instances, except one (>99%), progesterone was not ordered.

CONCLUSIONS:Documentation of guideline adherence in prescribing

systemic HT was low among VA providers. Given that women are a

numerical minority within VA, many PCPs treat small numbers of

women, which could underlie our findings. Research on HT prescrib-

ing adherence is needed in non-VA settings to make comparisons.

Prescriptions for systemic estrogen without concurrent progesterone

in women Veterans with uteruses represents a striking safety issue.

Targeted provider education, clinical decision support tools, and other

system-level prescribing safety interventions are urgently needed.

H(EALTH)IT OR MISS: DO ICD-9/10 CODES REFLECT THE BUR-

DENOF VIRAL HEPATITIS IN A PCMH?Andrew Schreiner1; Elizabeth

B. Kirkland2; Jingwen Zhang2; Patrick D. Mauldin1; John Bian1; William P.

Moran1. 1Medical University of South Carolina, Charleston, SC; 2MUSC,

Charleston, SC. (Control ID #2942066)

BACKGROUND: Chronic liver disease (CLD) significantly increases mor-

bidity, mortality, and healthcare related cost in affected patients. Viral hepatitis

B (HBV) and C (HCV) serve as primary etiologies of CLD, and with curative

therapies now available, identifying patients with these infections in primary

care is critical. Health informatics empower patient centered medical homes

(PCMHs) to enhance care quality, and accurate recognition chronic conditions

play a critical part in this goal. We sought to understand the prevalence of viral

hepatitis in a PCMH and to assess the ability of ICD-9/10 codes to accurately

identify patients with these diagnoses. We hypothesized that ICD-9/10 codes

would underrepresent the burden of viral hepatitis compared to serologic

testing.

METHODS: This retrospective cohort study of patients in an internal

medicine PCMH evaluated the prevalence of HBV and HCV by

serology. Using positive serology as the gold standard, we assessed

the sensitivity and specificity of ICD-9/10 codes in identifying these

diagnoses. Data come from the electronic health record at the Medical

University of South Carolina (Epic© Systems, WI). All adult patients

with at least one office visit between July 2007 and June 2016 were

included in the analysis. Serologies included: HBV DNA PCR, HBV

core total antibody (Ab), HBV core IgM, HBV surface antigen, HCV

Ab, and HCV viral load PCR. ICD-9/10 codes sought included those

for HBV (ICD9: 070.20-070.33; ICD10: B16.0-B18.1) and HCV

(ICD9: 070.41-0.70.71; ICD10: B17.10-B19.21). Sensitivity, specifici-

ty, positive predictive value, and negative predictive values were

calculated for diagnosis codes in identifying serologic cases of viral

hepatitis.

RESULTS: Of 30,518 unique patients, 7,177 underwent viral hepatitis serol-

ogy testing and 1,162 had a positive serologic test for HBV, HCV, or both

(period prevalence of 3.8%). Only 599 patients had a corresponding ICD-9/10

code for viral hepatitis (B, C, or both). ICD-9/10 codes for viral hepatitis

demonstrate a sensitivity of 46.6% and a specificity of 99.1% for identifying

serologically confirmed diagnoses (Table).

CONCLUSIONS: ICD9/10 codes underrepresent the volume of serologic

positive cases of viral hepatitis in a PCMH clinic. These findings highlight a

potential hazard of relying solely on ICD-9/10 diagnoses in addressing popu-

lation health concerns and reinforce an opportunity to leverage health infor-

matics in improving diagnostic recognition and management of chronic liver

disease in primary care.
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HARLEM PUBLIC HEALTH COMMUTE: DEVELOPING AN ON-

LINE PUBLIC HEALTH CURRICULUM FOR MEDICAL STU-

DENTS Sarah Godfrey; Katherine Nickerson; Jonathan Amiel; Benjamin

Lebwohl. Columbia University, New York, NY. (Control ID #2905605)

BACKGROUND: As physicians' roles in public health become more prom-

inent, efforts are necessary to prepare medical students to incorporate public

health concepts into their care of patients. We aimed to assess the need for a

public health curriculum among students during their major clinical year and

used the needs assessment data to develop a web-based curriculum that

coincided with clinical rotations.

METHODS: We distributed an online questionnaire to students during their

clinical years, querying their beliefs regarding perceived gaps in their education

in the following domains of public health: social determinants, health policy,

and health systems. We then developed a web-based curriculum for medical

students rotating at a public safety-net hospital (http://blogs.cuit.columbia.edu/

sg2902/). 50 students participated while rotating on pediatrics, medicine,

primary care, psychiatry, and surgery services betweenApril 10 and September

22, 2017. Students were provided with guiding questions and media-based

resources (e.g. podcasts, TedTalks, YouTube videos) in weekly modules ad-

dressing a specific topic in public health. Topics included health systems, social

determinants, race and health, substance use, violence and injury, and alterna-

tive health systems. Each module incorporated 30 minutes of mobile-

optimized content, including a section with specific data relating the topic to

the Central Harlem community. Familiarity with public health issues was

assessed with a pre-and-post program quiz, including 10 multiple-choice and

2 open-ended questions.

RESULTS: Among the 50 participating students during the first 4 rotations

following the curriculum introduction, 41 (82%) completed the pre-and-post

assessments. In the pre-quiz, the mean correct score was 58% of multiple-

choice questions. After completing the 5-week curriculum, the mean correct

score was 68% (mean difference by paired t-test 10.0, 95%CI 2.7-17.3, p =

0.008). Of the 41 students who completed the curriculum, 22 (54%) improved

their score by a mean difference of 25.9% (p<0.001). In the qualitative section,

students were asked what public health topics should be taught in medical

school. Frequently suggested topics included social determinants (31%), in-

surance (19%), epidemiology (14%), health disparities (12%), racial bias (7%),

and violence (7%). When asked how public health will impact their medical

career, students responded that it would greatly impact their clinical practice

(48%), decision to pursue additional degrees (14%), and choice of residency

program (10%).

CONCLUSIONS: Learners' participating in this 5-week online public health

curriculum expressed positive reactions to the curriculum and demonstrated a

statistically significant increase in public health knowledge. Students also

recognized the importance of public health education in medical school and

their future practice of medicine. Further work will consist of program evalu-

ation, analysis of data after a full year, and potential expansion to a broader

audience.

HARM REDUCTION AND OPIOID OVERDOSE TRAINING WITH

NALOXONE FOR MEDICAL STUDENTS IN THE CLERKSHIP

YEARS Benjamin Oldfield1; Jeanette M. Tetrault2; Kirsten Wilkins1; E. J.

Edelman2; Noah Capurso1. 1Yale School of Medicine, New Haven, CT; 2Yale

University School of Medicine, New Haven, CT. (Control ID #2945474)

BACKGROUND: Opioid overdose deaths quadrupled in the United States

over the last three decades. Evidence-based strategies for reducing harm from

opioid use are underutilized due in part to physicians' low knowledge and

limited willingness to prescribe naloxone. Concerned for a lack of education in

this topic area, Yale health professions students petitioned for curricular reform

in Fall 2016, prompting a committee of faculty and students to revamp

addiction curricula at Yale School of Medicine. One resulting effort is a

mandatory workshop on overdose education and naloxone distribution

(OEND) for students in the clerkship years. We sought to evaluate the impact

of the first six months of this workshop on students' knowledge and attitudes

about, and preparedness to address, overdose, in order to inform further

curricular development.

METHODS: The 1.25-hour workshop is co-led by an addiction psychiatrist

and amedicine-pediatrics primary care physician and is required for students in

the combined psychiatry and primary care clerkship. The workshop is a

modification of the Veterans Affairs' OEND training and draws from narrative

medicine. The first half uses popular film and the students' experiences to

develop the theory of harm reduction. The second half uses a train-the-trainer

model to instruct students how to educate patients about naloxone, using

hands-on experience with various naloxone formulations. Before the workshop

and six weeks after, students were invited to complete a hand-written, anony-

mous survey constructed bymodified, validated scales of overdose knowledge,

preparedness to respond to or educate about overdose, and attitudes towards

persons with substance use disorders (SUDs). We assessed outcomes using

paired t tests and Cohen's d to quantify the magnitude of observed changes

(small: 0.2; moderate: 0.5, large: 0.8).

RESULTS: In Fall and Winter 2017, 75 students participated in the OEND

workshop. Fifty-five (73%) completed baseline surveys and 38 (51%) com-

pleted both pre- and post-training evaluations. At baseline, 40 (73%) had

treated patients with at-risk opioid use in the previous six weeks, but only 11

(20%) recalled their teams prescribing naloxone. Among those completing

both surveys, knowledge about opioid overdose showed large improvement

(Cohen's d = 0.85, p < 0.001), preparedness to address overdose showed large

improvement (Cohen's d = 1.24, p < 0.001), and attitudes about persons with

SUDS showed moderate improvement (Cohen's d = 0.32, p = 0.04) six weeks

after the workshop.

CONCLUSIONS:Medical educators can partner with students to respond to

public health crises. Medical students frequently encounter patients with at-risk

opioid use, yet these patients uncommonly receive naloxone. We demonstrate

the effectiveness of a workshop in improving students' knowledge and attitudes

about, and preparedness to address, opioid overdoses. Future work should

address student behavior, such as their advocacy for naloxone distribution

among their clinical teams.

HARNESSING ELECTRONIC HEALTH RECORD INTER-

OPERABILITY TO IMPROVE INTER-HOSPITALTRANSFER OUT-

COMES: A PILOT STUDY Michael G. Usher1; Michael Rhodes2; Karyn

Baum1; Anne Joseph2; Geniveive Melton-Meaux2; Craig Weinert2. 1Univer-

sity of Minnesota Medical Center, Minneapolis, MN; 2University of Minne-

sota, Minneapolis, MN. (Control ID #2945576)

BACKGROUND: Patients transferred between hospitals undergo a high risk

transition of care where communication is often asynchronous, information is

commonly lost, and mortality is disproportionately high. Prior studies have
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shown that standardizing communication through checklists can improve

outcomes, and conversely, lost documentation has been associated with higher

mortality. The lack of inter-operability of electronic health records is a critical

barrier to improving shared decision making between facilities. Methods of

inter-operability, such as Epic CareEverywhere (CE), require a signed consent

to access information which is challenging when a patient is another facility.

Improving the flow of information such as health information exchanges (HIE)

has the potential to improve the outcomes of this population, but studies are

sparse.

METHODS: We conducted a prospective pre-post interventional study with

concordant controls to adjust for time sensitive confounders. The intervention

was implemented for all transfers to the internal medicine service after pro-

spectively establishing a 6 month baseline. Admissions from the hospital's

emergency department and transfers to other services were used as a control.

The intervention had several components: (1) Informed consent for Epic CE

was obtained and the accepting physician had time to review the chart prior to

hand off; (2) A verbal hand-off would take place; (3) The physician entered a

structured note to facilitate care; (4) a list of pending transfers was dynamically

maintained. The primary outcome was inpatient mortality using differences in

differences analysis in logistic model adjusting for age, gender, race, Charlson

comorbidity index, and initial level of care.

RESULTS: 468 patient transfers occurred in 6 months following intervention

compared with 379 patients 6 months prior to implementation. 2,534 patients

were admitted to the internal medicine service from the ER and 1,784 patients

were accepted as transfers to other services during the same period. 93.4% of

transfers had data access via Epic CE. No decrease in referral rates or accep-

tance rates occurred following the intervention. We observed no changes in

patient demographics or complexity. The intervention was associated with an

average length of stay reduction of 0.8 days (p = 0.042), reduction in inpatient

mortality 5.0% to 2.2% (p=0.03), and reduction in adjusted inpatient morality

when compared to controls (OR 0.42, 95% CI 0.19-0.92, p=0.02).

CONCLUSIONS: In this study, we demonstrate feasibility of integrating CE

into the transfer process, and the potential to improve mortality. Mechanisms

for reduced mortality were diverse: selection of patients for which an inter-

vention was possible and placing them in the appropriate care unit, improved

diagnosis and expediting transfers for unstable patients. We conclude that

information sharing across facilities within regional HIE networks has the

potential to improve patient safety.

HEALTH INSURANCE LITERACY IS ASSOCIATED WITH LESS

AVOIDANCE OF PREVENTIVE, BUT NOT NON-PREVENTIVE,

HEALTH SERVICES Renuka Tipirneni1, 2; Mary C. Politi3, 3; Jeffrey T.

Kullgren4, 2; Edith C. Kieffer2, 2; Susan D. Goold1, 2; Aaron M. Scherer5.
1University ofMIchigan, AnnArbor,MI; 2University ofMichigan, AnnArbor,

MI; 3Washington University in St. Louis, St. Louis, MO; 4Ann Arbor VA

Healthcare System and University ofMichigan, AnnArbor, MI; 5University of

Iowa, Iowa City, IA. (Control ID #2942267)

BACKGROUND: The Affordable Care Act (ACA) increased health insur-

ance coverage for many previously uninsured people. However, navigating

health insurance and health care choices requires considerable health insurance

literacy. While recommended preventive services are exempt from out-of-

pocket costs to consumers under the ACA, many people remain unaware of

this provision and its impact on their required payment. Little is known about

the association between individuals' health insurance literacy and their use of

preventive or non-preventive health services. The study objective was to assess

the relationship between health insurance literacy and self-reported avoidance

of preventive vs. non-preventive healthcare services due to perceived cost.

METHODS: We recruited a national, geographically-diverse sample of 506

people to participate in an online survey using Amazon's Mechanical Turk, a

source of participants used frequently in social science research. Participants

were U.S. residents aged ≥18 with current health insurance coverage. Our

independent variable, health insurance literacy, was assessed using the validat-

ed 21-item Health Insurance Literacy Measure (HILM), which measures self-

rated confidence in selecting and using health insurance. Dependent variables

included delayed or foregone preventive services (physical; cholesterol check;

flu vaccine; colon cancer screening; mammogram; Pap smear) and non-

preventive services (doctor's visit for cough; X-ray for broken bone; MRI for

muscle/joint pain) due to perceived costs. Covariates included age, gender,

race, income, education level, health literacy, numeracy, and chronic health

conditions. Analyses included descriptive statistics, and bivariate and multi-

variable logistic regression.

RESULTS: Approximately two-thirds (67.0%) of the sample was under age

35, 45.1%were female, 80.6% wereWhite, and 48.4% had attended 4 years of

college or more. Almost half (45.1%) had at least one chronic health condition,

72.2% had seen a doctor in the past 12 months, and a majority (89.0%) had

their current health insurance plan for at least 12 months. Almost a third

(29.6%) of participants reported having delayed or foregone care due to cost.

In multivariable logistic regression, each 1-point increase in HILM score was

associated with lower likelihood of delayed or foregone care due to cost for

preventive care [adjusted odds ratio (aOR) 0.97 (95% CI 0.94-1.00)], but was

not associated with delayed or foregone non-preventive care [aOR 1.00 (95%

CI 0.97-1.03)].

CONCLUSIONS: Lower health insurance literacy was associated with great-

er likelihood of delayed or foregone preventive services due to concerns about

cost. To improve uptake of recommended preventive health services, clini-

cians, insurers, and policymakers should adopt communication strategies that

increase patients' health insurance literacy and, regardless of literacy level, their

understanding that recommended preventive services are exempt from out-of-

pocket costs.

HEALTH LITERACY AND 1-YEAR MORTALITY: MECHANISMS

OF ASSOCIATION IN A PROSPECTIVE COHORT OF ADULTS

HOSPITALIZED FOR CARDIOVASCULAR DISEASE Lindsay S.

Mayberry1, 5; Jonathan Schildcrout1; Ken Wallston2, 1; Kathryn Goggins1, 6;

Amanda S. Mixon3, 1; Russell L. Rothman4, 1; Sunil Kripalani1, 6. 1Vanderbilt

University Medical Center, Nashville, TN; 2Vanderbilt University, Pisgah

Forest, NC; 3VATennessee Valley Healthcare System and Vanderbilt Univer-

sity, Nashville, TN; 4Vanderbilt, Nashville, TN; 5Center for Health Behavior

and Health Education, Vanderbilt University Medical Center, Nashville, TN;
6Center for Effective Health Communication, Vanderbilt University Medical

Center, Nashville, TN. (Control ID #2945550)

BACKGROUND: Several cohort studies have linked lower health literacy

(HL) with increased mortality, particularly in adults with cardiovascular dis-

ease (CVD). The mechanisms linking lower HL to poor outcomes are not well

understood. Understanding how and why low HL increases mortality risk can

inform development and targeting of interventions. Therefore, we tested
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previously theorized social, behavioral, and medical mediators of HL effects

on mortality.

METHODS: The Vanderbilt Inpatient Cohort Study was a prospective cohort

study of 3,000 adult patients admitted to Vanderbilt University Hospital for

acute coronary syndrome or heart failure. Participants completed survey mea-

sures during hospitalization. Type of CVD diagnosis and comorbidities were

determined by physician review of electronic health records. Mortality data

were gathered for ≥12 months using information from the Social Security

Administration, health records, family report, and obituaries. The predictor was

HL, a latent variable with four indicators (objective and subjective health

literacy, numeracy and education). Outcome was a dichotomous indicator of

1-year mortality after discharge. Hypothesized mediators were social and

behavioral factors (social support, health competence, and health behaviors

index), and medical factors (comorbidity index, acute coronary syndrome vs.

heart failure, and prior year hospitalizations). Covariates were age, gender,

race/ethnicity, and socioeconomic status. We examined a multiple mediator

model with bootstrapping to identify indirect effects and average partial effects

for interpretation on the probability scale. Results are presented as adjusted

odds ratios (AOR) and absolute difference in probability.

RESULTS: Participants were 60%male, mean 61 (SD 13) years old, and 83%

non-HispanicWhite; 63%were hospitalized for acute coronary syndromes and

37% for acute decompensated heart failure. Ten percent died within 1 year of

hospital discharge. Lower HL predicted 1-year mortality (total effect

AOR=1.31 [1.01, 1.69]). Health competence, health behaviors, and medical

factors independently contributed to the indirect effect (AOR=1.49 [1.35,

1.67]), but social support did not. On average, the probability of 1-year

mortality increased by 3.2 percentage points (absolute difference) for each

SD decrease in HL. When holding all covariates and mediators constant, HL

no longer predicted mortality (direct effect AOR=0.87 [0.66, 1.14]), but older

age (10 year interval, AOR=1.30, p<0.001) and lower socioeconomic status

(AOR=1.23, p=0.02) did.

CONCLUSIONS: This comprehensive evaluation has elucidated potential

causal pathways of the relationship between lower HL and increased mortality

risk. Lower HL had a substantial indirect effect on 1-year mortality via

behavioral and medical factors. Interventions targeting health competence

and health behaviors among patients with low HL have the potential to reduce

mortality after hospitalization for CVD.

HEALTH LITERACY AND RISK OF COGNITIVE IMPAIRMENT

AMONG OLDER ADULTS Laura M. Curtis1; Rachel O'Conor1; Julia

Yoshino Benavente1; Marina Arvanitis1; Alex Federman2; Michael S. Wolf1.
1Northwestern University, Chicago, IL; 2Icahn School of Medicine at Mount

Sinai, New York, NY. (Control ID #2944782)

BACKGROUND: Our objective was to determine the prevalence of a new

diagnosis of cognitive impairment among an ongoing cohort of older primary

care patients who have been followed for a decade. We specifically examined

whether older adults with limited health literacy at baseline were at greater risk

of cognitive impairment.

METHODS: 624 adults between the ages of 55 and 74 were recruited from a

general internal medicine ambulatory care clinic in Chicago. Structured inter-

views were conducted between 2008 and 2010 and participants were followed

every 2.5-5 years until present. Health literacy was measured using the Newest

Vital Sign (NVS) and categorized as limited (0-1), possibly limited (2-3), and

adequate (4-6) literacy. ICD9 and ICD10 codes for dementia, mild cognitive

impairment (MCI), and memory problems were extracted from participants'

medical charts from enrollment date through December 2017. Fisher's exact

tests were used to compare cognitive impairment scores (any impairment (yes/

no) and dementia diagnosis (yes/no)) by health literacy and age categories.

Separate multivariable regression models were run with health literacy and age

categories predicting each outcome, adjusting for gender, education, and time

in the study. Poisson models with a log link and robust variance estimation

were run to present estimates as relative risks (RR).

RESULTS: Participants were 70% female, 27.8% African American, 64.0%

White, had a mean (SD) age of 63.4 (5.5) and mean follow-up time of 8.3 (0.5)

years. A new cognitive impairement diagnosis was evident in 12.5% of the

sample: 3.7% received a dementia diagnosis, 1.3% MCI that did not progress

into dementia, and 7.5% were diagnosed with memory issues. Prevalence of

cognitive impairment varied by health literacy levels (19.3% limited, 15.8%

possibly limited, and 9.2% adequate, p=0.01) and age (7.8% in those <65,

14.0% 65-69, and 26.3% 70+, p<0.001) at baseline. Prevalence of a new

dementia diagnosis also varied with 8.3% of those with limited, 4.1% possibly

limited, and 2.2% adequate literacy (p=0.01) and 1.9% of those <65, 5.2% 65-

69, and 7.9% 70+ (p=0.01). In multivariable models, health literacy and age

were independently associated with both outcomes. Participants with low

health literacy compared to adequate (RR 1.83, 95% CI (1.02 - 3.27) and those

65 and older (RR 2.41, 95% CI (1.53 - 3.78)) were more likely to receive a

cognitive impairment diagnosis. Similarly, those with limited health literacy

(RR 3.09, 95%CI (1.06 - 8.99)) and 65+ (RR 2.98, 95% CI (1.24 - 7.15)) were

more likely to receive a dementia diagnoses.

CONCLUSIONS: Among this diverse sample of older primary care patients,

baseline health literacy skills was a significant predictor of developing cogni-

tive impairment. While this underscores the increasing evidence of the link

between health literacy skills and cognitive function, it will be important to

differentiate problems related to low health literacy versus cognitive impair-

ment in order to properly remediate these issues.

HEALTH POLICY CURRICULAR OBJECTIVES FOR RESIDENTS

IN INTERNAL MEDICINE Molly A. Fisher1; Amy H. Farkas2; Preston

Reynolds3; Peggy B. Hasley4; Melissa McNeil1. 1University of Pittsburgh

Medical Center, Pittsburgh, PA; 2UPMC, Pittsburgh, PA; 3University of Vir-

ginia, Charlottesville, VA; 4University of Pittsburgh, Pittsburgh, PA. (Control

ID #2944134)

BACKGROUND:National health policy is rapidly evolving and these chang-

es impact both patients and physicians. Multiple health care organizations

recommend the promotion of physicians' understanding of health policy and

the literature has demonstrated increased interest among trainees. However,

what topics should constitute the core curriculum for health policy education

when curricular time is at a premium remains uncertain. The objective of this

project was to develop a prioritized list of topics that should be taught to all

categorical internal medicine residents.

METHODS: We conducted a Delphi survey of health policy experts asking

them to rank order a list of health policy topics for consideration in a curric-

ulum. Participants were physicians who were identified as having expertise in

health policy either by national reputation, faculty mentors in the Society for

General Internal Medicine Leadership in Health Policy (LEAHP) program, or

those with experience in developing health policy curriculum. In the first
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round, a list of potential topics, generated through a literature search and vetted

by mentees in the LEAHP fellowship, was presented to the participating

experts. The participants were asked to rank each of the 69 topics, using a 1-

5 Likert scale (5 =essential, 1 = least important), based on how important they

thought each topic was for every internal medicine resident to learn as part of a

health policy curriculum. Participants were invited to suggest other topics for

consideration but no new topics were identified. Those who completed the first

round were invited to participate in the second round. For the second round, we

included the same topics with their median and interquartile ranges from the

first round. Each expert was asked again to rank each topic on a 1-5 Likert

scale. At the end of the second round, new medians were calculated.

RESULTS: Twenty-four experts were contacted, and 16 completed the first

round of ranking. Of the 16 who completed the first round of ranking, 13

completed the second round for a response rate of 81%. They worked with a

variety of academic centers across the US and governmental organizations

such as National Institutes of Health and Veterans Health Administration. At

the end of the second round, 19 topics were ranked as essential (median=5), 33

were very important (median=4) and 17 were moderately important (medi-

an=3). The essential topics primarily included Medicare, Medicaid, private

insurance, the cost of healthcare, and social determinants of health.

CONCLUSIONS: This data demonstrates that all of the 69 topics were

considered to be at least moderately important with a substantial number being

ranked as very important and essential. There was consensus that the essential

topics in a health policy curriculum include health insurance and the cost of

healthcare. This prioritized list of topics should be helpful to educators when

deciding how to focus a health policy curriculum when there is limited

curricular time available.

HELPING THE HELPER: HOW CARE PARTNERS USE AND PER-

CEIVE ELECTRONIC ACCESS TO PATIENT NOTES Sara L. Jack-

son1; Sue Peacock1; Joshua M. Liao1; Hannah Shucard1; Jan Walker2; Cath-

erine DesRoches3; Joann Elmore4. 1University of Washington, Seattle, WA;
2BIDMC, Brookline, MA; 3Beth Isreal Deaconess Medical Center, Boston,

MA; 4UCLA, Los Angeles, CA. (Control ID #2946041)

BACKGROUND: Electronic access to provider notes increases patients'

reported engagement and adherence to medical recommendations. Care part-

ners, who are often family members, have a vested interest in patients' health

care. Little is known about how care partners interact with and perceive

patients' electronic visit notes.

METHODS:We contacted a large sample of patients with health portal access

at 3 geographically distinct sites. Survey respondents chose whether to answer

as patients or care partners. The survey evaluated participants' characteristics

and experiences reading patient notes; and one site queried perceptions of

potential benefits of care partners reading notes, on a scale of 0 (not at all

important) to 10 (extremely important). We compare and determine differences

in participant characteristics (Chi-squared tests), and perceptions of note read-

ing benefits based on whether participants identified as a patient or care partner

(t-tests).

RESULTS: Surveys were sent to 136,815 patients with portal accounts, and

29,669 participated; 28,795 respondents were patients and 874 were care

partners. Spouses (44%) and "children or other family members" (43%) were

the most common care partners. Compared to patients, care partners were more

likely to report being retired, having very good/excellent health, being health

care providers, and reading 4 or more notes in the last 12 months (All p-values

<0.001). Both patients and care partners reported similar experiences accessing

and reading notes and both groups are very positive about perceived benefits of

notes, though care partners are even more positive (Figure 1, all p-

values<0.01).

CONCLUSIONS: Compared to patients, care partners in this large survey of

portal users read more notes. While both patients and care partners reported

that access to electronic notes was important for promoting positive health

behaviors, care partners were slightly more positive about these benefits.

Perception of Benefits from Reading Visit Notes for Care Partners Compared

to Patients

HELPING WOMEN VETERANS QUIT SMOKING: BACK TO BA-

SICS Kristin M. Berg1, 2; Stephanie J. Gruber2; Douglas E. Jorenby1. 1Uni-

versity of Wisconsin - Madison, Madison, WI; 2William S Middleton Memo-

rial Veterans Hospital, Madison, WI. (Control ID #2928701)

BACKGROUND: Tobacco use is the number one cause of death and disabil-

ity of women in the United States, and our women Veteran population is

disproportionately affected by this epidemic of smoking. Despite a decade of

revisions to the Veterans Affairs' approach to smoking cessation, women

continue to smoke at equal or higher rates than men, are prescribed cessation

medications less frequently, and are less likely to successfully complete a quit

attempt. In this qualitative study, individual interviews with women Veterans

revealed their requirements for successful smoking cessation attempts.

METHODS: The lead author conducted semi-structured interviews with 15

women Veterans who were either current or former smokers. During the

interview, participants gave a narrative account of recent quit smoking attempts

including the time leading up to the attempt, the quit attempt itself, and how the

participant relapsed back to smoking if the attempt failed. Inductive thematic

analysis explored the underlying themes.

RESULTS: Four main themes emerged as important: health and well-being,

smoking as an addiction, optimism, and negative stigmatization. Health and

well-being encompassed a triad of physical health, mental health, and financial

stability. In general, this triad formed the basis for promotion of a quit attempt.

A participant best exemplified this concept by saying "For me not to smoke

[for nine years]… I was in a good relationship, I had a steady income, I hadmy

daughter around me. I had a happier life." Participants who had more stability

in their physical, mental and financial lives, were more likely to acknowledge
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that smoking was just as difficult to quit as other addictions, and were more

open to quitting smoking. Quitting behaviors including cessation medications

or counseling, or evidence of advanced planning on behalf of the participant

including recognition of triggers to smoke and ways to cope with these.

Women with more stable life circumstances, who understood their triggers

and were open to change, were more likely to be optimistic about the quit

attempt. That optimism was associated with a resilience to the negative

stigmatization of smoking and resilience to the fear of repeatedly failing to

quit. In general, baseline well-being, recognition of the need for treatment, a

positive mindset and resiliency seemed to best enable the women to initiate a

quit attempt, and quickly recover from a slip or relapse.

CONCLUSIONS: Four main themes highlight why smoking cessation is

particularly difficult for women Veterans. By understanding the factors that

promote and sustain quit smoking attempts in women Veterans, care processes

can be designed to provide optimal and Veteran-specific care within the

Veterans Affairs health system. These results, if replicated, indicate that a

multidisciplinary and individualized approach, to address the broader issues

that underlie quit attempts, may be best suited in the care of women Veteran

smokers.

HEMOGLOBIN LEVELS AND KIDNEY TRANSPLANT SURVIVAL

Mita Zahra Co1; Michael Lawrenz Co2; Arianne Clare C. Agdamag2. 1Pres-

ence Saint Joseph Hospital, Chicago, IL; 2Rush University Medical Center,

Chicago, IL. (Control ID #2944887)

BACKGROUND: End stage renal disease (ESRD) is highly prevalent and is a

major cause of morbidity and mortality. General internists, both primary care

practitioners and hospitalists, are going to take care of increasing numbers of

ESRD patients as the world population ages. A lot of these patients are kidney

transplant (KT) candidates and some are post-KT recipients. To guide KT

referral decisions and post-KT care, it is important to study the predictors of

outcomes in this patient population. We examined the association of pre- and

post-KT hemoglobin levels (Hb) on patient survival. We also checked changes

in hb after KT and the impact of this change on survival.

METHODS: Consecutive patients who underwent KT in our institution from

2005 to 2015 were enrolled. Medical history, date of transplant, date of death,

and Hb (within 1 year before and 1-2 years after KT) were obtained from

medical records and KT program database. Cox regression (CR) and Kaplan-

Meier (KM) survival analyses were performed to determine the effect on

survival of Hb and its changes after KT. Where appropriate, an Receiver

Operating Characteristic (ROC) curve was used to determine accuracy of

predictors and possible cutoff points. T-test for paired samples was used to

compare pre- and post-KT Hb.

RESULTS: A total of 705 patients underwent KT during the study period.

Median follow-up time was 3.46 years (IQR 1.25-5.66 years). Post-KT (HR

-0.137, p=0.017) but not pre-KT Hb (HR 0.021, p=0.766) is significantly

associated with survival. An ROC curve for post-KT hb showed an AUC of

0.608. Using a cut-off of 12.5 g/dL, KM showed that patients with higher Hb

have improved survival (log rank p=0.009; Figure 1). After KT, 434 (67.1%) of

patients experienced increase in Hb levels (mean increase 1.1±2.5 g/dL;

p=0.007). KM (p=0.003) and CR (HR 0.71, p=0.003) survival analyses

showed that an increase in Hb is associated with improved survival.

CONCLUSIONS:Our results showed a higher post-KT Hb is associated with

improved survival whereas pre-KT Hb has no influence on survival. Mean Hb

improved after KTwith majority of patients experiencing an increase in hb. An

increase in Hb is also independently associated with improved survival.

Further studies on the mechanisms and implications of these findings are

warranted.

HEPATITIS C SCREENING RATES IN A LARGE URBAN UNDER-

SERVED ACADEMIC CENTER'S RESIDENT PRACTICE Alexandra

I. Kreps1; Chandana Das1; Emmanuel M. Francis1; Nimira Jina1; Sadat Iqbal1;

Tyion Torres1; Yakira David2; Melissa S. Lee2; Andrew A. Chang2. 1SUNY

Downstate, Brooklyn, NY; 2NYC Health + Hospitals/Kings County, New

York, NY. (Control ID #2946189)

BACKGROUND: In 2013, Hepatitis C (HCV) screening guidelines

were updated to include the recommendation that all adults born

between 1945 and 1965 be offered one-time screening. However, the

CDC estimates that up to 41.7% of physicians are unaware of these

guidelines. This study seeks to determine: a) whether adequate HCV

screening rates are being achieved in our clinic for patients born

between 1945-1965 and those at high risk for infection eg tattoos

and transfusions between 1992, b)rates of non-guideline directed

HCV Screening and c)resident knowledge of screening indications.

METHODS: A retrospective cross-sectional analysis was performed on pa-

tients receiving care at Resident Primary Care Practice at an Urban Safety Net

Hospital between July-December 2017. Data collected included demo-

graphics, Hepatitis C status, HIV Status, history of intravenous/intranasal drug

use, transfusions before 1992 and tattoos. We excluded patients with a known

history of HCV infection or in which HCV antibodies were ordered for

diagnostic purposes eg. elevated transaminases. A survey assessing resident's

knowledge of the HCV screening guideline was also performed to determine if

this was a potential barrier to achieving optimal screening rates

RESULTS: 304 patient charts were reviewed. The median age was 54, with a

65/35 female/male ratio. 94% were black/Afro-Caribbean descent and 52%

were uninsured. No patients had any documentation of tattoos, transfusions

before 1992, or any history of sexual encounters with IV drug users or personal

use of intranasal or IV drugs in their chart. 145 patients met the age screening

criteria. Of these 31% had no HCV screening ordered. Of the 148 who were

outside the age guidelines,24% had HCV antibodies ordered without any

obvious diagnostic indication. In terms of knowledge of HCV screening, our

survey showed about 79% knew the age guidelines, 71% knew about blood

transfusions before 1992, 79% knew IVor intranasal drug use was a risk factor
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and only 35% realized that sex with IV drug use was part of the USPSTF

criteria for HCV screening.

CONCLUSIONS:The results show that there is still room for improvement in

our HCV screening rates. Previous quality improvement projects at other

institutions have shown that being able to screen 90% of eligible patients is

within reach. Our survey suggests that one of the barriers to optimal screening

is a deficiency in resident knowledge on the USPSTF HCV guidelines espe-

cially those regarding non-age based high risk criteria. Over 1/3 of the residents

know the other high risk criteria yet there is no documentation of that knowl-

edge in any of the patients' charts. We plan to improve resident education

through the use of a lecture series reinforced with pamphlets and reassess the

impact of this on ourHCVScreening rates. GivenHCVis curable; there should

be no barriers to testing.

HIDDEN COSTS: UNDERSTANDING WORKPLACE EXPERI-

ENCES OF MINORITY RESIDENTS Aba Osseo-Asare1; Balasuriya R.

Lilanthi1; Danya Keene1; David Berg2; Marcella Nunez-Smith3; Stephen J.

Huot4; Inginia Genao1; Darin Latimore1; Dowin Boatright1. 1Yale, New Ha-

ven, CT; 2Yale School of Medicine, New Haven, CT; 3Yale University, New

Haven, CT; 4Yale University School of Medicine, New Haven, CT. (Control

ID #2945815)

BACKGROUND:A national survey from the American Medical Association

found that Black and Hispanic residents are twice as likely to withdraw or be

dismissed from residency. Little is known about the extent to which race affects

the training experiences of minority residents. We aimed to characterize and

understand the impact of race on the workplace experiences of underrepre-

sented minority residents, with particular attention paid to social interactions,

work identity, and institutional culture.

METHODS: We conducted a qualitative study of 27 underrepresented mi-

nority residents. One-on-one interviews, in person and by phone, were com-

pleted with minority residents from 21 institutions. Our sample was derived

from the 2017 Annual Medical Education Conference. Data was analyzed

using the constant comparative method, in which essential concepts from

interview data were coded and compared over successive interviews to extract

recurrent themes. Targeted analyses were performed to examine the consisten-

cy of data among interviewees. Dedoose, an online qualitative research data-

base, was used to assist in the process of recording recurrent themes.

RESULTS: 1) Discrimination is common in the workplace: "I've never been

called ‘transport' so many times in my life." Minority residents described

themes of feeling like an alien in one's own land, assumptions of lower status,

exoticization, assumptions of similarity, explicit bias and barriers to reporting

discrimination (fear of being met with inaction, lack of time and mental energy,

and fear of being perceived as playing the race card). 2) Minority residents are

tasked as race ambassadors: "The black people are asked to fix the black

problems." Many participants were asked to play the role of race ambassador,

to fix problems related to diversity and to initiate and implement diversity

curriculums. 3) Minority residents' identity under assault: "We've had these

microaggressions probably all of our life… so we wanted to adapt." As

minority residents encountered repeated experiences that sent a message of

unwelcomeness, they adopted coping mechanisms such as learning to down-

play, disguise, or transform their true identities in order to survive. Themes

included concealing authentic self, assimilation, two-ness, hypervigilance,

social isolation and scarce professional mentorship. Participant feedback for

addressing race-related challenges: Suggestions included creating forums to

discuss race-related issues, providing additional mentorship and reducing the

resident burden of promoting diversity by providing formal resources for these

initiatives.

CONCLUSIONS: The experience of being a minority resident is embedded

with hidden costs and extra burdens. Future investigations should explore

interventions aimed at creating spaces to discuss race-related issues, finding

creative ways to increase access to minority mentorship by forging alliances

with other departments and providing resources for resident-run diversity

initiatives to decrease resident energy expenditures.

HIGH PHYSICIAN AND CLINIC-LEVEL VARIATION IN DOCU-

MENTATION OF SEXUAL ORIENTATION AND GENDER IDENTI-

TY IN THE ELECTRONIC HEALTH RECORD Harry Reyes Nieva1, 2;

Suzanne Blackley1; Carl G. Streed1, 2; Julie Fiskio1; Li Zhou1, 2. 1Brigham and

Women's Hospital, Boston, MA; 2Harvard Medical School, Boston, MA.

(Control ID #2945034)

BACKGROUND: Unlike other demographic characteristics, sexual orienta-

tion and gender identity (SOGI) are not routinely and uniformly collected in the

electronic health records (EHRs) of most major health systems. This data

collection gap hinders the ability of the healthcare and research community

to assess and address the health needs of lesbian, gay, bisexual, transgender,

and queer (LGBTQ) individuals. In May 2015, clinics in the Brigham and

Women's Primary Care Practice-Based Research Network (BWPC PBRN)

added coded EHR fields for self-reported sexual orientation, gender identity

now, and sex assigned at birth. The aim of this study was to examine variation

in primary care physician (PCP) and clinic-level documentation of SOGI over

time and to identify clinic, PCP, and patient-level factors associated with

documentation.

METHODS: We performed a retrospective, observational cohort study of

BWPC PBRN primary care patients with visits between May 2015 and

May 2017 during the initial rollout of SOGI fields. We calculated documenta-

tion rates of sexual orientation, gender identity now, and sex assigned at birth

over the two-year period. Using logistic regression, we estimated probabilities

of documentation as functions of patient age, race/ethnicity, primary language,

and fixed effects for PCPs. We used generalized estimating equations to

account for physician-level clustering.

RESULTS: During the two-year review period, 113,777 patients made

415,269 primary care visits to 219 PCPs among 16 clinics. Patient mean age

was 51 (standard deviation, 18). Patients were 66% Caucasian, 11% African

American, 10% Latinx, 4% Asian or Pacific Islander, 5% Other, and 4%

Unknown. English was the primary language for 89% of patients. Sexual

orientation, gender identity now, and sex assigned at birth were documented

for 20%, 17%, 18% of patients, respectively; 82% of PCPs recorded SOGI data

for at least one patient. Nearly 4% of patients identified as other than straight/

heterosexual and 0.8% were transgender. When asked, 0.13% of patients

declined to state their gender identity and no patients declined to state their

sexual orientation. Compared to the clinic with the lowest rate of documenta-

tion for at least one SOGI category, adjusted odds ratios (aORs) for SOGI

documentation varied by clinic from 1.54 (95% CI: 1.37-1.73) to 10.62 (95%

CI: 9.64-11.71). After adjusting for clinic and PCP, patients under 40 years of

age were nearly twice as likely to have SOGI data documented versus those

over 40 [aOR 2.13 (1.99 - 2.28)] and African American and Latinx patients
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were more likely to have SO/GI documented [aOR 1.11 (95% CI: 1.05-1.17)

and 1.15 (95% CI: 1.08-1.21), respectively], compared to Caucasian patients.

CONCLUSIONS: Rates of patient SOGI documentation are generally low

with substantial variation among providers and clinics with a shared EHR.

When asked, very few patients declined to provide SOGI data. Younger

patients weremore likely to have SOGI documented as were AfricanAmerican

and Latinx patients.

HIGH QUALITY OF CARE PERSISTS DESPITE SHIFTING DE-

PRESSION SERVICES FROM VA SPECIALTY TO PRIMARY CARE

Lucinda B. Leung1, 2; Jose J. Escarce1; JeanYoon3; Catherine Sugar4; Kenneth

B. Wells5; Lisa V. Rubenstein6, 2. 1UCLA David Geffen School of Medicine,

Los Angeles, CA; 2Greater Los Angeles VA Healthcare System, Los Angeles,

CA; 3VA Palo Alto Health Care System, Menlo Park, CA; 4UCLA Fielding

School of Public Health, Los Angeles, CA; 5UCLA, Los Angeles, CA;
6RAND, Los Angeles, CA. (Control ID #2941065)

BACKGROUND:Over the past decade, VA primary care clinics increasingly

offer Primary Care - Mental Health Integration (PC-MHI) services. PC-MHI

has been found to engage more patients in mental health care and shift

depression services from specialty to primary care, using embedded mental

health specialists and nurse care managers to treat mild-to-moderate mental

health conditions within the medical home. To date, no one has studied

whether increasing clinic engagement in PC-MHI services over time affects

quality of depression care for different types of primary care patients. Our

study (1) describes depression care quality for all newly diagnosed primary

care patients, including vulnerable subgroups, and (2) examines whether

increasing clinic engagement in PC-MHI changes care quality.

METHODS: We performed a retrospective longitudinal cohort study with

80,136 Veterans who were continuously seen for at least two years in one of 26

Southern California VA primary care clinics (October 1, 2008 - September 30,

2013). UsingVA electronic medical record and prescription data, we construct-

ed the following three HEDIS-based (Healthcare Effectiveness Data and

Information Set) quality metrics for patients who were newly diagnosed with

depression (n=12,533): (1) follow-up within 84 days of diagnosis, (2) follow-

up within 180 days, and (3) minimally appropriate treatment with antidepres-

sant, psychotherapy, or mental health specialty visits. In multilevel regression

models, we used clinic PC-MHI engagement (ie., the proportion of patients

receiving PC-MHI services among all primary care clinic patients each year) to

predict the probability of meeting each depression quality metric in study

patients, controlling for year, clinic, and utilization-related patient

characteristics.

RESULTS:Among our study population, average rates of follow-up within 84

days, within 180 days, and minimally appropriate treatment for VA primary

care patients newly diagnosed with depression across clinics were, respective-

ly, 66.4%, 74.5%, and 80.5%. Patients affected by homelessness and by

schizophrenia or bipolar disorder had higher probabilities of receiving treat-

ment (4.5%[p=0.03] and 15.2%[p<0.001]) than unaffected patients; this was

similarly observed for other depression quality metrics. Greater clinic PC-MHI

engagement was not associated with worsening depression care quality for

newly diagnosed patients.

CONCLUSIONS: With increasing primary care clinic engagement in PC-

MHI over time, the large majority of VA primary care patients continue to

receive guideline-concordant depression care. Findings highlight the high

quality of VA outpatient mental health care for vulnerable primary care patients

(ie., homelessness, serious mental illness), whom are often reluctant partici-

pants in medical care. As PC-MHI engages more patients in mental health care

and increasingly shifts depression services to primary care, we did not observe

any worsening of depression care quality in Veterans.

HIGH-UTILIZATION INPATIENTS: CLINICAL FEATURES AND

OUTCOMES Samuel O. Schumann1; Marc Heincelman1; Jingwen Zhang2;

PatrickD.Mauldin1;WilliamP.Moran1; DonRockey2. 1Medical University of

South Carolina, Charleston, SC; 2MUSC, Charleston, SC. (Control ID

#2946365)

BACKGROUND: For unclear reasons, the attrition rate for high-utilization

inpatients is high with estimates of > 70% of patients no longer meeting high-

utilization status at one year. Therefore efforts to reduce inpatient resource

utilization based only on intensive outpatient case management targeting a

fixed population may not impact the fluid population of high-utilization

inpatients. We developed a quality improvement (QI) guideline intervention

aimed at decreasing unnecessary and ineffective utilization of inpatient re-

sources by patients at risk for high-utilization admission. Prior to the initiation

of the QI intervention, we developed a list of criteria by which to exclude

patients from enrolling. This study analyses the natural history and outcomes

of the excluded patients.

METHODS: Patients admitted to internal medicine services at risk for a high-

utilization admission were identified fromOctober 1st, 2015 - April 11th, 2016

by an established predictive model (AUROC = 0.80). These patients were

considered for enrollment in a QI intervention which focused on three areas:

early palliative care consultation, early pharm-D medication therapy manage-

ment, and education / recommendations to follow Choosing Wisely guidelines

for lab tests. Pre-specified criteria for exclusion in the QI intervention were

developed after meeting with physician leads of the inpatient services.

RESULTS: 373 patients were identified by the predictive model as being at

risk for a high-utilization admission. 130 patients were enrolled and 243

patients were excluded from the QI intervention. Reasons for exclusion

were as follows: team deferral (54%), transplant patient (25%), acute

hematologic malignancy (9%), disposition before intervention (7%), non-

internal medicine service (3%), brief procedure (1.5%), pregnant (1%),

prisoner (0.5%). Mean age of excluded patients was 50.5 y/o vs 59.7 y/o

for enrolled patients. 70.8% of excluded patients were transferred from an

outside hospital compared to 52.8% of enrolled patients. 21% of the

excluded patients received palliative care consultation during the initial

admission or at the following admission. Mean time to consultation was

10.2 days for excluded patients compared to 4.7 days for enrolled patients.

The mean length of stay for excluded patients was 14.3 days compared to

11.3 days for those enrolled. 9.7% of excluded patients experienced in-

hospital death compared to 44.8% enrolled patients.

CONCLUSIONS: Patients at risk for high-utilization admission can be iden-

tified in within 48 of admission with predictive modeling based on admission

variables. Physicians seemed reluctant to allow some patients, especially

patients who were younger, transferred from another hospital and had lower

risk of mortality, to participate in guideline based interventions. However, 21%

of excluded patients ultimately received a palliative care consult during the

identified admission or at the subsequent admission, although these consults

were delayed significantly.
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HISTORYOFOPIOIDMEDICATION SUPPLYAMONGVETERANS

IN THE 30 AND 180 DAYS PRIOR TO PRESCRIPTION OPIOID

OVERDOSEDEATH PatienceMoyo1, 4; Xinhua Zhao1; Carolyn T. Thorpe1,

5; JoshuaM. Thorpe1, 2; Florentina Sileanu1; John P. Cashy1; Jennifer A. Hale1;

Maria K. Mor1, 6; Thomas R. Radomski1, 3; Leslie R. Hausmann1, 3; Joseph T.

Hanlon1, 1; Chester Good1, 7; Michael J. Fine1, 3; Walid F. Gellad1, 3. 1VA

Pittsburgh Healthcare System, Pittsburgh, PA; 2University of Pittsburgh

School of Pharmacy, Pittsburgh, PA; 3University of Pittsburgh School of

Medicine, Pittsburgh, PA; 4University of Pittsburgh Health Policy Institute,

Pittsburgh, PA; 5University of Pittsburgh, Pittsburgh, PA; 6Graduate School of

Public Health, University of Pittsburgh, Pittsburgh, PA; 7UPMC Health Plan,

Pittsburgh, PA. (Control ID #2939298)

BACKGROUND: Most prior studies of the association between opioid

prescribing and prescription opioid overdose deaths have been limited to

individuals who had evidence of opioid medication supply on the date of

death, and have not comprehensively assessed the opioid prescription histories

of such decedents. Within a national sample of Veterans who died from

prescription opioid overdose, our aims were to: 1) estimate the proportion of

decedents for whom there was opioid medication supply 30 or 180 days prior

to death, and 2) compare the characteristics of those with and without opioid

prescriptions prior to death.

METHODS: We performed a retrospective study using VA administrative

data linked to Medicare Part D claims. From a sample of over 5 million

Veterans who ever filled a prescription opioid through the VA or Part D from

2008-2013, we identified unintentional and undetermined intent prescription

opioid overdose deaths that occurred in 2012-2013 from the National Death

Index. We examined Veterans' days' supply of prescription opioids any time in

the 30 and 180 days prior to overdose death using VA and Part D data. We

compared sociodemographic variables, overdose-related emergency room

(ER) and hospital encounters, and co-occurrence of heroin as a cause of death,

between those with and without opioid prescriptions prior to death. Compar-

isons were based on Fisher's exact test for categorical variables and ANOVA

and Kruskal-Wallis tests for continuous variables.

RESULTS: There were 1,181 deaths from unintentional or undetermined

prescription opioid overdose from 2012-2013. Of these, 735 (62.2%) and

872 (73.8%) decedents possessed prescription opioid medications 30 and

180 days before death, respectively. Compared to overdose decedents without

prescription opioid supply within 30 days before death, those possessing

prescription opioids were older (median age: 55 vs. 51, P<0.001) and less

likely to have heroin as an additional substance implicated in the death (4.4%

vs. 9.4%, P<0.001). There were no statistically significant differences in sex,

race, geographic region, rurality, or driving distance to the nearest VA. Anal-

yses based on the 180 day period yielded similar results. The prevalence of ER

and hospital visits for overdose was 1.1% and 2.8% in the 30 and 180 days

prior to death, without differences between the groups.

CONCLUSIONS:More than a quarter of prescription opioid overdose dece-

dents lacked a claims-based history of opioid medication supply within six

months of death. This study highlights that clinician-focused policies and

guidelines intended to reduce the risk of overdose deaths for individual patients

by reducing their opioid dosage or other risk factors must also recognize that a

substantial minority of patients who die from overdose are not prescribed

prescription opioids. While our results do not capture other insurance coverage

or cash payments for prescriptions, they indicate diversion of opioid medica-

tions may play an important role in prescription opioid deaths.

HOME CARE WORKERS IN HEART FAILURE: A SYSTEMATIC

REVIEW Madeline R. Sterling1; Shaw L. Amy1; Peggy B. Leung1; Monika

M. Safford1; Christine D. Jones2; Emma K K. Tsui3; Diana Delgado1. 1Weill

Cornell Medical College, New York, NY; 2University of Colorado, Denver,

Aurora, CO; 3City University of New York - School of Public Health, New

York, NY. (Control ID #2938355)

BACKGROUND: Heart failure (HF) is a complex chronic disease and many

patients rely on caregivers for help at home. Paid home care workers (HCWs),

which include home health aides and personal care aides, are increasingly utilized

by HF patients for long-term assistance and post-acute care by HF patients. Yet,

despite their growing presence in HF, they have largely been left out of research

and interventions. Therefore, we conducted a systematic review in order to: (1)

describe utilization patterns of HCWs by adults with HF; (2) examine the effect

of HCWs on HF outcomes; and (3) review HF interventions that involve HCWs.

METHODS: This systematic review was performed according to the PRISMA

guidelines. Five electronic databases (OvidMEDLINE,OvidEMBASE,Cochrane

Library[Wiley], CINAHL [EBSCO], and AgeLine [EBSCO]) were searched from

inception through August 4, 2017 using relevant keywords. They yield was

screened using pre-specified inclusion and exclusion criteria. Two authors inde-

pendently reviewed references, with a third independent reviewer acting as an

arbitrator when needed. Data were extracted among the articles that met the

inclusion criteria. The Downs and Black (DB) checklist was used for quality

assessment. Due to study heterogeneity, a narrative synthesis was conducted.

RESULTS: Of the 7,032 studies screened, 13 underwent full-text review, and 6

met the inclusion criteria: 5 were observational studies and 1 was a quasi-

experimental study. Descriptive studies found that adults with HF who live alone,

have functional and cognitive deficits, and are frequently hospitalized utilize home

health aides. While two retrospective cohort studies found no association between

having a HCW post-hospitalization and being readmitted, 1 large Medicare-based

study found higher likelihood of readmission (OR: 1.07[95% CI 1.02,1.12]) and

shorter time to rehospitalization (HR: 1.32[1.09,1.28]) for adults who had HCWs.

Only 1 study included HCWs in an intervention; authors found that a HCW-

delivered educational intervention improved HF patients' self-care abilities, as

measured by the Self Care of Heart Failure Index (74.4[7.1] pre-intervention vs.

66.2 [12.1] post-intervention scores, p=0.01).Despite some significant findings, the

studies assessed herein were of poor to fair quality (DB score range: 10 - 16 [of 28

total points]), with most lacking methodological rigor. Small, non-representative

samples also threatened external and internal validity.

CONCLUSIONS: Our findings suggest that the literature on HCWs in HF is

limited, which is surprising, given how common these healthcare professionals

are. Given the paucity of research in this area and the low quality of studies

reviewed herein, additional research is warranted on the potential role of

HCWs in improving quality of life and decreasing avoidable health services

utilization in HF.

HOME HEALTH NURSE PERSPECTIVES ON COMMUNICATION

AFTER DISCHARGE: RESULTS FROM A STATEWIDE SURVEY

Christine D. Jones1; Jacqueline Jones2; Kathryn Bowles3; Linda Flynn4;

Frederick A. Masoudi1; Eric A. Coleman5; Heidi Wald1; Rebecca Boxer1.
1University of Colorado, Denver, Aurora, CO; 2University of Colorado

AMC, Aurora, CO; 3University of Pennsylvania, Philadelphia, PA; 4Rutgers

School of Nursing, Newark, NJ; 5University of Denver, Aurora, CO. (Control

ID #2928530)
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BACKGROUND: Communication is critical to high-quality care transitions,

yet little is known about the quality of information transfer from the hospital to

home health care (HHC) setting. We performed a cross-sectional survey of

HHC nurses and staff to evaluate their perspective on the completeness of

medical information transferred from hospitals to HHC agencies in Colorado.

METHODS: Based on themes identified from a prior qualitative analysis, we

developed a survey for HHC nurses and staff. Survey questions were validated

through semi-structured interviews with 5 HHC nurses. Between January and

June 2017, we evaluated a web-based 48-question survey by contacting the 56

HHC agencies participating in the Home Care Association of Colorado, and

reaching out to individuals from agencies that were willing to participate. The

survey explored the completeness of patient-related information exchange at

hospital discharge. Respondents selected answers on a Likert scale and enter

free-text comments.

RESULTS: Among 56 HHC agencies contacted by email, 14 (25%) were

willing to participate. Within participating agencies, 50 of 122 individuals

(41%) responded. Among respondents, 25 (50%) identified as frontline HHC

nurses, 16 (32%) as HHC managers, 7 (14%) as administrators, and 2 (4%) as

quality assurance clinicians. The majority (58%) were 50 years and older; 38%

delivered HHC in rural areas, 30% in suburban, 24% in urban areas, and 8% in

multiple settings. Most (62%) worked in for-profit HHC agencies. At the time

of hospital discharge 42% of respondents had "occasional" or "rare" access to

sufficient information about a patient's hospitalization and 44% indicated they

"often" to "almost always" encountered problems related to not having ade-

quate information about a patient. The most common elements of discharge

communication identified as insufficient were: additional tests recommended

by hospital clinicians (58%), pending studies for follow up (56%), which

clinician to contact with questions (54%), patient-related safety issues (54%),

and contact isolation status (50%). Altogether, 78% of respondents found it at

least "somewhat difficult" to reach the appropriate physician with questions.

Most respondents (90%) indicated that internet-based access to the hospitals

electronic medical record would be useful.

CONCLUSIONS: Information exchange between hospitals and HHC staff is

suboptimal. We identified multiple opportunities to enhance the information

provided during the transition from hospital to HHC. Respondents expressed

the need for accurate hospitalist contact information, access to electronic health

records, and engagement with HHC clinicians beyond hospital discharge.

HOME VISITS IN INTERNAL MEDICINE POSTGRADUATE MED-

ICALEDUCATIONAmitte Rosenfeld; Tracy Rabin. Yale University School

of Medicine, New Haven, CT. (Control ID #2936468)

BACKGROUND:Home visits are largely absent from internal medicine (IM)

postgraduate medical education. When present, evaluations tend to be small,

reliant on anecdotal data, and focused on resident satisfaction, rather than

changes in practice or understanding of patient experience. In the 2015-16

academic year, the Yale Primary Care Internal Medicine residency program

(YPC) incorporated required home visits for all PGY-1s and PGY-2s. These

visits are intended to build unique clinical skillsets, educate around social

determinants of health, and potentially impact resident wellbeing.

METHODS: From July-Oct 2016 semi-structured interviews were conducted

with YPC residents who had participated in home visits (n=9) and with visited

patients from the resident panels (n=10). Interviews are being coded indepen-

dently by two individuals and analyzed using grounded theory. All home visit

patients were matched with 5 randomly chosen control patients who had been

seen in clinic by the same resident in the 10 days preceding the home visit.

Patient and matched control charts were reviewed for socio-demographics,

healthcare utilization and co-morbidities (Charleston Co-morbidity Index

(CCI)). Data was analyzed using chi-squared significance testing.

RESULTS: Compared to matched controls, patients selected by residents for

home visits were older (p=0.01) and had higher CCI scores (2.86 vs 1.33,

p=0.001). There was no significant difference in healthcare utilization, private

vs public insurance status or racial/ethnic make-up. Preliminary interview

analysis has identified topics of significance to participants; ongoing analysis

will further delineate specific themes. Key provider topics included: 1. Edu-

cational value; 2. Impact on patient relationship; 3. Criteria for patient benefit;

4. Sense of meaning in work; 5. Home visits to inform patient advocacy needs;

6. Exposure to models of care; and 7. Perceived barriers. Key patient topics

included: 1. Impact on provider relationship; 2. Home visits demonstrating the

non-medical side of patients; and 3. Improved communication.

CONCLUSIONS: Preliminary analysis suggests home visits conducted dur-

ing residency can provide significant benefits to both patients and trainees.

Resident responses suggest that even one visit can lead to an improved,

clinically-relevant understanding of patient environmental contexts and impact

sense of meaning in their work, which has been suggested as a mitigator for

burnout. This work is unique in evaluating the impact that one-time visits, as

opposed to ongoing home-based care, can have for patients. As time invest-

ment and funding are often obstacles to program implementation, this implies

that even infrequent home visit opportunities can be a worthwhile addition to

residency training. As a whole, this work suggests educational benefit from

home visits as part of IM graduate medical education, use as a strategy to

mitigate burnout, and significant impact on patients from even a one-time visit.

HOSPITAL-LEVEL CARE AT HOME FOR ACUTELY ILL ADULTS:

A RANDOMIZED CONTROLLED TRIAL David M. Levine1; Kei

Ouchi2; Bonnie B. Blanchfield3; Charles T. Pu4; Jeffrey L. Schnipper1.
1Brigham and Women's Hospital, Boston, MA; 2Brigham and Women's Hos-

pital and Harvard Medical School, Boston, MA; 3Brigham & Womens Hos-

pital, Weston, MA; 4Massachusetts General Hospital, Boston, MA. (Control

ID #2946081)

BACKGROUND:Hospitals are the standard of care for management of acute

illness, but hospital care can be unsafe, uncomfortable, and expensive. Provid-

ing substitutive hospital-level care in a patient's home potentially reduces cost

while improving quality and safety, although evidence from randomized

controlled trials in the US is lacking.

METHODS: We present preliminary data from the first US randomized

controlled trial of hospital-level care at home versus usual care at an academic

medical center and a community hospital. Patients who presented to the

emergency department with any infection, heart failure exacerbation,

COPD/asthma exacerbation, and 7 other medical diagnoses were eligible to

enroll and be randomized only after an admission decision was made. Patients

were excluded if they lived over 5 miles away or were medically unstable by

applicable disease-specific risk scores. Patients randomized to home received

at least 1 daily physician visit, 2 daily nurse visits, 24/7 video and text contact

with clinicians, continuous vital signs monitoring, medications by any route,

and portable diagnostics. Additional services were tailored to each patient as

needed, such as physical therapy, social work, and food delivery. Our primary
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outcome was direct cost of the acute care episode. We calculated cost by

totaling non-physician labor, supplies, medications, labs, radiology, and trans-

port. We secondarily studied utilization (eg, labs, consultations), 30-day read-

mission, and quality and safety (eg, adverse events, physical activity via vital

signs monitor). We compared groups with Wilcoxon rank sum, t, and Fisher

exact tests as appropriate.

RESULTS: Thirty-seven patients (23 female, 20 white; mean age 76) ran-

domized to home; 45 patients (28 female, 19 white; mean age 68) randomized

to control. Median direct cost of the acute care episode for home patients was

38% (p=0.02) lower than for control patients. During the care episode, home

patients had fewer lab orders (mean per admission: 3 vs 23; p<0.01) and less

often received imaging (14% v 71%; p<0.01) or consultations (3% vs 33%;

p<0.01). Home patients were less often readmitted within 30 days (5% v 22%;

p=0.02). One control patient incurred a hospital-acquired Clostridium difficile

infection and 1 unexpectedly died within 30-days of discharge. No similar

events occurred in home patients, nor did any home patients require transfer

back to the hospital. Home patients were less sedentary (mean percent of the

day sedentary, 93% v 97%; p=0.01) and more often upright (mean percent of

the day upright, 30% v 19%; p=0.02).

CONCLUSIONS: In this ongoing randomized controlled trial of patients

admitted with acute illness, the use of substitutive home hospitalization com-

pared to usual care in the hospital reduced cost, utilization, and readmission

while improving physical activity. Preliminary results suggest quality and

safety were maintained or improved, with more definitive results awaiting

completion of enrollment.

HOSPITALIST VS. NON-HOSPITALIST CARE OUTCOMES AND

COSTS FOR PATIENTS DISCHARGED TO POST-ACUTE CARE IN

SKILLED NURSING FACILITIES (SNFS) Kira Ryskina1; Yihao Yuan1;

Daniel Polsky2, 1; Rachel M. Werner3. 1University of Pennsylvania, Philadel-

phia, PA; 2Leonard Davis Institute of Health Economics, Philadelphia, PA;
3University of Pennsylvania and Philadelphia VA, Philadelphia, PA. (Control

ID #2942285)

BACKGROUND: One in four patients discharged from a hospital to skilled

nursing facilities (SNFs) are rehospitalized or die within 30 days. Prior research

found that hospitalists are more likely to discharge patients to SNFs compared

to primary care physicians who treat their patients when they are hospitalized.

Little is known, however, about the outcomes of SNF care for these patients.

Our objectives were to compare outcomes of patients discharged to SNFs who

were treated by hospitalists vs. non-hospitalists during their acute care

hospitalization.

METHODS: We analyzed 3,538,840 discharges from acute care hospitals to

SNFs by Medicare fee-for-service beneficiaries over 65 years of age between

2012 and 2014. Discharges with preceeding SNF stays (18.3%), for surgical

conditions (30.6%), or with subspecialist attendings (11.2%) were excluded;

resulting in a final sample of 1,412,930 discharges. Physicians in generalist

specialties with at least 90% of claims for acute hospital care were considered

hospitalists. Patients were assigned to the hospitalist vs. non-hospitalist groups

based on plurality of hospital days under the treatment of hospitalist vs. non-

hospitalist attendings. We estimated the effect of being treated by a hospitalist

on three patient outcomes: 30-day rehospitalization, 60-day episode Medicare

payments (both derived from claims), and successful discharge to community

(derived from the Nursing Home Minimum Data Set). To measure 60-day

episode of care payments, we summed all facility and professional payments

by Medicare Parts A and B (including hospital, SNF, physician and other

provider payments). Successful discharge to community was identified when a

patient was discharged to the community within 100 days of admission to SNF

and remained alive and was not readmitted to a hospital or SNF for at least 30

days. All outcomes were adjusted for demographics (age, sex, race), hospital-

ization variables (critical care days, length-of-stay, Elixhauser comorbidities),

and 69 clinical variables used by CMS for clinical measure risk-adjustment. To

account for heterogeneity across facilities, we included hospital and SNF fixed

effects. Outcomes were modeled using linear regression. Confidence intervals

were adjusted for clustering within facilities.

RESULTS: A hospitalist provided care in 36.2% of hospitalizations. After

adjusting for clinical characteristics and hospital-SNF fixed effects,

hospitalists' patients were more likely to be rehospitalized after 30-days

(16.80% vs. 16.47%; adjusted difference, 0.33%, 95% CI 0.16 to 0.49), less

likely to be successfully discharged to the community (53.81% vs. 54.13%;

adjusted difference, -0.32%, 95% CI -0.55 to -0.10), and had higher 60-day

Medicare costs ($29,220 vs. $28,933; adjusted difference, $287; 95% CI $220

to $354).

CONCLUSIONS: Clinical outcomes and costs for hospitalists' patients

discharged to SNFs were worse compared to non-hospitalists' patients. How-

ever, the differences were small and may be due to patient selection.

HOSPITALIST-PRIMARY CARE PREFERENCES FOR COMMUNI-

CATION DURING PATIENT DISCHARGE Amy Munchhof. Indiana

University School of Medicine, Indianapolis, IN; Eskenazi Hospital, Indianap-

olis, IN. (Control ID #2946708)

BACKGROUND: Communication between hospitalists and outpatient pri-

mary care providers is essential to safely transition patients across medical

settings. Communication is an interactive process that depends on each pro-

viders' practice setting. Previous studies have shown PCPs are often unaware

of patient hospitalization due to in part to limited communication with

hospitalists and that themajority of PCPs feel direct communication in addition

to the discharge summary is required for safe transitions of care. Qualitative

studies with hospitalists and PCPs have identified barriers that are shared

among providers. The aim of this project is to identify preferences of

hospitalists and PCPs for direct communication at time of patient discharge

from an academic medical center. We sought to identify preferred modes of

communication, barriers to communication, and characteristics of hospitalized

patients where additional communication is essential.

METHODS:We surveyed all hospitalists and all PCPs at the 10 primary care

clinic locations affiliated with our academic hospital. Two surveys with

matching questions for PCPs and hospitalists were developed based on review

of the literature. The surveys were piloted prior to distribution. Surveys were

distributed via email every 4 days then repeated at two weeks. Paper versions

of the survey were then distributed and collected after an additional 2 weeks.

Results were analyzed using descriptive analysis.

RESULTS: PCPs and Hospitalists most preferred a message in the EMR

(80.8% and 52.2%) followed by email (12.5% and 26.1%) and phone call

(4.3% and 19.2%). The characteristic of hospitalized patients that both PCPs

and hospitalists rated as the most essential for additional direct communication

was a patient the hospitalist is concerned about with 56.5% of PCPs and 40%

of hospitalists rating this as critical. Patients started and discharged on
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anticoagulation was critical for both PCPs (43.5%) and hospitalists (30.4%)

followed by pending studies (39.1% of PCPs and 28% of hospitalists). Chang-

es in goals of care was more critical to hospitalists (28%) than PCPs (8.7%).

The barriers that had the most effect on communication for PCPs were lack of

time in the work day (58.3%) and lack of dedicated time for communication

(43.5%) with hospitalists. Hospitalists reported inability to contact the PCP

(58.3%) and lack of time in the work day (52%) as the barriers that had the

most effect on communication with PCPs.

CONCLUSIONS: Hospitalists and PCPs share many preferences for direct

communication at discharge including modes of communication, characteris-

tics of patients where direct communication is essential, and barriers to com-

munication. Identification of shared preferences is a starting point for further

qualitative exploration and systematic processes that can be tested for improve-

ment in communication and patient outcomes during transitions of care.

HOSPITALIZATION AND CHANGE IN GAIT SPEED AND RISK OF

NEW MOBILITY AND FUNCTIONAL LIMITATIONS IN OLDER

ADULTS Wei Duan-Porter4, 1; Tien N. Vo1; Kristen Ullman4; Lisa

Langsetmo2; Elsa S. Strotmeyer3; Brent C. Taylor4, 2; ADAM J.

SANTANASTO3; Peggy M. Cawthon5; Anne B. Newman3; Eleanor M.

Simonsick6; Teresa M. Waters7; Kristine E. Ensrud4, 8. 1University of Minne-

sota Medical School, Minneapolis, MN; 2University of Minnesota School of

Public Health,Minneapolis, MN; 3University of Pittsburgh Graduate School of

Public Health, Pittsburgh, PA; 4Minneapolis VA Health Care System, Minne-

apolis, MN; 5California Pacific Medical Center, San Francisco, CA; 6National

Institute on Aging, Baltimore, MD; 7University of Kentucky College of Public

Health, Lexington, KY; 8University of Minnesota Medical School and School

of Public Health, Minneapolis, MN. (Control ID #2938477)

BACKGROUND:Hospitalization in older adults is associatedwith functional

decline and adverse health outcomes. It is less clear how hospitalization may

impact subsequent objective mobility measures, such as gait speed, and self-

reported mobility limitations. We sought to examine the associations of hos-

pitalization with annual change in gait speed, and risk of new self-reported

limitations in mobility and activities of daily living (ADLs).

METHODS:We used longitudinal data from 2963 participants in the Health,

Aging and Body Composition Study, a prospective cohort of black and white

community-dwelling men and women, aged 70-79 years, with no difficulty

walking ¼ mile or climbing 10 steps (without resting) or ADLs at baseline.

Gait speed, self-reported limitations in mobility (walking ¼ mile and climbing

10 steps) and ADLs were assessed annually. Annual change in gait speed was

expressed as standardized effect size (ie, absolute change divided by standard

deviation of baseline gait speed). Generalized estimating equations were used

to examine the association of adjudicated hospitalization(s) with the following

outcomes—annual change in gait speed, combined outcome of new limitations

in mobility or ADLs, and separately, new mobility limitations, and new ADL

limitations. Fully adjusted models also accounted for demographics, health

conditions, baseline chronic pain, depressive symptoms, and health-related

behaviors.

RESULTS: During 5 years of follow-up, 52% of participants were hospital-

ized at least once, and 11% died. In fully adjusted models, experiencing any

hospitalization during a 1-year interval was associated with a small concurrent

annual decrease in gait speed (standardized effect -0.24 [95% CI -0.31, -0.18],

absolute decrease of 0.04 m/s [CI -0.05, -0.03]), and higher odds of new

limitations in mobility or ADLs over 1-year (adjusted odds ratio [AOR] 1.97

[CI 1.70, 2.28]). In separate models, any hospitalization was also associated

with similarly increased odds of new mobility limitation (AOR 2.22 [CI 1.90,

2.60]), and odds of new ADL limitations (AOR 1.84 [CI 1.53, 2.21]). Recur-

rent hospitalizations during a 1-yr interval were associated with larger concur-

rent decline in gait speed (standardized effect -0.40 [CI -0.54, -0.27], absolute

decrease of 0.06 m/s [CI -0.08, -0.04]), and higher odds of new limitations in

mobility or ADLs (AOR 2.96 [CI 2.23, 3.95]). Recurrent hospitalizations were

also separately associated with higher odds of new mobility limitation (AOR

3.49 [CI 2.58, 4.71]), and odds of new ADL limitations (AOR 2.62 [CI 1.90,

3.62]).

CONCLUSIONS: For functionally independent older adults, hospitalizations

were associatedwith small to moderate declines in gait speed and higher risk of

new limitations in mobility and ADLs. Poorer mobility post-discharge may

identify individuals who would benefit from targeted interventions to promote

recovery and prevent further declines.

HOSPITALIZED PATIENTS' KNOWLEDGE OF CARE: A SYSTEM-

ATIC REVIEW Arielle E. Sommer1, 2; Blair Golden3; Kevin O'leary1.
1Northwestern Memorial Hospital, Chicago, IL; 2UCLA School of Medicine,

Los Angeles, CA; 3Northwestern McGaw, Chicago, IL. (Control ID

#2938148)

BACKGROUND: Patient-centered care is critical to today's health care.

Patients' understanding of their disease is fundamental to patient-centered care.

Hospitalizations are becoming more complex with shorter stays, putting pa-

tients at risk for even poorer understanding. We sought to summarize what

patients comprehend about their hospitalizations, the methods used to deter-

mine this comprehension, and to appraise interventions aimed at improving

knowledge.

METHODS: A medical librarian (J.P.) searched PubMed, MEDLINE,

EMBASE, and the Cochrane Library for publications from January 1, 1995

to June 13, 2016 using the terms: inpatients, knowledge, comprehension,

hospitalization, patient discharge, discharge planning, and goals of patient

care. All publication types were included. Four authors (A.S., B.G., C.K.,

and L.O.) reviewed 15,930 citations with overlap for quality control. Qualita-

tive studies and assessments of knowledge after 7 days post-discharge were

excluded, yielding 130 articles for full-text review. Of these, 26 were included

for final analysis. We are currently updating the search to December 2017.

RESULTS: Most studies (16/26) were non-interventional. Of the interven-

tional studies, five of 10 were randomized controlled trials. Overall, patients

poorly understood admission diagnoses, medications, plans of care, and care

teams. For example, Makaryus et al. found that only 27.9% of patients could

list all their medications and only 37.2% knew the purpose of their drugs. The

elderly (>65 years) and those with lower educational attainment consistently

and significantly had poorer knowledge. Interestingly, patients reported high

levels of understanding relative to objective measure of their understanding. In

a study byHorwitz et al., 95%of patients stated they understood their diagnosis

but only 59.6% were correct when verified by chart review. Interventions

included various educational activities, such as pamphlets, videos, and person-

alized interviews. Interventions resulted in improvements in knowledge but

had no effect on outcomes, includingmedication adherence or readmissions. 1)

Makaryus AN, Friedman EA. Patients' understanding of their treatment plans

and diagnosis at discharge. Mayo Clin Proc. 2005;80(8):991-4. 2) Horwitz LI,
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Moriarty JP, Chen C, et al. Quality of discharge practices and patient under-

standing at an academic medical center. JAMA Intern Med.

2013;173(18):1715-22.

CONCLUSIONS: Hospitalized patients' knowledge is poor across multiple

domains and certain populations are at higher risk for poor comprehension.

Patients overestimate their knowledge and studies using patient-reported data

likely underestimate the care gap. Interventions increase knowledge, but have

not been shown to change outcomes. Further research should aim at accurate

assessments of patient knowledge through corroborating self-reported data and

should identify the interventions that improve knowledge while influencing

health behaviors and outcomes.

HOW ARE PATIENT-STUDENT RELATIONSHIPS RELATED TO

MEDICAL STUDENT RESILIENCE? Deepthiman Gowda1; Amulya

Iyer2; Emily Weidenbaum1. 1Columbia University College of Physicians and

Surgeons, NewYork, NY; 2UCSF, San Francisco, CA. (Control ID #2944420)

BACKGROUND: Resilience, which has been defined as an adaptive re-

sponse to a stress that leads to growth, is a protective factor against burnout.1,2

Features of resilience includes having an impact on one's situation and self-

regulation. Relationships with family, friends, and colleagues are among the

characteristics of resilient students and physicians.3 Though relationships with

patients feature prominently in the students' experiences, we were unable to

find research on how patient relationships might affect medical student resil-

ience. Our primary research aim was to explore how the student-patient

relationship relates to resilience. A secondary aim examined the facilitators

and barriers of the development of medical student resilience.

METHODS: We used a qualitative research approach informed by construc-

tivist grounded theory4. We conducted semi-structured hour-long interviews

with third and fourth year medical students from June 2016 to November

2017 at Columbia University Vagelos College of Physicians and Surgeons.

Interview transcripts were coded and analyzed for emergent themes to under-

stand the two primary research aims. Coding and analysis were performed in

an iterative manner and the interview guide was adapted accordingly5. All

coding and analysis was managed on Dedoose (Version 7.0.23; Los Angeles,

CA) and performed by three co-authors. We achieved thematic saturation after

analysis of 12 student interviews. The research project was approved by the

Columbia IRB.

RESULTS: Our analysis revealed 4 themes related to resilience: 1) The

students' impact on patient care was mediated through the strength of their

relationship with their patients. This manifested was providing emotional

support, supporting difficult decisions, and influencing behavioral change. 2)

The context of learning including the values of the clinical team or an emphasis

on clerkship grades at times impeded the development of strong patient

relationships. 3) Students noted risks of a close relationship with patients. They

were at times demanding or emotionally trying and resulted in emotional and

physical exhaustion. 4) Over the course of their clerkship year, students learned

lessons of creating healthy boundaries and methods of finding balance.

CONCLUSIONS: Our research suggested that the student's relationship with

the patient itself may serve as an important means to developing resilience.

Students, who may lack formal power within the medical hierarchy, felt their

ability to influence clinical care was mediated through a strong relationship

with their patients; this may be valuable finding given that a feeling of agency

is associated with resiliency. These findings may also encourage educators to

reduce barriers to forming patient relationships as a means to strengthening

student resiliency. Finally, challenging relationships may result in emotional

exhaustion, but also allowed students opportunities to develop skills of self-

regulation, a key feature of resiliency.

HOW DO CORE OUTPATIENT SAFETY-RELATED COMPETEN-

CIES ASSESSED IN OSCES TRANSFER TO CLINICAL PRACTICE

(AS ASSESSED BY UNANNOUNCED STANDARDIZED PATIENTS)?

Colleen Gillespie1; Kathleen Hanley3; Lisa Altshuler2; Amanda Watsula-

Morley2; Sondra Zabar2. 1NYU School of Medicine, Brooklyn, NY; 2NYU

School of Medicine, New York, NY; 3NYU, New York, NY. (Control ID

#2946649)

BACKGROUND: Physicians' communication, patient education, and patient

activation skills are increasingly recognized as critical to outpatient safety.

OSCEs provide opportunities for controlled assessment of competencies while

Unannounced Standardized Patient (USP) visits assess actual practice (the

ability to transfer competencies into patient care, Entrustable Professional

Activities). This study reports on the transfer of these outpatient safety com-

petencies from to primary care practice.

METHODS: Outpatient safety competencies included communication

skills (12 items total), patient education practices (3-5 items/case), and

patient activating skills (helping patients take charge of their health; 3-

4 items/case). Competencies were assessed using a behaviorally-

anchored checklist completed by SPs in both the comprehensive 10-

12-station OSCE fielded annually and in USP visits (both involving

common primary care scenarios). 70 PGY2 residents completed the

OSCE and "treated" an average of 4.3 USPs in their primary care

clinics within a year. 63 residents provided consent for their routinely

collected educational data to be used for research purposes. Compe-

tency scores were calculated as % of items rated "well done".

RESULTS: OSCE scores tended to be higher than those assessed in

practice (USP), especially patient education and patient activation (see

table). Correlations between OSCE scores and USP scores were .09

for patient education (p=.48), .21 for patient activation (p=.11) and .30

for communication (p=.01). USP patient activation was significantly

correlated with both OSCE communication (r=.28, p=.02) and OSCE

patient education (r=.31, p=.01). Finally, discrepancies between OSCE

and USP scores were greatest for low and high OSCE performers:

residents with mean OSCE communication scores>1 SD below the

mean performed on average 11% better in the USP visits and those

with mean OSCE scores >1 SD above the mean performed on average

21% worse in USP visits. These difference scores were significantly

negatively correlated with OSCE scores (communication r=-.60,

p<.001; patient education r=-.80, p<.001; patient activation r=-.61,

p<.001).

CONCLUSIONS: Assessment of competence in OSCEs may not accurately

reflect entrustability in actual practice for all trainees, especially those at the

extremes. Additional variables may help to explain discrepancies between

competence and "entrustability" (actual practice) and future research will

explore the role of resident attitudes and clinic factors. Associations between

OSCE-assessed communication and patient education competencies and pa-

tient activation in practice suggest that patient care may call for a distinct

combination of competencies.
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HOW MEANINGFUL IS MEDICATION RECONCILIATION USING

ELECTRONIC HEALTH RECORDS? A QUALITATIVE ANALYSIS

OF COMMUNICATION IN SAFETY NET CARE George Matta; Elaine

C. Khoong; Courtney R. Lyles; Dean Schillinger; Neda Ratanawongsa. UCSF,

San Francisco, CA. (Control ID #2924840)

BACKGROUND: Safety net health systems face barriers to effective ambu-

latory medication reconciliation for vulnerable populations with communica-

tion barriers. Although newer electronic health record systems (EHRs) offer

safety advantages, EHR use may inhibit the quality of patient-provider com-

munication. This study described communication and EHR use during medi-

cation reconciliation discussions after EHR implementation in a safety net

system.

METHODS: This observational study occurred 3-16 months (median 9) after

EHR implementation in 5 academic public hospital clinics. We video-recorded

visits between English-/Spanish-speaking patients and their primary/specialty

care clinicians. We analyzed: proportion of medications addressed and time of

medication reconciliation activities. We coded verbal statements associated

with medication reconciliation content (see below). We coded time spent on

non-verbal tasks during medication reconciliation using mutually exclusive

categories: multitasking EHR use; silent EHR use; non-EHR multitasking;

focused patient-clinician talk. Finally, we examined encounters to describe

patterns of how EHR use style related to communication style.

RESULTS: We examined 35 visits (17% in Spanish) between 25 patients

(average 57 years old, 44%women, 48%Hispanic, and 20%with limited health

literacy) and 25 clinicians (48% primary care). Medication reconciliation oc-

curred 83% of visits, lasted a median 2.1 minutes (0.0-9.6) or 10% of visit time

(0-29%), and addressed a median of 2 medications or 29% of patients' total

medications. Clinician elicitation of patient medication-taking behaviors oc-

curred in 69% of visits, patient disclosures of medication concerns in 54% of

visits, disclosures of suboptimal adherence in 46% of visits, invitations of patient

preference in 29% of visits, and treatment changes to address patient concerns in

34% of visits. We found: (1) Clinicians who used EHRs heavily multitasked

with navigation through multiple EHR sections; (2) Patient concerns (in general

and about medications) elicited varying degrees of clinician responsiveness

during EHR multitasking; and (3) Clinicians who used patient-centered com-

munication skills often demonstrated patient-centered EHR use. The

Table shows two examples with 5.6 minutes of medication reconciliation

highlighting different styles of communication and EHR use.

CONCLUSIONS: Safety net encounters involve complex EHR use, with

missed and captured opportunities for patient-centered engagement. Further

research is needed on tailoring design, implementation, optimization, and

integration of EHRs to facilitate patient-centered medication reconciliation.

HOW PREPARED ARE WE TO INTEGRATE COMMUNITY

HEALTH CARE WORKERS INTO PRIMARY CARE TO PREVENT

DIABETES? Garseng Wong1; Ariel Brown4; Radhika Gore3; Scott Sher-

man2; Nadia Islam3; Isaac Lief3; Thomas Gepts3; Mark D. Schwartz3. 1New

York University, New York, NY; 2VANewYork Harbor HCS, NewYork, NY;
3NYU School of Medicine, New York, NY; 4Sidney Kimmel Medical College

at Thomas Jefferson University, Philadelphia, PA. (Control ID #2947298)

BACKGROUND: 84million Americans have pre-diabetes, but few are aware

of their risk of diabetes, and building primary care (PC) systems to identify and

engage this population in effective lifestyle modification is a challenge. Com-

munity health workers (CHWs) can assist patients with such changes to reduce

this risk. However, it remains uncertain how best to integrate CHWs into PC

practice. As part of the Community Health Outreach to Reduce Diabetes

(CHORD) study, a randomized trial testing the efficacy of integrating CHWs

into PC teams to prevent diabetes, the present study assessed PC clinic staff's

baseline readiness to integrate CHWs into their practice.

METHODS: In this mixed methods study, we surveyed providers in the PC

clinics at Bellevue Hospital and VA NY Harbor. Surveys used a 1-5 Likert

scale for 20 questions in 4 domains: self-efficacy in preventing diabetes, beliefs

about CHWs' role, expectations in working with CHWs, and use of diabetes

prevention resources. We calculated the proportion of respondents agreeing

with items (4 or 5), averaged for each domain. We also conducted semi-

structured interviews with 9 PC staff at each site using guides with core

questions about diabetes prevention practices, knowledge and attitudes regard-

ing CHWs, and expectations and concerns about working with CHWs. Inter-

views were recorded, transcribed, and independently coded using the constant

comparison method to develop core themes.

RESULTS: Of the 54 of 56 providers responding (96%), 33 at Bellevue and

21 at VA, 63% were female, with an average of 14 years in the practice. 62%

agreed that they felt effective in preventing diabetes, 87% agreed that CHWs

would be helpful in preventing diabetes, and 83% reported interest in working

with CHWs. While 91% were aware of diabetes prevention resources in clinic

and 54% agreed that they routinely refer to these resources, only 11% were

aware of such resources in the community and only 2% routinely refer.

Interviewed staff expressed low self-efficacy in diabetes prevention, limited

by time, knowledge of patients' communities, and patient social barriers. They

expected that patient contact with CHWs will offer benefits, but were con-

cerned about fitting CHWs into clinic workflow and added communication

burden, which they suggested may be minimized by using existing lines of

communication among clinic staff.

CONCLUSIONS: PC staff believed that CHWs can help improve preventive

care for pre-diabetic patients. Most lack knowledge about community-based

resources, and were ready to work with CHWs on diabetes prevention, who

may expand access and engagement in such behavior change resources, such

as the diabetes prevention program, sources of healthy food, and opportunities

for exercise. By using PC staff's insights for implementing CHWinterventions,

a more seamless integration into clinical practice may be achieved.

HOW PRISONS INFLUENCE CHRONIC DISEASE MANAGEMENT

DURING AND AFTER INCARCERATION Emily H. Thomas1; Peggy G.

Chen3; Leslie Curry4; Emily A. Wang2. 1UCSF, San Francisco, CA; 2Yale

School of Medicine, New Haven, CT; 3RAND Corporation, Santa Monica,

CA; 4Yale School of Public Health, New Haven, CT. (Control ID #2942382)

BACKGROUND: Patients who have been incarcerated are more likely than

community-dwelling patients to have chronic medical and psychiatric condi-

tions and have a higher risk of mortality from these conditions. Because of

constitutional guarantees to healthcare in prison, patients often have greater

access to medical care and screening in prison than in the community. Conse-

quently, these patients may be diagnosed with and receive treatment for their

medical conditions for the first time in prison, where they will form key health

behaviors for chronic disease management. The medical community has

increasingly recognized that contextual and structural factors can contribute

ABSTRACTS JGIMS220



to differences in chronic disease self management and reinforce health dispar-

ities. However, the contribution of the unique institutional and structural factors

in the correctional setting, on patient-level health practices and healthcare

outcomes is uncharacterized.

METHODS:We conducted in-depth interviews with individuals with cardio-

vascular disease risk factors (CVD-RF) who had been recently released from

prison (n=26). Using a grounded theory approach and the constant compara-

tive method, we inductively generated themes about how prisons influence

patients' health behaviors for CVD-RF management. Data collection and

analysis occurred iteratively to refine and unify emerging themes.

RESULTS: Three themes emerged about the influence of the prison setting on

CVD-RF management: (1) Prison is a unique institutional setting that con-

strains patients' self-management practices. This "institutional control" has

both positive and negative impacts on medication adherence practices and

dietary and exercise habits. (2) Patients in prison develop distinct patterns of

health behaviors either conforming to or resisting institutional control. The

effects of these patterns had nuanced and unpredictable effects on self-

management practices. (3) These distinct patterns of health behaviors persist

upon release from prison.

CONCLUSIONS: The experience of incarceration is common and has pro-

found implications for morbidity and mortality from chronic disease, particu-

larly in the transitional period after release. Our findings demonstrate patterns

of health behaviors that are rooted and engrained in the prison setting, but

surprisingly persist even after release. These findings suggest that targeted

interventions that address the unique health patterns of patients who have been

incarcerated are needed both in prisons setting and upon re-entry in order to

support and mitigate the health effects of the experience of incarceration.

HOW SHOULD CLINICIANS COMMUNICATE ABOUT STOPPING

CANCER SCREENING: RESULTS FROM A NATIONAL SURVEY

OF OLDER ADULTS USING BEST-WORST SCALING Nancy

Schoenborn1; Ellen M. Janssen2; Cynthia M. Boyd3; John F. P. Bridges4;

Antonio C. Wolff5; Qian-Li Xue6; Craig E. Pollack1. 1Johns Hopkins Univer-

sity School of Medicine, Baltimore, MD; 2Johns Hopkins Bloomberg School

of Public Health, Baltimore, MD; 3JHU, Baltimore, MD; 4Johns Hopkins

School of Public Health, Baltimore, MD; 5Johns Hopkins Kimmel Cancer

Center, Baltimore, MD; 6Johns Hopkins University, Baltimore, MD. (Control

ID #2912850)

BACKGROUND: Older adults with limited life expectancy continue to be

screened for cancer at high rates even though screening exposes them to short-

term harms with little chance for benefit. One potential contributor to over-

screening may be clinicians' discomfort with discussing screening cessation.

This study examines older adults' preferences for different approaches that

clinicians may use to explain screening cessation.

METHODS: Participants were recruited in 2016 from a national, probability-

based online survey panel. Panelists with ages ≥65 were randomly selected to

participate (n=1272). Using the best-worst scaling (BWS)method, we assessed

the relative preference for different ways to explain screening cessation for

breast, colorectal, or prostate cancers. We tested 13 different phrases that were

identified based on literature and results from our prior qualitative interview

study with older adults. We constructed 13 choice tasks, each presenting a

subset of 4 explanations, and asked participants to choose among each set the

best and the worst explanations. We examined the frequency with which

different phrases were chosen as best and as worst (Figure) and calculated

standardized BWS scores, ranging from -1.0 (worst) to 1.0 (best).

RESULTS: The sample included 881 participants (response rate 69.3%) with

mean age 71.8. The most preferred explanation was "your other health issues

should take priority" with a standardized BWS score of 0.41. The least

preferred was if "the doctor does not give an explanation" with a BWS score

of -0.42. Explanations that mention guidelines, age, lack of benefit, potential

harms were more preferred than explanations that mention life expectancy,

discomfort or inconvenience of the screening test, or that the screening test may

lead to additional testing. The rankings were consistent across cancer screening

types.When stratified by age, the most preferred explanation for those 85+was

one that mentions age - "we usually stop screening at your age".

CONCLUSIONS:Despite recommendations to stop cancer screening in older

adults with limited life expectancy, how these recommendations should be

communicated to patients has not been clear. This study provides the first

empirical data from a national sample of older adults on their preferences for

how screening cessation can be messaged.

HOW SNFS CHOOSEWHICH PATIENTS TO ADMITAND WHY IT

MATTERS Emily C. Lawrence1; Jessica-Jean Casler1; Chelsea A. Leonard1;

amy ladebue1; Roman A. Ayele2; Jacqueline Jones3; Robert E. Burke4. 1De-

partment of Veterans Affairs, Denver, CO; 2Eastern Colorado Health Care

System, Aurora, CO; 3University of Colorado AMC, Aurora, CO; 4Denver VA

Medical Center, Denver, CO. (Control ID #2945073)

BACKGROUND: Hospitalized older adults are increasingly admitted to

skilled nursing facilities (SNFs) for post-discharge care. However, little is

known about how SNFs screen and evaluate potential new admissions. This

is essential to explore because these processes are linked to patient outcomes

and costs, and thus represent an important potential target for interventions to

improve the value of this care, driven by post-acute care reforms.

METHODS: We used semi-structured interviews from a larger qualitative

study to understand the perspective of 18 key stakeholders at three unique

SNFs, including a Veterans Health Administration Community Living Center

(CLC); a predominantly long-term, Medicaid-funded nursing home with a

smaller Medicare-certified rehab unit; and a community SNF that only pro-

vided short-term rehabilitation under Medicare. All transcripts were coded and

managed in Atlas.Ti and analyzed using a general inductive theme-based

approach.

RESULTS: SNFs responded to three key external pressures in different ways,

resulting in variability in their screening and admission processes. These

pressures were: (1) inconsistent and inadequate transfer of medical
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documentation; (2) lack of understanding among hospital clinicians about the

purpose and capabilities of SNF facilities; and (3) payment models that

encouraged hospitals to quickly discharge patients. Screening processes to

accommodate these pressures varied by facility and included gaining access

to electronic medical records at partner hospitals, inpatient physician consul-

tations prior to SNF acceptance and at times, turning away more complex

patients and instead opting to accept more straightforward rehabilitation pa-

tients (e.g. hip replacement). Additionally, personnel involved in the screening

and admission process differed by SNF facility. For example, at the CLC initial

screening of patients was conducted through inpatient consultation with a

physician and the final decision to admit a patient was made by an interdisci-

plinary team while at the community SNF, screening was carried out by a

patient liaison who also was the sole decision maker on whether to admit a

patient to SNF.

CONCLUSIONS: SNF screening and admission processes are not standard-

ized. SNFs seem to be responding in different ways to three key external

pressures in both adaptive and maladaptive ways. Since policy reforms in-

creasingly hold SNFs and hospitals jointly accountable for outcomes of pa-

tients transitioning between hospital and SNF, the SNF screening and admis-

sion processes may be important to evaluate in a larger sample and target as a

part of improving value of post-acute care

I'M NOT FEELING LIKE I'M PART OF THE CONVERSATION:

PATIENTS' PERSPECTIVES ON COMMUNICATING IN CLINICAL

VIDEO TELEHEALTH VISITS Howard Gordon1, 2; Ravi K. Gopal3;

Barbara G. Bokhour4; Natalia Skorohod1; Vairneke Westmoreland1; Pooja

Solanki1. 1Chicago VAMC, Chicago, IL; 2University of Illinois at Chicago,

Chicago, IL; 3Denver VAMC, Denver, CO; 4ENRMVeterans Affairs Medical

Center, Bedford, MA. (Control ID #2936758)

BACKGROUND: Clinical Video Telehealth (CVT) offers the opportunity to

improve access to healthcare providers in medically underserved areas. How-

ever, because CVT encounters are mediated through technology they may

result in unintended consequences related to the patient-provider interaction.

METHODS: Twenty-seven patients with type 2 diabetes mellitus and at least

one previous telehealth visit experience were interviewed about their perspec-

tives on facilitators and barriers to communication with their provider during

their CVT visit. The semi-structured telephone interviews were 45-60 minutes,

and were audio-recorded and transcribed. A coding dictionary was established,

with codes derived from the data. All transcripts were coded by two researchers

and the discrepancies were resolved through discussion by four research team

members. Using the constant comparison method fundamental to grounded

theory analysis, codes and thematic categories were identified in each tran-

script. Coherence, credibility, and strength of those interpretations were

achieved with triangulation among the multidisciplinary research team.

RESULTS: We identified seven themes related to patients' perspectives on

CVT: 1) technological and logistical barriers to CVT; 2) benefits of CVT; 3)

medical visit issues; 4) patient's challenges in communication; 6) provider

behaviors; and 7) patients' trust in provider and staff. Patients expressed their

satisfaction with CVT because of shorter wait times prior to the visit and

shorter travel distances. Patients also described their challenges in effectively

communicating with the provider, concerns pertaining to adequacy of physical

examination, and lack of consistency of the providers. Challenges in commu-

nication included that patients reported: feeling less involved during the visit,

difficulty finding opportunities to speak, and feeling rushed by the provider.

Patients were concerned about the potential for errors in their care related to the

use of a combination of CVT staff and technology to complete the physical

examination. Patients reported that establishing a relationship and developing

trust with their CVT provider was more difficult compared with face-to-face

visits and that staff turnover contributed to this challenge.

CONCLUSIONS: Our findings revealed that patients perceived benefits and

difficulties with CVT. Patients believed that CVT was efficient and improved

access, but CVT visits posed challenges for patients' communication with their

provider when compared with face-to-face visits. Our results can be used to

develop communication skills training programs to encourage active and

positive communication by patients and providers engaging in CVT visits.

Educational tools that encourage more patient-centered communication in

CVT visits may allow for more widespread acceptance and utilization of

CVT, thereby increasing access to care in rural areas. Additional research

should examine how to reduce patient concerns about the physical exam in

CVT visits.

IDEAS FOR IMPLEMENTINGAMAMMOGRAPHYDECISIONAID

FOR WOMEN 75+ IN PRIMARY CARE Mara A. Schonberg1; Gianna

Aliberti1; Alicia R. Jacobson2; Michelle Hayes3; Christine Kistler4. 1Beth

Israel Deaconess Medical Center, Boston, MA; 2Beth Israel Deaconess Med-

ical Center, Brookline, MA; 3University of North Carolina, Chapel Hill, NC;
4University of North Carolina at Chapel Hill, Chapel Hill, NC. (Control ID

#2928475)

BACKGROUND: Implementation of decision aids in clinical practice is

challenging. Our goal was to learn how to best implement a mammography

decision aid (DA) for women 75 years or older in primary care.

METHODS: We developed and tested a paper-based DA on mammography

screening for women >75 years. We approached staff from primary care and

geriatrics clinics in two large academicmedical centers (1 in Boston, 1 in North

Carolina) and from 4 community-based primary care practices in Boston to

participate in semi-structured qualitative interviews. Trained research staff

conducted the interviews which were audiotaped and transcribed verbatim.

Five investigators independently reviewed the first 6 transcripts to develop a

codebook. Subsequent interviews were coded by at least 3 investigators.

Coding discrepancies were resolved by consensus. We used thematic analysis

to identify major themes from the codes.

RESULTS: Of 43 staff members approached, 32 (7 administrators, 10

nurses,15 practice assistants) participated; 69% were Boston based; 66%

worked in academic practices; 87% were female; and 59% were non-

Hispanic white. Nearly all staff felt existing supports could be accessed to

implement the DA in their practice with minimal training of staff and clini-

cians. The majority felt the best process was for practice assistants to give the

DA to women in the waiting or exam room to read before a visit so that women

could ask their clinicians questions about the DA andmammography screening

during the visit. Other suggested methods to implement the DA included:

mailing it to women before a visit (i.e., before a Medicare Annual Wellness

Visit); giving it to women at check-out; having a health educator or nurse

provide the DA; scheduling group visits to discuss the DA; and/or making it

available in a patient portal. Some barriers to implementing the DA included 1)

both staff and provider issues with work flow and the need for a clinic

ABSTRACTS JGIMS222



champion; 2) patients' form fatigue and low health literacy; and 3) structural

barriers such as the need to print it and track its use.

CONCLUSIONS: The best way to get a mammography DA to women aged

75 or older may vary depending on practice characteristics. However, most

staff felt it would be feasible to provide women aged 75 or older a paper copy

of the DA before a visit.

IDENTIFYING BARRIERS TO ADVANCE CARE PLANNING IN A

RESIDENTACADEMIC AMBULATORY PRACTICE Ilana Prior1; Col-

leen Tenan2; Peggy Leung3; Laura F. Gingras4. 1Weill Cornell Medical

College/New York Presbyterian, New York, NY; 2Weill Cornell Medical

College, New York, NY; 3Weill Cornell/ NewYork Presbyterian, New York

City, NY; 4New York Presbyterian Hospital - Weill Cornell Medical Center,

New York, NY. (Control ID #2946439)

BACKGROUND: Advance care planning (ACP), including Advance

Directives (AD) and designating Health Care Proxies (HCP) allows

patients to express their goals and preferences for future medical care

should they lose the ability to make decisions for themselves. ACP

improves outcomes, including reduced hospitalizations and intensive

treatments at the end of life, increased likelihood that patients die in

their preferred place, increased satisfaction with quality of care, and

reduced caregiver stress and anxiety. Regardless of health or age, over

90% of outpatients desire ACP. However, rates of ACP in the ambu-

latory setting remain low at under 20 percent. The primary aim of this

study was to understand resident physicians' attitudes towards and

barriers to ACP in an urban teaching hospital's outpatient practice.

METHODS: A 13 question survey, including both multiple choice and free

text, was designed. 51 internal medicine PGY 1, 2, and 3 residents were

surveyed anonymously. Participation was voluntary. All residents in the pro-

gram were given access to the survey, which was distributed in person at

resident conferences and online via email.

RESULTS: Residents identified a number of scenarios in which they

would want to initiate ACP discussions, including patients with more

comorbidities, older age, and patients who asked about ACP. However,

they also identified a number of barriers to having such discussions. Lack

of time was the most frequently cited barrier. Other barriers included lack

of patient familiarity, concern that patients would become upset or not

understand complex ACP discussions, or forgetting to ask. 33% of resi-

dents did not know where they could obtain ACP forms. 55% of residents

thought their patients would not respond favorably to ACP discussions.

Only 31% of residents had received formal training regarding ACP discus-

sions in the outpatient setting. Residents tended to be more comfortable

leading these discussions in an inpatient setting, rather than outpatient

setting. 45% of residents felt "very comfortable" leading inpatient ACP

discussions, while only 17% of residents felt so leading outpatient ACP

discussions. Four times as many residents felt "uncomfortable" or "very

uncomfortable" leading outpatient versus inpatient ACP discussions. How-

ever, the majority of residents (85%) believed these discussions should

happen in the outpatient setting rather than at the time of acute illness.

CONCLUSIONS: Resident physicians at our practice are not regularly

engaging in ambulatory ACP discussions due to both logistical barriers

and resident lack of comfort and training. Both patients (according to

prior literature) and residents (per our data) believe that these

conversations should happen in the outpatient setting. There is thus

a compelling argument for including a structured curriculum around

ambulatory ACP discussions in resident training.

IDENTIFYING RISK IN LANGUAGE: NEAR-REAL-TIME DISCOV-

ERY OF PREGNANCY-RELEVANT PSYCHOSOCIAL RISKS Kristen

C. Allen2; Alexander Davis2; Tamar Krishnamurti1. 1University of Pittsburgh,

PITTSBURGH, PA; 2Carnegie Mellon University, Pittsburgh, PA. (Control ID

#2945466)

BACKGROUND: Physiological changes during pregnancy make both a

woman and her fetus more vulnerable, often compounding psychosocial risks

like depression, problematic sleep, and intimate partner violence. However, to

implement interventions, these risks must be accurately detected. Standard

psychosocial measures provide well-understood data by putting risks into

generally understood terms, but new information emergeswhen people express

concerns using the words most meaningful to them. Prior natural language

processing work in health has focused on automated detection of issues. We

seek results applicable to clinical practice, where language tone and emphasis

or avoidance of conversational topics could give a clinician additional cues

about a patient's level of risk.

METHODS: We present a survey with open-ended and multiple choice

questions, created to test potential ‘proxy' items for risks otherwise requiring

more burdensome measures. Respondents took validated measures for depres-

sion, sleep quality, and emotional and physical intimate partner violence.

Analysis used two natural language processing tools, topic modeling and

sentiment analysis, to extract content and tone from written responses. We

tested all feature subsets to model best fit between text features and proxy

psychometrics against scores on those measures. Collecting this data from a

baseline population of partnered, non-pregnant women of childbearing age laid

groundwork for ultimately testing a combination measure with pregnant

women.

RESULTS: The best fitting models for all measures examined used

both proxy multiple-choice responses and topic models, and the two

for abusive relationships also used sentiment findings. Correlation

coefficients of the best feature sets with measured risks were 0.63

for depression, 0.61 for disrupted sleep, 0.38 for emotional abuse, and

0.36 for recent physical or sexual abuse. Linguistic features from

topics and sentiment explained 6%-16% of the data's variance, de-

pending on the modeled risk, and added information that had not been

captured by short psychometric questions. In responses collected in

late December, for instance, respondents who had experienced recent

partner violence were less likely to bring up holiday or vacation plans.

CONCLUSIONS: Pairing psychometric measures with natural language pro-

cessing may improve detection, allowing clinicians to inform their risk assess-

ments with conversational questions alongside short psychometric items. Of

multiple-choice questions, asking whether a person had had recent relationship

conflict was particularly versatile, positively correlating with every risk that

was measured. Recent intimate partner violence proved very difficult to predict

based on the features tested—only 7% of variance was explained by the

multiple-choice questions—and yet topics raised this statistic to 13%, its

highest influence on any of the measures. Future work will expand language

processing tools to find information that is not captured by psychometric

questions.
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IMMIGRANTS CONTRIBUTED $25.1B MORE TO PRIVATE IN-

SURERS THAN THEY TOOK OUT IN 2011 Leah Zallman1; Stephanie

Woolhandler2; Sharon Touw1; David Himmelstein2; Karen Finnegan1. 1Insti-

tute for Community Health, Malden, MA; 2CUNY School of Public Health,

New York, NY. (Control ID #2936755)

BACKGROUND: Immigrants in the United States are known to utilize less

care than US born individuals, and contribute more to Medicare in taxes than

the value of Medicare-funded services that they receive. Immigrants have high

labor force participation rates, and many are privately-insured, suggesting that

privately-insured immigrants might pay more in premiums than insurers spend

on their care.

METHODS:We analyzed theMedical Expenditure Survey (MEPS) for 2008-

2011 to determine private health insurance expenditures for individuals' care

and the premiums that they paid themselves. We linked MEPS data to the

National Health Interview Survey, from which the MEPS sample is drawn, to

determine citizenship and nativity, and to impute documentation status for

immigrants. To determine employer contributions to private insurance pre-

miums, we analyzed data from the Annual Social and Economic Supplement

to the Current Population Surveys (CPS) for 2009-2012, which reflect pre-

miums paid in calendar 2008-2011. We tabulated private health insurance

contributions (employer plus individual-paid premiums), private-insurers'

medical expenditures (i.e. reimbursement), and net contributions (contributions

minus expenditures) for immigrants (and the subgroup of undocumented

immigrants) and for US-born individuals. All analyses incorporated weights

and procedures that allow extrapolation to the U.S. civilian non-

institutionalized population, and for the complex survey designs. Updated

results through 2015 are pending and will be complete by the time of the

conference.

RESULTS: In 2011, immigrants accounted for 11.9% of private insurance

contributions, or $84.7 billion, but only 8.4% of private insurer's expenditures,

or $59.5 billion. This resulted in a net contribution of $25.1 billion, or $1,242

per immigrant. In contrast, US-born individuals contributed $628.4 billion to

private insurance and accounted for $635.5 billion in expenditures, an average

net deficit of $-161 per person. Undocumented immigrants accounted for 1%

of all private insurers' expenditures, $7.3 billion; their premium contributions

were $16.5 billion, a net contribution of $2,009 per person. All of these

differences were statistically significant (p <0.0001). Immigrants generated

surpluses of between $17.5 and $28.4 billion annually between 2008 and 2011,

resulting in a cumulative surplus of $97.9 billion.

CONCLUSIONS: Immigrants cross-subsidize the care of privately insured

native-born persons, mirroring immigrants previously documented subsidy to

the Medicare Trust Fund. Our findings contradict the widespread assumption

that immigrants are a drain on health care resources, and suggest that restricting

immigration may destabilize the private health insurance industry.

IMPACT OF ALCOHOL-RELATED DIAGNOSES ON OUTCOMES

OF PATIENTS HOSPITALIZEDWITH PNEUMONIANiyati M. Gupta;

Pei-Chun Yu; Peter Imrey; Michael B. Rothberg. Cleveland Clinic, Cleveland,

OH. (Control ID #2933857)

BACKGROUND: Patients with an alcohol-related diagnosis(ARD) are at

increased risk of pneumonia. However,few studies have assessed the effect

of ARD on pneumonia treatment and outcomes in hospitalized patients. Our

objective was to describe the etiology of pneumonia, treatment and outcomes

in patients with ARD.

METHODS: We conducted a retrospective cohort study of all adult patients

admitted with pneumonia to 168 US hospitals that participate in Premier's

Perspective database; from 2010 to 2015. ARDwas based on ICD-9 codes. For

each patient, we extracted demographics, co-morbidities, insurance status,

hospital characteristics(size, location, teaching status and region), initial treat-

ments and microbiology results. Our primary outcome was inpatient mortality.

Secondary outcomes included etiology of pneumonia based on culture, late

ICU transfer, mechanical ventilation, length of stay and cost. Multivariate

regression analyses were performed for each outcome, adjusting for patient

demographics, comorbidities, and severity of illness on admission.

RESULTS: Of 138,462 patients hospitalized with pneumonia, 5718 (4.3%)

patients had an ARD. Compared to patients without ARD, those with ARD were

younger (58 vs. 73 years;p<0.001), more oftenmale (77%vs. 46.8%;p<0.001) and

more likely to have a principal diagnosis of aspiration pneumonia (11.1% vs.

9.8%;p<0.001), sepsis (38.2% vs. 30.7%;p<0.001) or respiratory failure (8.8% vs.

5.5%;p<0.001). Patients with ARD were also more likely to have fluid and

electrolyte disorders (62.2% vs. 49%;p<0.001), chronic pulmonary disease

(53.1% vs. 46.3%;p<0.001), weight loss (20.4% vs. 12.5%;p<0.001), coagulopa-

thy (18.2% vs. 8.8%;p<0.001), psychoses (11.7% vs. 6.1%;p<0.001), drug abuse

(17.8%vs. 2.7%;p<0.001) and liver disease (21%vs. 2.5%;p<0.001). Patients with

ARD had less virulent organisms. Among 12,789 patients with positive blood or

respiratory cultures, they were more likely to have S. pneumoniae (41.7% v.

25.5%,p<0.001) and less likely to have P. aeruginosa (4.9% v. 12.9%,p <0.001)

or any organism resistant to standard therapy for community acquired pneumonia

(26.4% v. 43.7%,p<0.001). Nevertheless, patients with ARD were more likely to

be treated with Piperacillin/Tazobactam (26.4% v. 22.5%;p<0.001) and anti-

MRSA agents (34.3% vs. 31.8%;p<0.001). In multivariate analysis, patients with

ARDhad lower in hospitalmortality (OR0.87; 95%CI 0.77 - 0.99), butweremore

likely to require late mechanical ventilation (OR 1.31; 95% CI 1.17 - 1.48). There

were no significant differences in late ICU admission or 30-day readmission.

Having an ARD increased length of stay (ratio of risk-adjusted mean 1.03; 95%

CI 1.01 - 1.05) and increased hospital cost (ratio of risk-adjusted mean 1.04; 95%

CI 1.01 - 1.07).

CONCLUSIONS: In pneumonia, ARD is associated with lower mortality but

higher length of stay and cost. Patients with ARD were less likely to harbor

resistant organisms, but were more likely to receive broad spectrum antibiotics.

IMPACT OF ATTENDING A MUTUAL SUPPORT GROUP MEET-

ING ON RESIDENT TRAINEE ATTITUDES TOWARD PATIENTS

WITH SUBSTANCE USE DISORDER Amy J. Kennedy; Andrea Carter;

Melissa McNeil. University of Pittsburgh Medical Center, Pittsburgh, PA.

(Control ID #2938779)

BACKGROUND: Alcohol and opioid substance use disorders (SUDs) are a

significant cause of morbidity and mortality. 12 Step Mutual Support Groups

(MSGs) such as Alcoholics Anonymous (AA) and Narcotics Anonymous

(NA) are mainstays of recovery, yet physicians receive little formal training

in their use. To fill this need, we implemented and evaluated a curriculum to

expose trainees in the University of Pittsburgh Internal Medicine Residency

Program to MSGs. The aim of this study was to evaluate resident trainees'

attitudes toward patients with a history of SUD and towardMSGs after directly

observing and reflecting on patient experiences shared at MSG meetings.
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METHODS: All residents on an ambulatory rotation during October-

December 2017 attended an assigned open speaker-type MSG meeting (AA

or NA). Prior to attending the meeting, residents were given an introductory

handout explaining the basic principles of MSGs, and after the meeting,

residents wrote a short reflection and attended a follow up group debrief

discussion. Residents were asked to complete a written survey pre- and post-

curriculum. The survey contained 7-point Likert scale questions from

1=strongly disagree (indicating negative attitude) to 7=strongly agree (indicat-

ing positive attitude) with 14 questions assessing attitudes toward patients with

SUD (adapted from the validated Short Alcohol and Alcohol Problems Per-

ception Questionnaire) and 4 questions assessing attitudes toward MSGs.

Composite attitude scores for each resident were calculated using the mean

Likert-scale responses. Residents' composite attitude scores and responses on

each question were compared pre- versus post-curriculum using paired Stu-

dents t-tests with 2-sided p-value<0.05 considered statistically significant.

RESULTS: Of 31 eligible residents participating in the curriculum, 22 (71%)

completed both the pre- and post- survey and were included in the analysis.

Compared to pre-curriculum, residents post-curriculum had more positive

attitudes toward patients with SUD (composite mean 4.9 vs 4.6, p=0.01) and

toward MSGs (composite mean 5.4 vs 5.0, p=0.01). Specifically, compared to

pre-curriculum, residents post-curriculum felt they knew enough about causes

of SUDs to more appropriately counsel patients about SUDs, were more

interested in working with patients with SUD, found patients with SUDs less

frustrating, and felt they could better trust patients with SUDs (p<0.05 for

each). Post-curriculum residents were also more aware of the basic principles

of MSGs and were more comfortable counseling patients on the utility of

MSGs (p<0.05 for each).

CONCLUSIONS: Resident trainees had more positive attitudes toward pa-

tients with SUD after attending and reflecting on a MSG meeting. They also

were more comfortable counseling patients on the utility of MSGs.

Implementing a curriculum on MSGs gives resident trainees an experience to

empathize with patients with SUD and a chance to better educate themselves

on how to discuss these services with their patients.

IMPACT OF ATTENDING FEEDBACK ON RESIDENT PERCEP-

TIONS OF THEIR TEAMWORK SKILLS ON ACCOUNTABLE

CARE UNITS Katarzyna Mastalerz1, 2; Kirsten J. Broadfoot3; Eleanor Cot-

ton5; David Weitzenkamp6; Robert E. Burke4. 1Presbyterian St. Luke's Med-

ical Center, Denver, CO; 2University of Colorado, Denver, CO; 3University of

Colorado Anschutz Medical Campus, Aurora, CO; 4Denver VA Medical

Center, Denver, CO; 5Colorado School of Public Health, Denver, CO; 6Uni-

versity of Colorado, Denver, Aurora, CO. (Control ID #2934945)

BACKGROUND: Healthcare team communication failures are a threat to

patient safety and contribute to poor patient outcomes. Teaching trainees

how to work effectively in teams is an imperative task in inpatient

settings. In this study, we used the Team Strategies and Tools to Enhance

Performance and Patient Safety (TeamSTEPPS) framework to train attend-

ing physicians to give communication feedback to residents during inter-

disciplinary bedside rounds. This study explores the effect of this feedback

on teamwork attitudes of residents within inpatient microsystems called

Accountable Care Units (ACU's). ACU's serve as ideal environments for

studying teamwork due to daily structured interprofessional bedside rounds

and a team-focused culture.

METHODS: We conducted a prospective cohort study of 43 first- and third-

year medical residents who did a 4 week ACU inpatient medical rotation at a

community teaching hospital between July and December 2017. All residents

received attending feedback about communication and teamwork skills during

daily interdisciplinary bedside rounds. Tomeasure resident teamwork attitudes,

we used an adapted validated Chiba Interprofessional Collaborative Compe-

tency Scale (CICS29), a 28-question survey scaled to a total of 112 points

regarding professional attitudes, teammanagement and goals, attention to team

cohesion, and ability to provide patient-centered care. Residents completed the

CICS29 at the beginning and at the end of their rotation and paired t-tests were

performed to calculate the differences in attitudes before and after the

intervention.

RESULTS: Forty-three residents were included in the study; their average age

was 29 and the majority were male (53%) and white (65%). Pre-rotation mean

CICS29 scores for 1st year residents and 3rd year residents were 88.9 and 89.5,

respectively. There was a significant increase between pre and post CICS29

scores for 1st year residents (difference = 2.5 points, p = 0.024) but no

difference for 3rd year residents. The largest improvements were scored in: 1)

knowing when problems within the team are likely to arise, 2) understanding

the scope and practice of the interdisciplinary team members' work, 3) provid-

ing necessary support to the team, and 4) consciously creating opportunities for

communication with other professionals.

CONCLUSIONS: Our findings show that in the ACU setting, medical

residents of all levels report a high level of interprofessional collaborative

competency. When exposed to the team-based ACU model and attending

feedback about communication and teamwork, 1st year residents reported an

improvement in teamwork skills and attitudes while 3rd year residents did not.

This may suggest that interprofessional education interventions implemented

earlier in residency training may be more effective in building interprofessional

teamwork awareness and competency. Future research is needed to understand

the impact of resident teamwork attitudes on patient outcomes.

IMPACT OF MEDICAID EXPANSION ON THE HOSPITAL USE

PATTERNS OF SUPER-UTILIZERS Brian Hilliard1; Zach Kaltenborn1;

Koushik Paul1; Jonathan D. Kirsch1; Michael Rhodes1; Michael Aylward2;

Elizabeth A. Rogers1;Michael Usher1. 1University ofMinnesota,Minneapolis,

MN; 2University of Minnesota, Minnespolis, MN. (Control ID #2945635)

BACKGROUND: Care fragmentation is associated with a number of clinical

and socio-demographic features which have been thought to increase hospital

utilization as well as morbidity and mortality. Patients who receive fragmented

care at the hospital level are often underinsured and uninsured. It is unclear to

what degree lack of insurance and subsequently lack of continuous preventive

care drives fragmentation and high hospital use. In this study we aim to

determine if Medicaid expansion was effective in improving insurance rates

in this challenging population and improve hospital continuity and utilization.

METHODS: We identified high-utilizing patients within the Health Care

Utilization Project's State Inpatient Dataset from 6 states: 3 that expanded

Medicaid (IA, VT, NY) and 3 that did not (GA, FL, and UT) from 2011 -

2014. Super-utilizers were identified if they had 4 or more hospitalizations in 1

year. We dichotomized patients into high utilizers with and without care

fragmentation if they visited 3 or more different hospitals in a 1 year period.

We determined the efficacy of medicaid expansion in reducing the rate of

uninsured using differences-in-differences (DiD) analysis using non-expansion
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states as a control following the first quarter of 2014. Thenwe then usedDiD to

test the association between Medicaid expansion and the number of different

hospitals visited, number of encounters, total length of stay, diagnoses rates,

and charges of high utilizing patients.

RESULTS: Medicaid expansion was associated with a reduction in the

number of uninsured encounters (OR 0.52, 95% CI 0.51 - 0.53, p <0.001)

for patients with and without fragmentation. Medicaid expansion was specif-

ically successful in reducing the rate of uninsured of patients with care

fragmentation (p <0.001 for interaction). Despite reduction in uninsured rate,

we identified no significant reduction in number of patients with inpatient care

fragmentation (p=0.341), number of different hospitals visited (p = 0.102),

number of inpatient encounters (p = 0.052), or total inpatient length of stay (p =

0.104). Rates of diagnoses in chronic illnesses also did not change.

CONCLUSIONS: Medicaid expansion was effective in reducing the rate of

uninsured patients with care fragmentation, particularly in patients that lack

continuity. We observed no significant effect on reducing the frequency of

inpatient care fragmentation, multiple hospital utilization, number of inpatient

encounters, and total length of inpatient stays. Reducing the rate of uninsured is

likely a necessary step, but not sufficient alone to improve care continuity and

engage preventive services to reduce hospital use.

IMPACT OF MEDICAL SCRIBES ON PHYSICIAN AND PATIENT

SATISFACTION IN PRIMARY CARE Anastasia Pozdnyakova; Neda

Laiteerapong; Anna Volerman; Lauren D. Feld;WenWan; Deborah L. Burnet;

Wei Wei Lee. University of Chicago, Chicago, IL. (Control ID #2904061)

BACKGROUND: Electronic health records (EHR) create a substantial docu-

mentation burden on physicians and are associated with physician stress and

burnout. While emergency departments and subspecialty clinics have used med-

ical scribes to address these issues, little is known about the impact of scribes in

academic primary care. Our study aimed to assess the impact of a scribe program

on physician workplace satisfaction and burnout, time spent on EHR documen-

tation, and patient satisfaction at an academic general internal medicine clinic.

METHODS: We conducted a prospective, pre-post intervention study. During

the 3-month pilot, physicians had clinic sessions with and without a professional

scribe. The 21-item pre- and 44-item post-pilot physician surveys assessed

physician workplace satisfaction and attitudes towards scribes and included

adapted questions from the Consumer Assessment of Healthcare Physicians

and Systems Clinician & Group Survey (CG-CAHPS) and a validated burnout

assessment question. Physicians filled out logs to record time spent on EHR

documentation outside of clinic hours. The 27-item patient survey incorporated

CG-CAHPS questions and included Likert and open-ended questions about

attitudes towards scribes. Standard descriptive statistics, Wilcoxon Signed Rank

test, paired t-test, andWilcoxon Rank Sum tests were used where appropriate for

physician survey and log analyses. Patient surveys were analyzed using logistic

regression with subgroup analyses by patient age, gender, and race.

RESULTS: Six general internal medicine faculty and a convenience sample of

their patients (N=325) participated in the pilot. Physician satisfaction with

clinic workflow and EHR use increased post-pilot (p=0.04 and 0.03, respec-

tively). All physicians reported that the scribe helped them focus better at work

and made their clinic sessions less hectic. Mean physician time spent on post-

clinic EHR documentation decreased from 99 to 46 minutes per clinic session

(p=0.02). There was no change in physician burnout (p>0.05). Patient satis-

faction with doctor-patient relationship was high at baseline and was not

different between patients who had clinic visits with vs. without scribe overall

and by age, gender, and race (all p>0.05). Younger patients (18-64 years) were

more likely to report that the physician was more attentive and provided more

education because of the scribe, as compared to older patients (≥65 years)

(p=0.03 and 0.02, respectively). Male patients were more likely to report that

they disliked having a scribe at their visit (p=0.03).

CONCLUSIONS: The scribe program was well-received by physicians and

did not impact patient satisfaction. Patient demographic characteristics may

impact their attitudes towards scribes, which merits further investigation.

While larger studies are needed to assess impact of scribes on physician

burnout, employment of medical scribes in academic primary care may be a

promising intervention to increase physician satisfaction without impacting

patient satisfaction.

IMPACT OF MEDICAL SCRIBES ON PRODUCTIVITY, FACE-TO-

FACE TIMEAND PATIENT COMFORTWITH SCRIBES IN PRIMA-

RYCARE Leah Zallman2, 1; Karen Finnegan2; David Roll1; Martina Todaro2;

RawanOneiz1; Assaad Sayah1. 1Cambridge Health Alliance, Cambridge, MA;
2Institute for Community Health, Malden, MA. (Control ID #2936747)

BACKGROUND: Medical scribes are a clinical innovation increasingly

being used in primary care. The impact of scribes in primary care remain

unclear. We aimed to examine the impact of medical scribes on productivity,

time spent facing the patient during the visit, and patient comfort with scribes

in primary care.

METHODS: We conducted a prospective observational pre-post study of 5

family and internal medicine-pediatrics physicians and their patients at an

urban safety net health clinic. Medical scribes accompanied providers in the

examination room and documented the clinical encounter. After an initial

phase-in period, we added an additional 20 minute patient slot per 200 minute

session. We examined productivity using electronic medical record data on the

number of patients seen and relative value units (RVUs) per hour. We directly

observed clinical encounters to measure the amount of time providers spent

facing patients and other visit components. We queried patient comfort with

scribes using surveys administered after the visit.

RESULTS: RVUs per hour increased by 10.5% from 2.59 pre-scribe to 2.86

post-scribe (p <0.001). Patients seen per hour increased by 8.8% from 1.82 to

1.98 (p <0.001). RVUs per patient did not change. After scribe implementation,

time spent facing the patient increased by 57% (p<0.001) and time spent facing

the computer decreased by 27% (p=0.003). The proportion of the visit time that

was spent face to face increased by 39% (p<0.001). Most (69%) patients

reported feeling very comfortable with the scribe in the room, while the

proportion feeling very comfortable with the number of people in the room

decreased from 93% to 66% (p<0.001).

CONCLUSIONS:While the full implications of medical scribe implementa-

tion remain to be seen, this initial study highlights the promising opportunity of

medical scribe implementation in primary care.

IMPACT OF MEDICAL SCRIBES ON QUALITY OF ELECTRONIC

HEALTH RECORD DOCUMENTATION IN ACADEMIC PRIMARY

CARE Anastasia Pozdnyakova; Felipe Fernandez del Castillo; Anna

Volerman; Lauren D. Feld; WenWan; Deborah L. Burnet; Neda Laiteerapong;

Wei Wei Lee. University of Chicago, Chicago, IL. (Control ID #2936292)
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BACKGROUND: Primary care practices are increasingly employing scribes

to combat the high levels of physician burnout. Medical scribes are trained

personnel who assist physicians with electronic health record (EHR) docu-

mentation. Despite increasing use of scribes, little is known about their impact

on the quality of EHR notes. The aim of this study was to assess the quality of

EHR notes when documented by medical scribes at an academic general

internal medicine practice.

METHODS: We piloted a 3-month scribe program at the University of

Chicago general internal medicine clinic. Six faculty physicians and one full-

time medical scribe participated in the pilot. The scribe was responsible for

drafting each EHR note, which the physicians reviewed and signed. The

quality of EHR noteswas evaluated by conducting a retrospective chart review.

We assessed quality of documentation by using an 11-item tool, based on items

from 2 validated tools (QNOTE and the Physician Documentation Quality

Instrument (PDQI) tool) and locally developed quality measures (e.g. deleting

duplicate medications) (maximum score=22). Scribed and unscribed notes

were randomly selected and physician identifiers removed. Three investigators

reviewed notes until a high level of inter-rater reliability was achieved (final

Krippendorff's alpha coefficient = 0.89). Two investigators then reviewed the

remaining notes. A chi-square test was used to determine the differences in

quality between scribed and unscribed notes for each measure on the 11-item

tool.

RESULTS:A total of 150 notes were reviewed (75 scribed and 75 unscribed).

Scribed notes were more likely to contain sufficient information in the History

of Present Illness (HPI) section than unscribed notes (52% vs. 33%; p=0.008).

Similarly, the HPI section of scribed notes were more likely to be clear than

unscribed notes (92% vs. 69%; p=0.002). There was no difference between

scribed and unscribed notes in regards to note organization, quality of Assess-

ment and Plan (A/P), medication list duplicates, problem list duplicates, or

internal consistency (all p>0.05). There was no difference in overall documen-

tation quality between scribed and unscribed notes (p=0.80).

CONCLUSIONS: In this brief pilot, we found a significant improvement in

the quality of HPI information with scribed notes, but little difference between

scribed and unscribed notes for other sections. While our findings suggest that

a 3-month pilot is unlikely to lead to higher quality EHR notes, more studies

are needed to investigate whether the quality of scribedA/P documentation can

be improved with further physician and scribe training.

IMPACT OF MEDICARE DIALYSIS BUNDLED PAYMENT RE-

FORM ON AVAILABILITY OF PERITONEAL DIALYSIS IN THE

UNITED STATES Caroline Sloan1; Cynthia Coffman1; Linda L. Sanders1;

Shoou-Yih Lee2; Richard Hirth2; Mathew L. Maciejewski1; Virginia Wang1.
1Duke University Medical Center, Durham, NC; 2University of Michigan

School of Public Health, Ann Arbor, MI. (Control ID #2945532)

BACKGROUND: Peritoneal dialysis (PD) is a self-administered, home-based

modality of treatment for end-stage renal disease (ESRD). It is associated with

similar mortality, higher quality of life and lower costs compared to hemodi-

alysis. PD is preferred by many providers and patients, but is less widely used

in the US than in Canada and Europe. Medicare implemented a new bundled

payment (BP) system for dialysis in 2011, in part to encourage providers to

increase PD provision. Since then, the proportion of facilities offering PD

treatment has only increased from 36% to 42%. This may be due to the

organizational costs of initiating new programs. The limited growth in facilities

offering PDmay not fully describe the impact of BP on PD services. Our study

evaluates whether PD services have expanded since BP by examining changes

in the size of PD programs over time.

METHODS: We conducted a longitudinal retrospective cohort study of all

non-federal dialysis facilities in the United States before (2006-2010) and after

(2011-2013) BP. We used data from the Center for Medicare and Medicaid

Services, the US Renal Data System and the Area Health Resource File. The

outcome of interest was a discrete count variable of dialysis facility PD

program size, defined as the annual number of unique PD patients served in

a facility. We used general estimating equation regression models with a

negative-binomial distribution to examine changes in PD program size by a

pre/post policy time effect and one-year lagged facility, ESRD patient, and

regional demographic characteristics.

RESULTS:Among the 6,433 Medicare-participating outpatient dialysis facil-

ities operating in 2006-2013, there was marked stability in PD service offer-

ings: 65% of facilities offered PD both before and after BP, or did not offer PD

either before or after BP. Mean PD program patient census was 5.8 (median

0.0) in 2006 and 7.0 (median 0.0) in 2013 across all dialysis facilities. Among

facilities providing PD services, mean PD program census was 15.8 (median

11.0) in 2006 and 16.8 (median 11.0) in 2013. In adjusted analysis, there were

no policy effects on facility PD program size and no difference in policy effects

by selected organizational and regional facility characteristics. Facility charac-

teristics associated with increased PD program size were urban vs. non-urban

location, higher HD occupancy rate, and greater regional supply of facilities

offering PD (all p<.001). Facility chain affiliation and regional dialysis market

competition were not associated with PD program size.

CONCLUSIONS:Medicare payment reform was not associated with a change

in the size of PD programs at US dialysis facilities. PD programs grewmainly in

urban dialysis markets, where supply and patient access to PD is relatively

abundant. Refinements to policy should consider mechanisms to encourage PD

program expansion in rural regions, where access to PDhas historically been low.

IMPACT OF NATIONAL COLO-RECTAL CANCER (CRC) AWARE-

NESS MONTH AND NATIONAL COLO-RECTAL CANCER

SCREENINGDAYONPUBLICENGAGEMENTONSOCIALMEDIA

AND ONLINE Zubair Khan1; Mohamad Nawras2; Thomas Sodeman1; Ali

Nawras1. 1University of Toledo Medical Center, Toledo, OH; 2University of

Toledo, Toledo, OH. (Control ID #2944311)

BACKGROUND: The term "social media" refers to Internet-based tools that

allow individuals to gather and communicate their ideas, information and

personal messages. Participation in social media sites (including facebook,

instagram, twitter and google) by the general public has increased sharply over

the past decade. Social media provides opportunity to health care professionals

to create awareness, to educate people on health care issues & new advances in

medical field; it is thus a great-untapped platform for health care education.

Colon cancer is the third most commonly diagnosed cancer among both men

and women in united states. It is the second leading cause of cancer related

mortality overall. About one in three adults in US is not getting the CRC

screening as recommended. In February 2000, President Clinton officially

dedicatedMarch as National Colorectal Cancer AwarenessMonth. First Friday

of march is also observed as National CRC screening day.

METHODS: We analyzed and collected social media demographics with

Captiv8 software to see public engagement related to CRC from Jan 2017-

JGIM ABSTRACTS S227



December 2017 by searching for tags "colonoscopy", "screeningcolonoscopy",

"Coloncancer" and "Coloncancerscreening". We searched similar tags on

Google trends from Jan 2017 to December 2017 to analyze the peak popularity

of these searches and to estimate if National CRC Awareness month and CRC

screening day on March 3rd, 2017 had any impact on search trends online.

RESULTS: We found that all four search tags related to CRC had peak

popularity around 3rd March 2017 which was National CRC screening day

(Fig). This peak popularity trend in March shows that the National CRC

awareness month and CRC screening day resulted in increase public engage-

ment and interest online. Demographics data from online posts within last year

(Fig) showed that the maximum engagement involved females, from USA of

white ethnicity.

CONCLUSIONS:We conclude that increased public engagement and interest

online via initiatives like National CRC awareness month and National CRC

screening day can help in achieving the National Colorectal Cancer

Roundtable's goal of increasing screening prevalence to 80% by 2018. Addi-

tional targeted initiatives are needed to engage certain ethnicities like African

Americans, which are at more risk of CRC.

IMPACT OF PARENTAL ELIGIBILITY FOR THE DEFERRED AC-

TION FOR CHILDHOOD ARRIVALS (DACA) PROGRAM ON

CHILDREN'SWICRECEIPTMaya S. Venkataramani2; Kathryn Leifheit3;

Lisa R. DeCamp4; Zackary Berger5; Craig E. Pollack2; Atheendar

Venkataramani1. 1University of Pennsylvania, Philadelphia, PA; 2Johns Hop-

kins University School of Medicine, Baltimore, MD; 3Johns Hopkins Univer-

sity, Bloomberg School of Public Health, Baltimore, MD; 4Johns Hopkins

University, Baltimore, MD; 5Johns Hopkins School of Medicine, Baltimore,

MD. (Control ID #2946528)

BACKGROUND: Nearly 7% of children living in the United States - the

majority of whom are US citizens - have at least one undocumented immigrant

parent. These children face several disadvantages, resulting in reduced lifetime

well-being. One mechanism underlying these adverse consequences could be

failure to apply for and receive critical public benefits despite meeting eligi-

bility criteria, driven by parental fears of being discovered by immigration

authorities. Policies such as the Deferred Action for Childhood Arrivals

(DACA) program, which bring undocumented parents out of the shadows,

may have positive spillover effects for their children by improving uptake of

these benefits.

METHODS: We examined the effects of parental DACA eligibility on their

child's receipt of Women, Infants, and Children (WIC) program, a benefit

which has been shown to improve child socioeconomic, health, and nutritional

outcomes. We used data from the 2010-2015 National Health Interview

Surveys (NHIS) on U.S. citizen children age 5 and under (reflecting WIC

age eligibility criteria) and whose mothers werre Hispanic non-citizens. Based

on DACA eligibility criteria, we estricted the sample to children whose

mothers lived in the US for at least 5 years and completed high school. We

estimated a difference-in-difference model comparing changes in WIC receipt

before and after DACA implementation among children whose who met sharp

DACAage eligibility criteria (based on attained age at time of policy and age at

immigration) versus those whose mothers were DACA-ineligible.

RESULTS: Over 43% of children in our sample received WIC benefits.

Mother's DACA eligibility was associated with a 12.5 % point (95% CI: 1.7,

23.3) higher likelihood her child received WIC. Among children who met

broad WIC income eligibility criteria (family income <185% of the federal

poverty line or Medicaid receipt), we found similar estimates (beta coefficient

= 12.2 % pt, 95% CI: 0.31, 24.1). We did not find an association among

children with non-citizen mothers who would not meet DACA eligibility

criteria on the basis of completed education (falsification test).

CONCLUSIONS: Temporary freedom from deportation conferred to undoc-

umented mothers eligible for DACAwas associated with increased utilization

of the WIC program by their citizen children. Results demonstrate the far-

reaching effects of immigration policy on the well-being of children of undoc-

umented parents. These findings should be considered in ongoing Congres-

sional debates around immigration policy. Limitations to our analysis include

that the NHIS - and most US surveys - do not allow us to explicitly identify

undocumented parents or DACA recipients. However, these limitations will

tend to underestimate the true program consequences. Also, it is possible that

our findings were biased by unmeasured drivers of WIC receipt that were

correlated with DACA implementation, though we are unaware of policies

during this period that differentially affected DACA eligible individuals.

IMPACT OF PATIENT LANGUAGE ON HOSPITAL ADMISSION

AND CARE FOR AMBULATORY CARE SENSITIVE CONDITIONS

Timothy Anderson; Leah S. Karliner; Grace A. Lin. University of California,

San Francisco, San Francisco, CA. (Control ID #2940861)

BACKGROUND: Ambulatory care sensitive conditions (ACSCs) are those

for which high quality outpatient care can potentially prevent the need for

hospitalization. To evaluate disparities in access to high quality ambulatory

care for the 25 million people in the US who have limited English proficiency,

it is important to assess whether patient language has an impact on hospital

admission and care for ACSCs.

METHODS: Using the 2013 New Jersey State Emergency Department and

Inpatient Databases, an all-payer claims databasewhich collected patient reported

primary language, we conducted a retrospective study of ED visits for five

ACSCs: hypertension, heart failure, chronic obstructive pulmonary disease

(COPD), asthma and diabetes. Our main predictor was patient primary language

(English vs Non-English); main outcome was hospital admission; and secondary

outcomes for hospitalized patients were receipt of ICU care and length of stay.

Differences between English and non-English speakers were estimated using

hierarchical multivariable regression models adjusted for patient demographics,

comorbidity burden, insurance status, and hospital random effects.

RESULTS: In 2013, there were 141,326 ED visits for ACSCs in New Jersey,

of which 13,300 (9.4%) were by non-English speaking patients. Compared to
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English speakers, non-English speakers were younger (mean age 59 vs 62;

p<.001), but had similar comorbidity burden. In adjusted analyses and com-

pared to English speakers, non-English speakers were significantly less likely

to be admitted after seeking ED care for hypertension, COPD, asthma, and

diabetes, but not heart failure (Table). Non-English speakers who were admit-

ted were also less likely to receive ICU care for heart failure and COPD. Mean

length of stays differed by condition but not by primary language.

CONCLUSIONS: In a single state, all-payer cohort, non-English speakers

presenting to the ED with ACSCs were less likely than English speakers to be

admitted to the hospital and less likely to receive intensive care for heart failure

and COPD. These results suggest disparities in access to ambulatory care for

non-English speaking patients.

IMPACT OF POST-DISCHARGE COMMUNICATION OF CARE ON

CLINIC FOLLOW-UP AND HOSPITAL READMISSION RATES Hai

Xu1, 2; Nancy Hwang1; David Fridman1. 1Northwell Health, Great Neck, NY;
2Zucker School of Medicine at Hofstra, Hempstead, NY. (Control ID

#2925718)

BACKGROUND: Recurrent hospitalizations are responsible for considerable

health care costs. This retrospective observational study was undertaken to

determine whether timely communication of care (COC), such as direct phone

call or voicemail notice, following a hospitalization is effective at increasing

clinic follow-up rates and reducing readmissions within 30 days after

discharge.

METHODS: We analyzed 237 patients who were hospitalized for high-risk

diagnosis at a tertiary medical center with discharge dates between 06/2016

and 05/2017. High risk diagnosis was defined as having gastrointestinal,

cardiac, or lower respiratory conditions on admission and required hospital

length of stay for 2 days or more. Demographic variables including age, sex,

and spoken language were recorded. Patients who received telephone calls

comprised the intervention group; all other members who received other forms

of COC, or no COC, formed the comparison group. Multiple logistic regres-

sion was used to determine the impact of the intervention on clinic follow-up

rates and 30-day hospital readmissions, after adjusting for covariates.

RESULTS: Of the 237 eligible discharges, 87 had completed phone conver-

sations, 66 received another form of COC, such as voicemail notices, and 84

had neither. Discharged patients who received phone communications were

associated with higher follow-up appointment attendance compared with those

who received only voicemail encounters or no COC (82.8%, 69.7%, p<0.05).

There was, however, no significant difference in 30-day hospital readmission

rates (10.7%, 10.6%, p>0.05). Of patients who received COC, timely commu-

nication (within 2 weeks after hospital discharge) was associated with signif-

icantly lower readmission rates (7.3% with timely COC vs. 17.1% without

timely COC, p<0.05). An analysis of the specific impact of covariates across

the entire eligible population demonstrated that readmission rates were posi-

tively associated with older age at the time of initial hospitalization, male sex

and longer initial hospital length of stays (p<0.05 for all covariates).

CONCLUSIONS: This study reveals the potential impact of timely COC,

such as telephone outreach to patients, can have on increasing post-discharge

follow-up rates and on reducing hospital readmissions, thereby minimizing the

considerable healthcare costs associated with those readmissions.

IMPACTOFRISKADJUSTMENT FOR SOCIOECONOMIC STATUS

ON MEDICARE ADVANTAGE PLAN QUALITY RANKINGS FOR

BLOOD PRESSURE, DIABETES, AND CHOLESTEROL CONTROL

Shayla N. Durfey1; Amy J. Kind2, 5; Roee Gutman3; Kristina Monteiro1;

William Buckingham2; Eva DuGoff2, 4; Amal N. Trivedi6. 1Warren Alpert

Medical School of Brown University, Providence, RI; 2University of Wiscon-

sin, Madison, WI; 3Brown School of Public Health, Providence, RI; 4Univer-

sity of Maryland, College Park, MD; 5VA Geriatrics Research Education and

Clinical Center, Madison, WI; 6Alpert Medical School of Brown University,

Providence, RI. (Control ID #2906422)

BACKGROUND: Sociodemographically disadvantaged patients tend to have

worse outcomes on some quality measures that inform Medicare Advantage

(MA) plan ratings. Performance measurement that does not adjust for

sociodemographic characteristics may unfairly penalize plans that dispropor-

tionately serve these populations. This study assessed the impact of adjusting

for socioeconomic and other demographic factors on MA plan rankings for

three quality measures (blood pressure, diabetes, and cholesterol control), and

analyzed the composition of MA plans affected by this risk adjustment.

METHODS: The study included 175,229 to 269,789 enrollees in 379 to 512

plans eligible for one or more blood pressure, diabetes, or cholesterol control

quality measures in the 2012 to 2013 Medicare Healthcare Effectiveness Data

and Information Set (HEDIS). We identified significant predictors of outcome

control, including sex, race/ethnicity, dual eligibility, disability, rurality, and

neighborhood disadvantage, using publically available data at the 9-digit ZIP

Code level. Random-effects regressionmodels were used to generate predicted

plan performance scores. We assessed the relationship between observed and

adjusted performance and the proportion of disadvantaged enrollees in plans

that improved and did not improve in rank after adjustment.

RESULTS: Adjusted and observed rankings were strongly correlated with

control of blood pressure (R2 = 0.97), diabetes (R2 = 0.86), and cholesterol (R2

= 0.83). After adjustment, 52 plans (11.4%) for blood pressure, 92 plans

(20.3%) for diabetes, and 74 plans (19.5%) for cholesterol improved in ranking

by one or more quintiles. Adjustment for sociodemographic factors yielded a

mean absolute change of 23.8 ordered ranking positions for blood pressure

control, 51.2 for diabetes control, and 45.6 for cholesterol control. For the

diabetes control measure, plans that improved in rank comprised of higher

proportions of black (21.6% vs. 14.9%, p<.05), dual (56.6% vs 24.4%, p<.05),

and disabled (58% vs 36.7%, p<.05) enrollees, as compared with plans that did
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not improve in rank. Similar findings were observed for the blood pressure and

cholesterol control measures.

CONCLUSIONS: Adjustment for individual and area- level

sociodemographic factors substantially changed plan rankings for diabetes

and cholesterol control, and more modestly changed rankings for blood pres-

sure control. Plans that improved their ranking after adjustment enrolled higher

proportions of disadvantaged beneficiaries.

IMPACT OF THE 2013 ACC-AHA GUIDELINES ON CHOLESTER-

OLTREATMENT DISPARITIES AMONG BLACKS Micah Eades; Ste-

phen Juraschek; Kenneth J. Mukamal. BIDMC, Brookline, MA. (Control ID

#2936887)

BACKGROUND: Despite having the highest rates of cardiovascular mortal-

ity, Blacks have the lowest cholesterol treatment rates in the U.S. Whether the

novel inclusion of Black race in the 2013 American College of Cardiology-

American Heart Association (ACC-AHA) guidelines reduced this disparity is

unknown. We evaluated the impact of the new guidelines across racial groups

on three reported outcomes: lipid screening, health professional recommenda-

tion for cholesterol-lowering medication, and actual medication use.

METHODS: We used National Health and Nutrition Examination Surveys

(NHANES) from 2009-2016. We included 8140 participants who had avail-

able laboratory data, were at least 21 years of age, and were eligible for statin

treatment according to the 2013 guidelines. We first determined the proportion

of statin-eligible participants who reported each of the three outcomes per two-

year NHANES cycle. We then examined the cross-sectional association of

Black race with each reported outcome using multivariable logistic regression.

Models were adjusted for age, race, sex, diabetes, coronary artery disease,

antihypertensive medication, income, education, health insurance and routine

health care. Finally, we tested interaction terms between Black race and each

two-year cycle to determine whether the association of Black race with

reported outcome was modified after the 2013 guidelines. All analyses were

weighted to account for the NHANES survey design.

RESULTS:Overall between 2009-2016, Blacks were less likely to receive lipid

screening compared to Whites (Table), even after adjustment (OR 0.64, 95% CI

0.47-0.86). Blacks were also significantly less likely to receive a treatment

recommendation (adjusted OR 0.59, 95% CI 0.52-0.67) or actual medication

(adjusted OR 0.61, 95% CI 0.52-0.70). We observed no significant interactions

between Black race and any two-year cycle. Our results were robust in sensitivity

analyses that examined trends linearly or compared 2015-2016 to 2009-12.

CONCLUSIONS: Significant cholesterol intervention disparities existed

among statin-eligible Blacks between 2009-2016. While lipid screening may

have improved, disparities in recommendation and treatment continued despite

introduction of race-specific ACC-AHA guidelines in 2013.

IMPACT OF THE MEDICARE ANNUAL WELLNESS VISIT ON

MAMMOGRAPHY RATES Ishani Ganguli1; Jeffrey Souza2; J. Michael

McWilliams2; Ateev Mehrotra3. 1Brigham and Women's Hospital, Chestnut

Hill, MA; 2Harvard Medical School, Cleveland, OH; 3Harvard Medical

School, Boston, MA. (Control ID #2946060)

BACKGROUND: In 2011, Medicare introduced the Annual Wellness Visit

(AWV) - a version of the preventive check-up that remains a ubiquitous yet

controversial feature of primary care. The AWV was intended to encourage

preventive care in aging adults through visit requirements such as review of

needed cancer screenings. AWV uptake has grown modestly - 18.8% of

eligible beneficiaries received the visit in 2015 - with great physician

practice-level variation (in 2015, 50.3% of practices provided 0 AWVs while

23.6% provided them to ≥25% of their eligible beneficiaries). While single

institution studies have suggested mixed impact on preventive care, none have

directly assessed the national impact of the AWV on clinical outcomes. We

exploited practice variation in AWV uptake to understand its impact on

mammogram rates among eligible beneficiaries. This approach allowed us to

avoid patient-level selection bias (ie. patients choosing to get an AWVmay be

more likely to seek other preventive care).

METHODS: We examined 2008-15 national Medicare claims for a 20%

sample of beneficiaries enrolled in fee-for-service (FFS) Medicare. Among

practices (identified by tax identification number) with ≥10 attributedMedicare

beneficiaries and continuously present from 2008 to 2015, we identified two

groups: AWVadopters (provided AWVs to ≥25% of their eligible beneficiaries

in 2015, n=4,645)) and non-adopters (provided 0 AWVs in 2015, n=11,960).

We estimated annual rates of mammography (standard HEDIS definition)

among women aged 65-75 attributed to adopting and non-adopting practices.

We performed a difference-in-differences (DiD) analysis of mammogram rates

before (2008-2010) and after (2013-2015) AWVintroduction while controlling

for patient characteristics (age, sex, race, dual enrollment, Hierarchical Condi-

tion Category score), as well as practice geography (hospital referral region),

site (hospital-based vs independent), specialty mix (% primary care physicians,

PCPs), and size (number of PCPs).

RESULTS: Annual mammography rates rose from 62.9% to 66.8% among

women attributed to AWV adopting practices (949,633 beneficiary-years),

compared to a rise from 51.7% to 52.8% among women in non-adopting

practices (2,311,425 beneficiary-years). Compared to beneficiaries in non-

adopting practices, those in adopting practices had a higher differential rise

in mammogram rate after introduction of the AWV (DiD 2.8%, p<0.01).

CONCLUSIONS: Women attributed to adopting practices had higher mam-

mogram rates at baseline and saw a modest increase after AWV introduction,

suggesting that these visits may have promoted mammogram uptake. While

we used a quasi-experimental design and adjusted for known confounders

based on previous work, it is possible that unmeasured confounders such as

quality improvement efforts adopted differentially by AWVadopting practices

may help explain our results. Further work should explore the impact of AWV

on appropriate and inappropriate preventive service use and clinical outcomes.

IMPACT OF USING OLDER DATA ON THE ACCURACY OF CAR-

DIOVASCULAR RISK SCORES Jeremy Sussman1, 2; Wyndy L. Wiitala2;

Deborah A. Levine3, 2; Douglas R. Bentley2; Bradley Youles2; TImothy

Hofer3; Rodney A. Hayward1, 2. 1University of MIchigan, Ann Arbor, MI;
2VAMedical Center, AnnArbor,MI; 3University ofMichigan, AnnArbor,MI.

(Control ID #2944698)

BACKGROUND: Recent scores to predict atherosclerotic cardiovascular

disease, ASCVD, have been found inaccurate, with some concern that risk

scores become inaccurate with time, as changing demographics may also

change ASCVD risk. A partial solution to the timeliness problem could be

creating risk scores using electronic health records (EHR). EHR-based risk

scores can be easily updated and tested for changes over time. They can also

ABSTRACTS JGIMS230



use more variables than traditional risk scores. This could capture clinical

change that would otherwise be missed. We hypothesized that ASCVD risk

scores change over relatively short time periods, but this could be minimized

with more robust risk scores. To test this, we looked at change of two EHR-

based risk score over three follow-up periods and using different statistical

techniques to design the risk scores.

METHODS: Data sources: VA national data linked to Medicare and the

National Death Index. Population: 3 overlapping cohorts from 2002, 2006,

and 2009. Each consisted of all active VA patients aged 45-80 who had no

documented history of CVD, clinical heart failure or loop diuretic use at

baseline. Prediction models 1. VARS-ASCVD: uses the same variables as

traditional risk scores, but all variables were re-calibrated to our population.

2. VARS-EHR: Uses 41 predictor variables and more interaction effects.

Outcome variables: First occurrence of fatal or nonfatal ASCVD during 5

years of follow-up. Analysis: We looked at the accuracy of risk scores devel-

oped in 2002 on patients in 2006 and 2009. The discrimination of the risk

scores (the ability to distinguish between those who do and do not develop an

event), was evaluated with C-statistisic. The calibration (how closely the

predicted probabilities reflect true risk) was evaluated with the Hosmer-

Lemeshow Goodness of Fit statistic (GoF).

RESULTS: Each cohort had at least 1.4 million participants. Between the 3

cohorts the rate of diabetesmellitus increased from 201% to 27% and statin use

increased from 25% to 45% of the population. The VARS-ASCVD risk scores

for men developed in 2002 had the same discrimination of 0.67 in 2006 and

2009, but in women fell from 0.77 to 0.72 then increased to 0.74. The goodness

of fit worsened. Using the VARS-EHRmodel, discrimination stayed similar in

men and women. The GOF worsened, but by substantially less.

CONCLUSIONS: ASCVD risk prediction tools become poorly calibrated

over fairly short time periods. For effective use, theymust be updated regularly.

IMPACT ON HIGH-COST HEALTHCARE UTILIZATION DUE TO

CHANGES IN PATIENT-CENTERED MEDICAL HOME IMPLE-

MENTATION 2012 TO 2015Ashok Reddy1; Eric Gunnink4; Leslie Taylor3;

Adam J. Batten3; Philip W. Sylling3; Stephan D. Fihn2; Karin M. Nelson1.
1University of Washington, VA Puget Sound, Seattle, WA; 2University of

Washington, Seattle, WA; 3Veterans Health Administration, Seattle, WA;
4VA Puget Sound, Seattle, WA. (Control ID #2940529)

BACKGROUND: The Veterans Health Administration (VHA) began

implementing the patient-centered medical home (PCMH) model, the Patient

Aligned Care Team (PACT) initiative, in 2010. Previous work has linked more

effective implementation of PACT to better clinical quality measures, fewer

hospital admissions, and emergency department (ED) visits. However, there is

limited evidence that improvements in the patient centered medical home

implementation is associated with changes in high-cost healthcare utilization.

METHODS: Our objective is to determine whether a change in PACT

implementation is associated with changes in healthcare utilization. To mea-

sure PACT implementation, we used a validated measure of PCMH imple-

mentation (Pi2) covering 8 major domains: access, continuity, care coordina-

tion, comprehensiveness, self-management support, patient-centered care and

communication, shared decision making and team-based care. For each clinic

(n=897), we calculated change in Pi2 between 2012 and 2015 to create 5

categories: worse implementation (n=126), minimally worse (n=125), no

change (n=356), minimally improved (n=174), and improved implementation

(n=116). To measure utilization, we identified the following outcomes mea-

sured in 2012 and 2015: number of all-cause hospitalizations, ED visits, and a

binary indicator of any ambulatory care sensitive condition (ACSC) hospital-

ization. We conducted an age-stratified analysis to account for Medicare

utilization in patients over 65 and limited the cohort in patients under 65 in

our analysis to VHA sites with ED to capture most visits to an ED or hospital.

A patient-level analysis was conducted for all outcomes stratified by age for a

total of six models. A negative binomial model with clinic-level random effects

was used to estimate the number of hospitalizations and ED visits in 2015

while ACSC hospitalizations were modeled using logistic regression. Each

model adjusted for change in PACT implementation, 2012 outcome, age, sex,

race/ethnicity, co-morbidity score (Gagne), rural/urban, and VHA copayment

eligibility.

RESULTS: Under 65 (n=664,749) patients had no association between

change in PACT implementation and hospitalizations (p=.20) or ACSC hos-

pitalizations (p=.99). For ED visits, clinics with improved implementation had

110 less visits and minimally worse clinics had 69 less visits per 1000 patients

when compared to patients seen at clinics experiencing no change in PACT

implementation (p < .001). Over 65 (n= 2,213,992) patients had no association

between PACT implementation and hospitalizations (p=0.17), ACSC hospi-

talizations (p=0.87), or ED visits (p=0.14).

CONCLUSIONS:A change in the effectiveness of medical home implemen-

tation was not associated with changes in healthcare utilization. Our findings

may reflect potential limitations in the Pi2 score. Moreover, PACT implemen-

tation may be constrained by resources and staff limitations within the VHA,

limiting its impact on high-cost healthcare utilization.

IMPLEMENTATION OF LUNG CANCER SCREENING DECISION

SUPPORT IN THE VA: WHERE PROVIDERS AND PATIENTS

THINKING CONVERGES AND DIVERGES Marilyn M. Schapira6, 1;

Keri Rodriquez4; Dana Kaminstein6, 1; Summedha Chhatre1; Jeffrey Kravetz2,

5; Lori A. Bastian2, 5; Onur Asan3; Jason Prigge6; Jennifer Villegas2; Kristina

L. Hruska4; Carly Karas7; Judy A. Shea1; Liana Fraenkel4, 5. 1University of

Pennsylvania, Philadelphia, PA; 2West Haven VA Medical Center, West Ha-

ven, CT; 3Medical College of wisconsin, Milwaukee, WI; 4VA Pittsburgh

Healthcare System, Pittsburgh, PA; 5Yale University, NewHaven, CT; 6Center

for Health Equity Research and Promotion, Philadelphia VA Medical Center,

Philadelphia, PA; 7P'unk Avenue, LLC, Philadelphia, PA. (Control ID

#2939001)

BACKGROUND: Guidelines recommend lung cancer screening (LCS) for

persons 55 to 80 years of age who are current smokers or have quit within the

past 15 years, with at least a 30 pack year smoking history. Guideline adherent

care requires a process of shared decisionmaking (SDM) to ensure that patients

are aware of benefits and harms related to LCS and make a value aligned
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decision. The VA Health Care System (VA) has unique challenges in

implementing this guideline given resource constraints and high level of

physical and mental health comorbidities among Veterans. The objectives of

this study are to compare and contrast providers' and Veterans' perspectives

regarding SDM for LCS to inform a web-based decision aid.

METHODS:We conducted focus groups (FGs) and structured interviews (SIs)

among Providers (MD, RN, or NP) and Veterans in Patient Aligned Care Teams

(PACT) at the West Haven and Philadelphia VAs. Veterans who were current

smokers or have quit within the past 15 years, were 55 to 80 years of age, and had

at least 30 pack years of smoking were eligible. The FG and SI guides were

informed by the PARiHS (Promoting Action on Research Implementation in

Health Services) framework and Technology Acceptance Model. Transcripts

were coded and content analysis conducted using a parallel coding scheme for

provider and patient data. We report perceived barriers and facilitators to LCS.

RESULTS: Fifty-three providers and 32 Veterans participated in a FGs (n=9)

and SIs, respectively. Veterans' perceived barriers to LCS included 1) anxiety

and worry about tests among Veterans and their families, 2) lack of knowledge

about LCS availability and procedures, and 3) cost. Providers also perceived

patient anxiety to be a barrier, particularly those with post-traumatic stress

disorder. Additional barriers noted by providers were 1) competition between

resources spent on LCS and smoking cessation, 2) time constraints in the clinic

visit, 3) health risks of radiation, 4) travel barriers for Veterans treated at

community based clinics, 5) over-screening and over-diagnosis, and 6) lack

of infrastructure to ensure adequate follow-up. Some providers questioned

whether evidence for the efficacy of LCS would generalize to veteran popu-

lations. Factors Veterans perceived as facilitators for LCS were 1) reassurance

of good health for Veterans and their families, 2) addressing the high risk of

lung cancer among Veterans, and 3) familiarity of Veterans with cancer

screening and medical procedures in general. Providers noted the following

additional facilitators: 1) ease of ordering the LCS test and, 2) the LCS level B

guideline recommendations.

CONCLUSIONS: Differences and commonalities in perceived barriers and

facilitators to LCS highlight lack of awareness of Veterans regarding LCS

benefits, harms, and procedures, and provider concerns regarding patient

burden of LCS and opportunity costs of LCS implementation. Findings will

inform the content, format, and implementation of LCS decision support in

these settings.

IMPLEMENTATION OF RISK-BASED STATIN PRESCRIBING IN

SMALL PRIMARY CARE PRACTICES: THE NORTH CAROLINA

EXPERIENCE IN AHRQ'S EVIDENCENOW INITIATIVE Samuel

Cykert1; Michael P. Pignone2; Tom Wroth3; Bryan Weiner4. 1University of

North Carolina, Chapel Hill, NC; 2Dell Medical School - The University of

Texas, Austin, TX; 3Community Care of North Carolina, Raleigh, NC; 4Uni-

versity of Washington, Seattle, WA. (Control ID #2945769)

BACKGROUND: Heart Health Now (HHN) is the North Carolina Cooper-

ative for EvidenceNow (EN). EN is an AHRQ sponsored initiative designed to

measure the impact of practice facilitation on the implementation of patient

centered evidence in small primary care practices. The current focus of HHN

and EN is cardiovascular risk reduction for the adult population enrolled in

these practices. This report examines the implementation of risk-based statin

prescribing as recently recommended by the United States Preventive Services

Taskforce.

METHODS: Primary care practices qualified for HHN if the provider staff did

not exceed 10 clinicians per site and used an electronic health record (EHR).

Note that over 90% of primary care practices in NC utilize EHRs. Independent

practices and practices distant from their affiliated organization were prioritized

for enrollment. Reports quantifying risk-based statin therapy are not routinely

available through certified EHRs. Therefore, data for HHN measures were

extracted from EHRs in a secure fashion. Given that these practices used 20

different EHR vendors data were normalized and processed into dashboards

that included risk stratification, population lists, and run charts. At baseline,

clinicians in each practice completed a practice member survey and practice

characteristic survey that helped characterize factors such as staffing, work

load, and payer mix. The intervention was rolled out in stepped phases

included provision of onsite practice coaching to implement improvement

strategies and the site specific dashboards. 222 primary care practices partic-

ipated for one year in 5 waves. All adult patients between the ages of 40 and 79

years were assigned an ASCVD 10-year risk percentage based on published

algorithms. The primary outcome for this analysis was adherence to the new

risk-based statin recommendations as described by the proportion of patients

with a 10% or greater ASCVD risk score who were prescribed a statin

medication by month 9 of the intervention compared to baseline.

RESULTS: 175 practices reported on the risk-based statin prescribing mea-

sure. Currently available data reveal an average of 7 providers per practice site.

59% of practices were clinician-owned, 13% hospital-owned, and 29% were

federally qualified health centers. The average payer mix was Medicare 28%,

Medicaid 16%, dual 10%, uninsured 12%, commercial insurance 30%, and

"other" 4%. 52% of sites were rural. Over 30,000 patients were found to meet

the risk criteria for treatment. At baseline, the average proportion of statin

prescribing for patients with a > 10% ASCVD risk score was 33%(SD +/-

0.21) which improved to 42% (SD +/- 0.18) at 9 months. During this span,

59% of the practices improved at least 1% while 48% improved by at least

10%.

CONCLUSIONS: Practice facilitation combined with a population manage-

ment tool provided as part of EvidenceNow led to improved implementation of

a new patient-centered measure for cardiovascular risk reduction.

IMPLICIT BIAS RECOGNITIONANDMANAGEMENT: TAILORED

INSTRUCTION FOR FACULTY Cristina M. Gonzalez1; Emily Kintzer1;

Joseph Grochowalski2; Julie List4; Natalia Rodriguez2; Paul R. Marantz3.
1Albert Einstein College of Medicine/Montefiore Medical Center, Bronx,

NY; 2Albert Einstein College of Medicine, Bronx, NY; 3Albert Eisntein

College of Medicine, Bronx, NY; 4Montefiore Medical Center, Bronx, NY.

(Control ID #2945345)

BACKGROUND: Provider implicit bias is a focus of medical curricular

innovations; existing frameworks have been published. These frameworks

expect faculty, who rarely have experienced instruction on implicit bias them-

selves, to deliver instruction and debrief with learners on potentially biased

encounters. Little to no published guidance is available for faculty develop-

ment. The purpose of this study was to evaluate the effect of single instruc-

tional sessions with faculty learners.

METHODS:We conducted six seminars at academic medical centers in New

York. Seminars were delivered to faculty teaching an introduction to implicit

bias to first-year medical students (2.5 hours), faculty teaching in a first-year

clinical medicine course (4 hours); and participants at four grand rounds
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seminars (1-1.5 hours). Sessions defined implicit bias, normalized the concept,

discussed common etiologies, and provided evidence for its influence in

clinical care. Longer sessions included tips for facilitation and a role-play

debriefing implicit bias with students. Participants filled out a twelve-item

retrospective pre-/post-test survey comparing comfort and confidence in rec-

ognizing and managing implicit bias before and after the seminar, using a 6-

point Likert scale. Non-parametric and bootstrapped t-tests compared changes

in scores. A categorical regression compared changes in scores among first-

time participants versus those with previous experience with the topic, and to

determine effect of seminar length on scores. We used open-ended prompts to

help participants design strategies to identify the activation of bias in them-

selves and to debrief after witnessing a potentially biased encounter. Responses

were analyzed using interpretive thematic content analysis.

RESULTS: 104 respondents completed the survey in full. In aggregate, the

total score improved on average by 15.02 points (SD=13.41, d=1.12, p<.001)

out of 72 possible points. First-time participants had a greater average change

in total scores (17.50 vs. 7.04, p<.001). However, no significant difference was

noted based on length of seminar, though this result was confounded by the

presences of first-time and more experienced participants within each seminar

(βlength=-1.80, t(87)=-1.23, p>.05). Internal reliability (as estimated using

Cronbach's alpha) was 0.94 (95% CI: 0.93, 0.96). The authors identified four

themes from participant strategies: 1) self-monitoring before and after an

encounter, 2) perspective taking, 3) seeking outside consultation on potentially

biased encounters, and 4) addressing potential bias directly in a safe space.

CONCLUSIONS: Seminars improved participant comfort and confidence

and allowed for strategy identification related to implicit bias recognition and

management. Our results suggest that more experienced participants might

benefit from more advanced instruction. Our themes could inform the devel-

opment of active learning exercises for skill development relevant to faculty's

clinical practice.

IMPROVED SHORT-TERM OUTCOMES IN MALIGNANCY-

ASSOCIATEDPEWITHANTICOAGULATIONAFTER IVC FILTER

PLACEMENT Scott Keeney1; John Falatko1; Sinan Khaddam2; Lihua Qu1;

Issa Makki1. 1Beaumont Health, Royal Oak, MI; 2University of Cincinnati,

Cincinnati, OH. (Control ID #2905907)

BACKGROUND: Venous thromboembolism (VTE) is a common comorbid-

ity in patients with cancer and is the second leading cause of death in this

population. The cornerstone of therapy is anticoagulation, though bleeding

complications are prevalent. Inferior vena cava (IVC) filters are utilized as

alternatives or adjuncts to anticoagulation, yet the benefit of anticoagulation

after IVC filter placement in patients with cancer is unknown.

METHODS: This study was a retrospective cohort examining patients with

malignancy-associated pulmonary embolism (PE) who received an IVC filter

from 2008 to 2016. Adult patients with active cancer, a new diagnosis of PE,

and IVC filter placement met inclusion criteria. Patients were divided based on

anticoagulation status at discharge from the index hospitalization. Anticoagu-

lants were divided into three classes: low molecular weight heparin

(enoxaparin), warfarin, and direct oral anticoagulants - enoxaparin was the

most commonly used. The primary outcome was all cause mortality, assessed

at 90 and 365 days from filter placement.

RESULTS: 135 patients were included in the final study analysis. 63 patients

were anticoagulated after IVC filter placement and 72 were not. Patients in the

anticoagulation group were younger, had lower Pulmonary Embolism Severity

Index (PESI) scores, were less likely to have leukemia or lymphoma, and had a

higher incidence of hypertension. All other baseline characteristics were bal-

anced. Indications for IVC filter placement differed between the groups. At 90

days 27 (43%) patients in the anticoagulation group and 41 (57%) patients in

the group not anticoagulated had died, adjusted Hazard Ratio [HR] 0.56 ([95%

CI, 0.34-0.92], P = 0.02). At 1 year, 39 (62%) patients in the anticoagulation

group and 52 (72%) in the group not anticoagulated had died, adjusted HR

0.62 ([0.40-0.94], P = 0.03]. Metastatic disease was associated with a HR of

4.11 ([95% CI, 2.02-8.35], P = <0.001) at 90 days and 2.70 ([95% CI, 1.61-

4.52], P = <0.001) at 1 year. An abnormal troponin and dementia were poor

prognostic variables, and a diagnosis of colorectal cancer was protective.

CONCLUSIONS: Anticoagulation after IVC filter placement in cancer pa-

tients with PE was associated with a survival benefit after adjustment for

confounders. Metastatic disease was a strong predictor of death that may have

affected the benefit of anticoagulation. Strengths of this study include a

moderate sized cohort, multiple cancers were represented, the groups were

balanced in terms of cancer type and metastatic disease, and there was no loss

to follow-up. However, the cohorts differed in the indication for filter place-

ment, data was retrieved from only a single health care system, cause of death

was not recorded, and bleeding rates and recurrent VTE rates were not

collected. In conclusion, anticoagulation is associated with improved survival

in cancer patients with malignancy-associated PE after IVC filter placement.

IMPROVING ADVANCE CARE PLANNING IN AN INTERNAL

MEDICINE RESIDENCY PRIMARY CARE CLINIC Nicholas

Nassikas1; Grayson L. Baird2; Christine M. Duffy1. 1Brown University, Prov-

idence, RI; 2Rhode Island Hospital, Providence, RI. (Control ID #2945574)

BACKGROUND: Nearly 30% of patients that require decision-making at the

end of life lack the capacity to do so. Advance directives (ADs) allow patients to

outline their preferences for end of life therapies and identify a health care proxy.

Patients with an AD are less likely to die in the hospital and more likely to get

care that is in line with their preferences. Despite this, only a third of chronically

ill patients have an AD documented in their medical record. While there are

many studies on interventions to increase ADs, few have implemented interven-

tions in a primary care resident clinic with the use of the electronic medical

record (EMR). The primary aim of this study was to increase documentation of

ADs in the EMR. Our secondary aims were to increase resident confidence in

discussing advance care planning (ACP) and to increase the number of patients

age 65 years and older who are counseled during a clinic appointment.

METHODS: Study participants were internal medicine residents at an urban

teaching hospital primary care clinic. The study intervention, based on previ-

ous ACP curriculum and prior studies, was an interactive 20 minutes session

which included info on documenting ACP discussions and ADs in the EMR,

initiating and navigating ACP discussions, and peer role playing. To measure

the effectiveness of the intervention and identify barriers to discussing ACP,

residents completed a confidential questionnaire in REDCap before and after

the intervention. A retrospective chart review was performed on 295 primary

care patients age 65 years or older seen in the clinic 3 months before and 3

months after the intervention to assess whether documentation of AD in the

EMR increased following the intervention.

RESULTS: Twenty-four of 28 eligible residents completed the intervention

and the pre and post intervention questionnaire (67% male; 50% first year
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residents). There was an increase in AD form documentation among eligible

patients following the intervention (0% to 3.4%, p<0.05). Documented ACP

discussions increased from 2.33 per month pre-intervention to 8.67 post-

intervention. At baseline residents reported low confidence in discussing

ACP with patients (mean 2.3 on Likert scale, 0 = not at all confident, to 4 =

extremely confident), but following the intervention, residents reported modest

increases in confidence in many aspects of ACP. Residents identified time

constraints, low priority in clinic visit, and lack of knowledge about the

medical forms as the top three barriers to discussing ACP during a clinic

appointment yet more residents felt ACP discussions were feasible following

the study intervention (1.9 to 2.3, p=0.039).

CONCLUSIONS: Our study suggests a relatively modest intervention can

improve both comfort and confidence in discussing ADs, as well as improve

documentation in the EMR.We identify important barriers to ACP that warrant

areas for further study to improve ACP in residency primary care clinics.

IMPROVING CHRONIC DISEASE AND CANCER SCREENING IN

AN UNDERSERVED COMMUNITY THROUGH MEDICAL ASSIS-

TANT (MA) EMPOWERMENT AND EDUCATION: USE OF A POP-

ULATION HEALTH DATABASE MANAGEMENT SYSTEM TO

TRACK OUTCOMES Kala Ghooray; Jenny K. Cohen. Highland Hospital,

Berkeley, CA. (Control ID #2928035)

BACKGROUND: Although screening can reduce morbidity and mortality

from cancer and chronic disease, the two leading causes of death in the U.S.,

screening rates in minority and low-income populations continue to be low.

Within primary care, MAs play an integral role in patient education, advocacy,

and routine health maintenance.We designed an intervention aimed to increase

MAs knowledge and self-efficacy regarding screening through education and

empowerment, with a goal of improving chronic disease and cancer screening

rates. We assessed the impact of this intervention on patient-level data andMA

satisfaction.

METHODS: As part of a 2016-2017 initiative to improve screening for

chronic disease and cancer at an urban county outpatient Internal Medicine

clinic, MAs were given more resources to conduct patient outreach. Schedules

were modified to give MAs time for panel outreach during which they ordered

screening diagnostics and contacted patients. We created monthly education

sessions to give MAs concrete tools for teaching and patient education. Topics

included colorectal cancer (CRC) and cervical cancer screening, diabetes care,

depression screening and treatment, vaccines, and hypertension measurement

and disease sequelae. Changes in MA knowledge were measured through pre-

and post-surveys. Using a population health database, we also compared order

rates for screening tests before and after the intervention in order to assess

patient-level impacts. MA knowledge and job satisfaction were assessed using

surveys.

RESULTS: 83% (15/18) of MAs participated in the pre- and post-surveys.

Post-test scores improved following the sessions on cervical cancer screening

(pre=31%, post=55%, p=0.06), diabetes (pre=49%, post=72%, p=0.10), CRC

screening (pre=69%, post=85%, p=0.10), and vaccines (pre=78%, post=91%,

p=0.13), reflecting increased knowledge about who should undergo these

screenings. Depression surveys showed slightly lower scores on three ques-

tions about comfort level, workflow, and self-efficacy (p=0.13, p=0.07,

p=0.36). Between 9/16 and 8/17, there was an increase in order rates for

cervical cancer screening (65.81% to 67.45%), completion rates for diabetic

microalbumin/creatinine ratios (58.05% to 63.62%), and order and completion

rates for FIT tests (74.98% and 60.95% to 79.75% and 64.12%). We also

solicited free-response feedback from the MAs who enjoyed the sessions and

appreciated feeling a sense of professional investment.

CONCLUSIONS: Our primary care redesign model focusing on MA educa-

tion and empowerment improved MAs knowledge about screening and was

associated with modest improvements in order rates. Furthermore, using a

population health database management system allowed for efficient and

accurate tracking of outcomes and allowed us to assess patient-level impacts.

Small sample sizes likely accounted for the lack of statistical significance

between pre- and post-test scores; however, qualitative data suggested that

the sessions improved MAs sense of professional identity.

IMPROVING HIV SCREENING AT A MEDICAL-STUDENT RUN

FREE CLINIC THROUGH ELECTRONIC MEDICAL RECORD-

DRIVEN PROVIDER GUIDANCE Karina Mendoza1; Tanya Marvi1; Mi-

chael J. Fowler2; Robert F.Miller2; Eleanor O.Weaver2; Cecelia N. Theobald2.
1Vanderbilt University, Nashville, TN; 2Vanderbilt University Medical Center,

Nashville, TN. (Control ID #2942663)

BACKGROUND: Despite the USPSTF and CDC screening guidelines,

an estimated 15% of the 1.1 million people with HIV in the United

States are undiagnosed. Our student-run, free primary care clinic is at

risk for suboptimal screening rates as it serves a large population of

foreign-born patients and is staffed by a rotating staff of volunteer

physicians and medical students. We aimed to determine whether HIV

screening rates in this diverse population were improved by use of an

electronic medical record (EMR)-based reminder.

METHODS: Patients 15-65 years old with no prior HIV testing documented

in our medical record and planned phlebotomy for other labs at the current

patient visit were eligible for screening by 4th generation assay. Patients

screened for prenatal care were excluded. PDSA cycle 1 included a bright sign

at eye level outlining directions for identifying and screening eligible patients.

For PDSA cycle 2, the EMR appointment notes of eligible patients were

updated to include "add on lab: HIV". Patients with an HIV test ordered during

the applicable visit were considered to be screened.

RESULTS: A total of 191 patients eligible for HIV screening were

included. The median age was 49.9 years. The cohort was 46.7%

male, 25.8% African American, and 52.0% non-English speaking.

The overall screening rate increased from 12.0% in the baseline period

to 16.0% in PDSA cycle 1 and 44.7% in PDSA cycle 2. In univariate

analysis, age, sex, race, language, and PDSA cycle 1 were not asso-

ciated with HIV screening, while PDSA cycle 2 was associated with

increased screening (OR 4.22, CI:1.16-15.4, p=0.029). A multivariable

logistic regression controlling for patient age, sex, race, and language

found that PDSA cycle 2 continued to be associated with increased

screening of eligible patients (OR 4.83, CI:1.26-18.7, p=0.022).

CONCLUSIONS: We demonstrate significant improvement in once-

lifetime HIV screening via direct provider guidance using the EMR

in a setting with a high-risk patient population and a highly variable

clinician composition. In a busy clinical environment, we found that

identifying eligible patients prior to clinic significantly improved rates

of screening. In the future we aim to integrate automated provider

guidance into the EMR.
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IMPROVING HYPERTENSION CONTROL IN A SAFETY NET SYS-

TEM: THE TREAT TO TARGET PROGRAM David L. Stevens1, 2;

Ronald Cobbs3, 6; Ruth Cadet7; Eduvina Hernandez4; Louis J. Capponi5.
1NYC Health + Hospitals/Kings County, Brooklyn, NY; 2SUNY Downstate

School of Medicine, Brooklyn, NY; 3NYC Health+Hospitals/Harlem, New

York, NY; 4Mary Immaculate Hospital, Lawrence, MA; 5SCL Health, Broom-

field, CO; 6Columbia University, New York, NY; 7University at Buffalo,

Buffalo, NY. (Control ID #2940609)

BACKGROUND: Hypertension (HTN) has a lifetime prevalence of 29%.

The HTN control rate in the US has remained flat at 53%. Sustainable, scalable

strategies are needed to reduce associated death, suffering and health care costs.

New York City Health+Hospitals, a safety net provider with 11 hospital-based

practices and 6 ambulatory centers, employs a registry to track HTN control

system-wide with over 100,000 active patients. Locally-driven efforts across

our system were not achieving sustained improvement. In January 2012,

system-wide control rate was 43.2% (defined as a blood pressure [BP] reading

of <140/90 recorded within 6months, which is more stringent than the national

norm of 12 months). We sought to leverage our electronic registry and a team-

based approach to improve performance across our system.

METHODS: We implemented: 1. Feedback to Facility Leadership and

Primary Care Teams: Each of our 17 ambulatory sites received a monthly

HTN report with unblinded comparison of all sites. Sites also received an

unblinded report comparing HTN control for each of that facility's primary care

provider (PCP)'s panels. 2. Treat to Target Pathway: each site was coached on

implementation of a pathway centering on registered nurse (RN)-delivered

adherence counseling and self-management support including a home blood-

pressure monitor. Patients were asked to return every 2 weeks for a BP check

and self-management support until the patient's BP remained controlled at 2

subsequent contacts, the second of which could be by telephone. The RN

facilitated medication titration in concert with the PCP when needed.

RESULTS: By September 2014, the system-wide HTN control rate increased

from 43.2% to 48.8%. The mean practice control improved from 43.8% to

49.8% (p<0.01). 11 of 17 (65%) of practices improved by at least 5 points, with

a mean improvement in this group of 9.1 points ± 4.4. The remaining 6

practices improved less than 4 points (mean improvement 0.9±0.4).

Superstorm Sandy had a clear impact early on, shutting down 3 of the 17 sites

and straining the entire system for several months.

CONCLUSIONS: A system-wide intervention consisting of monthly un-

blinded feedback at the practice and provider level combined with implemen-

tation of the Treat to Target Pathway led to gradual, sustained improvements

over 21 months with over 5000 additional unique patients achieving HTN

control.

IMPROVING LATENT TUBERCULOSIS SCREENING IN A COM-

BINED INTERNAL MEDICINE AND PEDIATRICS RESIDENCY

OUTPATIENT CLINIC AT DENVER HEALTH - A RESIDENT DE-

SIGNED AND IMPLEMENTED QUALITY IMPROVEMENT PRO-

JECT Jonathan S. Schultz1; Eleanor Floyd1; Carolina Guitierrez1; William

Manning1; Timothy P. Newton1; Anne Frank2; Lessing Susan3; Julie Venci1.
1University of Colorado, Aurora, CO; 2Denver Health, Denver, CO; 3Brio

Internal Medicine, Greenville, SC. (Control ID #2941944)

BACKGROUND: In 2016, 64 new cases of active tuberculosis (TB) were

reported in Colorado, for a case incidence rate of 1.6 per 100,0000 in Denver.

Over half of these cases could have been prevented with appropriate screening

and treatment. More than 70% of patients were born outside of the US; 24%

were from Mexico and the rest from 22 other countries. There is a large

proportion of new and established Denver Health (DH) primary care adult and

pediatric patients who meet the criteria for screening of latent tuberculosis

infection (LBTI) and have never been screened. These patients are at high risk

for development of active TB and possible transmission. Quantiferon TB (QFT)

is the preferred screening test for foreign-born patients who may have received

Bacillus-Calmette-Guerin vaccine or unlikely to return to have a Tuberculin Skin

Test read. We proposed a quality improvement intervention to improve screen-

ing at the DH Internal Medicine and Pediatrics (Med-Peds) resident clinic.

METHODS: TheMed-Peds residency clinic at DH is locatedwithin the Federico

F. Peña Southwest Family Health Center in Southwest Denver, a primarily

Hispanic and low-income community. Med-Peds residents identified that high risk

patients, including thosewhowere foreign born, were rarely screened for LTBI. An

intervention was designed that included an education session, an email reminder to

residents and flowchart with screening criteria posted in theDH resident clinic. The

goal of the intervention was to: 1. Identify patients who are foreign born and at risk

of TB. 2. Discuss screeningwith those identified, and if positive, treatment options.

3. Perform QFT testing on consenting patients who are at risk. The proportion of

those who were appropriately screened out of all who met the inclusion criteria at

clinic visits were compared before and after the intervention period with a chi-

squared test. All analyses were conducted in SAS 9.4.

RESULTS: A total of 76 patients met the inclusion criteria from October

through November 2016, prior to the intervention. The mean age was 44 years

(range 2-77) and primarily female (62%). Only 8 (11%) of the 76 patients were
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appropriately screened with a QFT test. After the intervention, from May

through June 2017, a total of 96 patients met the inclusion criteria, with a

mean age of 46 years (range 2-93) and primarily female (59%). An increase to

23 (24%) of the 96 patients were appropriately screened (p=0.02). Among

those, 7 of the 23 (30%) had a positive QFT, had a chest X-ray performed and

were referred for LTBI treatment.

CONCLUSIONS: We were able to more than double the proportion of

patients screened for LTBI. We also identified several reasons for missed

screening opportunities. Due to time limitations and the multiple health con-

cerns addressed at each visit, LTBI screening becomes a lower clinical priority.

Further interventions including automated reminders in the electronic medical

record and patient questionnaires are planned to improve screening.

IMPROVINGPROVIDERADOPTIONWITHADAPTIVECLINICAL

DECISION SUPPORT SURVEILLANCEAndrew C. Liu1; Sundas Khan1;

Safiya Richardson1; VinodhMechery1; LaurenMcCullagh1; Salvatore Pardo2;

Thomas McGinn1. 1Donald and Barbara Zucker School of Medicine at

Hofstra/Northwell, Manhasset, NY; 2North Shore University Hospital,

Manhasset, NY. (Control ID #2935888)

BACKGROUND: Successful clinical decision support (CDS) tools can bring

evidence-based medicine to the point-of-care to effectively improve patient

outcomes. However, the impact of these tools has been limited by low provider

adoption due to over-triggering, leading to alert fatigue. We have developed a

trackingmechanism formonitoring trigger rate (percent of total visits for which

the tool triggers) and adoption rate (percent of completed tools) of a complex

CDS tool based on the Wells' Criteria for pulmonary embolism (PE). Our

objective was to monitor and evaluate the adoption and trigger rates of the tool

and to see if ongoing tool modifications would improve adoption rates.

METHODS: As part of a larger clinical trial, a CDS tool was developed using

the Wells' Criteria to calculate pre-test probability for PE. It was implemented at

two tertiary hospitals, Long Island Jewish Medical Center (LIJMC) and North

Shore University Hospital's (NSUH) Emergency Departments (EDs) in 2015.

The tool had multiple triggers: any order for D-dimer, computed tomography

(CT) of the chest with intravenous contrast, computed tomography pulmonary

angiography (CTPA), ventilation/perfusion scan, or lower extremity Doppler

ultrasound. A tracking dashboard was developed using Tableau® to monitor

trigger and adoption rates in real-time. Based on initial low provider adoption

rates of the tool, small focus groups were conducted with key ED providers to

elicit barriers to tool use. Over-triggering of the tool for non-PE-related evalua-

tions and inability to order CT testing for intermediate risk patients were identi-

fied. Thus, the tool was modified to allow CT testing for intermediate risk group

and to not trigger for CT chest with intravenous contrast orders. Additionally, a

dialogue box, "Are you considering PE for this patient?", was added before the

tool triggers to account for CTPAs ordered for the evaluation of aortic dissection.

RESULTS: The LIJMC ED saw 95,295 patients during the academic year. The

tool triggered for an average of 509 patients per month (6.73%) before the

modifications and this reduced to 423 patients per month (5.22%). The NSUH

ED saw 88,956 patients during the academic year with the tool triggering for

about 473 patients per month (6.38%) before the modifications, and for about

400 (5.12%) afterwards. The modifications resulted in a significant 4.5-fold and

3-fold increase in provider adoption rates at LIJMC and NSUH, respectively. At

LIJMC, the modifications increased the average monthly adoption rate from

6.51% to 29.33%, with an increase from 14.73% to 42.64% at NSUH.

CONCLUSIONS: Close post-implementation monitoring of CDS tools may

help to improve provider adoption. Adaptive modifications based on user

feedback may lead to more targeted CDS with lower trigger rates, reducing

alert fatigue and increasing provider adoption. This study provides an example

of how iterative improvements and a post-implementation monitoring dash-

board resulted in significantly improved adoption rates.

IMPROVING RESIDENT EDUCATION AND CLINICAL COMPE-

TENCY IN MUSCULOSKELETAL MEDICINE THROUGH PHYSI-

CALTHERAPY INTEGRATION WITHIN AN INTERPROFESSION-

AL PRIMARY CARE CLINIC Benjamin Lu2, 1; Janet Ku8, 2; Eugenia

Betz2, 1; Jonathan N. Pumilia2, 3; Leila Haghighat4; Carly Croteau2; Susan T.

Langerman6; Jennifer Walker7; Graham Taylor2; Rebecca Brienza5, 2. 1Yale

University School of Medicine, West Haven, CT; 2VA CT Healthcare System,

West Haven, CT; 3Yale-New Haven Hospital, New Haven, CT; 4Yale New

Haven Hospital, New Haven, CT; 5VA Connecticut Healthcare System, West

Haven, CT; 6Veterans Administration Connecticut Healthcare System, West

Haven, CT; 7Veterans Hospital West Haven CT, Derby, CT; 8VA Connecticut

Healthcare Systems, West Haven, CT. (Control ID #2937277)

BACKGROUND: Musculoskeletal (MSK) conditions account for over 90

million office visits annually yet are underrepresented in medical curricula.

Medical trainees express discomfort in accurately diagnosing and managing

commonMSK pathologies. The Center of Excellence in Primary Care Education

(CoE) integrates physical therapy services within an interprofessional primary

care training program and clinic, allowing patients with MSK complaints to be

concurrently evaluated bymedical trainees and physical therapists (PT). However,

delayed identification of appropriate patients results in an underutilization of co-

evaluations, which are estimated to occur in less than 40% of eligible visits. We

therefore aim to increase the number of co-evaluations by implementing an early

screening system that identifies eligible patients prior to the start of the encounter

and measure its impact on trainee confidence in managing MSK complaints.

METHODS: This quality improvement study will implement a two-question

screening tool during patient check-in within the CoE at the West Haven

Veterans Affairs Hospital. Following the implementation of this tool, the

frequency of co-evaluations by medical trainees and PTwill be measured from

December 2017 to April 2018 and compared to baseline rates established in the

three months prior to the intervention. Pre-intervention surveys were used to

measure trainee confidence in examining and diagnosing MSK conditions,

including by anatomical area, current barriers to co-evaluations, and attitudes

towards theMSK curriculum. This data will also be collected post-intervention

RESULTS: Initial results on trainee perceptions on the currentMSK curricula and

confidencemanagingMSK patients were obtained for trainees at different stages of

training from the CoE and a non-CoE primary care clinic. Current barriers to co-

evaluations were elicited from CoE trainees. There were no differences in the

overall rating of confidence in performing an MSK examination for any trainees;

however, confidence withMSKdiagnosis increased between the 1st and 2nd year of

training. The majority of trainees (57.1%) agreed that there should be an increased

emphasis on MSK education. The primary barriers to co-evaluation were limited

encounter time and needing to address other medical issues. Further outcomes will

include post-intervention confidence levels and number of co-evaluations.

CONCLUSIONS:By implementing a brief screening tool to identify patients

with MSK conditions during check-in, we aim to increase the frequency of co-

evaluations between medical trainees and physical therapists. Initial survey
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results were consistent with a need for improvedMSK education and identified

time constraints as a major barrier to co-evaluation. If successful, our early

screening intervention will provide a model for how an interprofessional

primary care clinic may improve both the quality of medical education and

delivery of patient care in musculoskeletal medicine.

IMPROVING SELF-MANAGEMENT SKILLS USING A PATIENT

DRIVEN INTERVENTION: CAN A VIRTUAL TEACH-TO-GOAL

PROGRAM DELIVER SIMILARLY ACROSS OLDER VERSUS

YOUNGER PATIENT COHORTS Valerie G. Press1; Colleen Kelly2;

Vineet M. Arora1. 1University of Chicago, Chicago, IL; 2University of Chica-

go Pritzker School of Medicine, Chicago, IL. (Control ID #2943590)

BACKGROUND: Although patient education is considered a cornerstone of

management for patients with obstructive lung disease, patient education is

rarely provided according to national guidelines, especially among hospitalized

patients. Guidelines suggest that patient self-management skills for inhaler

technique are assessed and taught at every healthcare encounter. Due to a

significant burden on resources, including personnel time, as well as a lack of

training for providers, this education often goes uncompleted. To address the

barriers associated with providing in-person one-on-one inhaler education, we

developed a patient-driven technology-based virtual training intervention for

patients with obstructive lung disease called virtual teach-to-goal (V-TTG).

Because technology may provide its own barrier we assessed whether this

virtual instruction differed by age and/or diagnosis (COPD versus asthma).

METHODS: This was a secondary analysis of a pre-post study of V-TTG.

Patients were assessed for whether they had physician diagnosed asthma

versus COPD. Means (paired T-tests), dichotomized misuse (yes vs. no;

McNemars), and logistic analyses were performed.

RESULTS: Among 83 participants, the mean age was 48 years, 60% were

female, 94% were black, and 51% completed at least high school. About a third

of participants had COPD (31%). Patients with COPD (versus asthma) were

significantly older inmean age (59 vs. 43 years, p<0.001). Overall, older patients

were notmore likely tomisuse inhalers prior to education (p=0.6), but weremore

likely to misuse after education (p=0.03). Pre-V-TTG, most patients with COPD

or asthma misused inhalers (79% and 87%, respectively; p=0.4). After V-

TTGTM, misuse significantly decreased across cohorts and there were no differ-

ences by diagnosis in proportions with ongoingmisuse (COPD vs. asthma: 27 vs

23%, p=0.8), however, when testing within diagnosis, older participants with

COPD were more likely to misuse after education (p=0.008); this finding was

not found among the asthma cohort (p=0.7). Age remained associated with

increased risk of misuse when accounting for pre-education misuse, gender

and interaction between age and diagnosis in logistic analyses.

CONCLUSIONS: This study demonstrates that a technology-based learning tool

was as effective for inhaler skill instruction among patients of all ages, but that older

patients with COPD had a significantly increased likelihood of ongoing inhaler

misuse post V-TTG education. Future work is needed to understand if repeated use

(doses) of V-TTG versus in-person education improves inhaler technique among

patients with persistent inhaler misuse after one V-TTG educational session.

INCIDENCE AND MORTALITY FROM ACUTE LOWER EXTREM-

ITY DEEP VEIN THROMBOSIS (DVT) IN HOSPITALIZED PA-

TIENTS: WHAT HAS CHANGED IN THE LAST 10 YEARS? A

STUDY OF NATIONAL INPATIENT DATABASE: 2005 TO 2014

Mohamed Tausif Siddiqui1; Naga Kanaparthy1; Arif Mumtaz2; Christopher

Nabors1; Leanne Forman1. 1New York Medical College, Valhalla, NY;
2Westchester Medicak Center, New York, NY. (Control ID #2938591)

BACKGROUND: Acute lower extremity DVT is among the top three pre-

ventable complications in hospitalized patients, along with decubitus ulcers

and hospital acquired infections. Since 1975, when subcutaneous heparin and

compression device were introduced, the rate of inpatient DVT has signifi-

cantly decreased. Current preventive measures also include efforts to raise

physician compliance with prevention protocols through Electronic Medical

Records prompts. We studied the National Inpatient Sample database from

2005 to 2014 to analyze recent trends in lower extremity DVT.

METHODS: We used NIS database, which is the largest all-payer inpatient

care database in the US. All statistical analyses were performed by using SPSS

software (V25.0 IBM Corp)

RESULTS: Out of 311,090,253 total in-patient admissions, we excluded

2,792,827 cases admitted with a primary diagnosis of PE or DVT. The final cohort

size was 308,297,425 of which 1,730,018 (0.6%) cases were diagnosed with new

lower extremityDVT. Patientsweremostly older (58%>65 years),mean age 67.02

(SD:16.50), 52% female, 61% white, black (14%) and Hispanic (7%). We calcu-

lated comorbidity using the Elixhauser comorbidity index (Mortality Score: Mean:

10.23 (SD:11.34), 30-day readmission score:Mean:21.03 (SD:15.98).MeanLength

of stay was 11.78 (SD:13.77). Between 2005 and 2008 per admission DVT rates

increased from 4.8/1000 to 5.8/1000, which decreased to 5.5/1000 in 2010 and then

remained relatively stable through year 2014. We calculated in-hospital mortality

relative to year 2005 and adjusted for the confounding effects of age, sex, race,

length of stay (LOS) and Elixhauser comorbidities. There was a steady decrease in

mortality for acute LE DVT admissions since 2005 (Reference Year): 2006 (Ad-

justed OR= 0.958 95% Confidence Interval 0.684-0.725, p<0.001) to 2014 (Ad-

justed OR= 0.704 95% CI 0.684-0.725, p<0.001). We further stratified the data by

hospital location and teaching status and found that the incidence of acute LE DVT

has been consistently declining in rural and urban non-teaching hospitals, while the

number of cases has increased in urban-teaching hospitals. Figure.1

CONCLUSIONS: The overall number of hospitalizations for acute lower

extremity DVT has not changed significantly in the last few years while

mortality has decreased. This may reflect earlier diagnosis and treatment or

improved management. Rates of DVT in rural and urban-nonteaching hospital

has declined, but has increased in urban teaching hospitals. These data may

reflect a more proactive diagnostic approach in teaching centers or could reflect

more effective prevention in rural centers. Further study of these findings is

warranted to identify the cause of these disparities.
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INCORPORATING PATIENT INFORMATION PREFERENCES IN-

TO INFORMED CONSENT Michael Yu3; Baruch Fischhoff2; Tamar

Krishnamurti1. 1University of Pittsburgh, PITTSBURGH, PA; 2Carnegie Mel-

lon University, Pittsburgh, PA; 3McGill University, Montreal, QC, Canada.

(Control ID #2945314)

BACKGROUND: Informed consent documents for clinical trials can be long,

dense and technical. For patients to make informed decisions based on their

personal preferences, consent materials must account for patients' information-

al needs.With increasing popularity of e-consent and the relative independence

with which patients can seek out information outside the context of a patient-

clinician interaction, being able to anticipate these needs during the design of

the consent materials becomes increasingly important. In one study, designed

to simulate the process of learning about a clinical trial in an online context, we

assess patients' preferences for information. A second study assesses retention

of that information depending on the ordering and format in which that

information is presented, including self-navigation through an e-consent.

METHODS: In study 1, patients self-reporting an asthma diagnosis (n=151)

completed three tasks in an online survey, designed to simulate the process of

learning about a clinical trial. First, they were asked to freely report what

information was important to them in deciding to enroll in a clinical trial.

Second, they rated the importance of information categories derived from the

international guidelines for good clinical practice. Last, they reviewed a

consent form for an injectable, asthma medication and indicated how each

item in the consent document affected their willingness to enroll in a trial for it.

In study 2, patients (n= 500) were randomly assigned to read the same

informed consent document using one of five formats, to assess the impact

of addressing patient preferences from study 1 in different ways.

RESULTS: The most frequently sought-after information categories were risks,

benefits, trial length, trial procedures, and participant responsibilities, in that order.

Aggregated assessments of information patients thought would be relevant were

better predictors for enrollment likelihood than the individual's own assessment, p=

0.004. In study 2, patients retained more information in all patient-preference

designed conditions compared to the traditional consent form, potentially from

better clarity on the contents of the form and better retention of relevant information.

Participantswho saw the traditional formhad higher trust in the study clinicians.No

significant differences were found across conditions in likelihood of enrollment.

CONCLUSIONS: The findings suggest an important role and a method for

incorporating patient preferences in designing informed consent documents.

Information patients find critical is may be more likely to be retained and

lengthy documents can muddy recall, suggesting a central role for concise-

patient centered information. How patient preferences are reflected can have

further implications on how information is retained. Tradeoffs with levels of

trust in clinician should be further explored.

INCREASED SPENDING ON PRIMARY CARE IS ASSOCIATED

WITH A REDUCTION IN TOTAL MEDICAL COSTS: AN EVALUA-

TION OF THE RHODE ISLAND INSURANCE REFORM Aaron

Baum1, 2; Zirui Song3, 6; Bruce E. Landon3; Russell Phillips3; Asaf Bitton3,

5; Sanjay Basu4, 3. 1Icahn School of Medicine at Mount Sinai, New York, NY;
2Stanford University, Palo Alto, CA; 3Harvard Medical School, Boston, MA;
4Stanford University, Stanford, CA; 5Brigham & Women's Hospital and Har-

vard T.H. Chan School of Public Health, Boston, MA; 6Massachusetts General

Hospital, Boston, MA. (Control ID #2941576)

BACKGROUND: By transitioning from fee-for-service to alternative payment

models that encourage prevention and chronic disease management, payers hope

to slow the growth of spending and improve outcomes. Succeeding under such

payment reform initiatives likely requires enhanced primary care, but few initia-

tives have explicitly directed additional resources to primary care. In 2010, the

State of Rhode Island implemented new "Affordability Standards," which re-

quired private insurers to increase their share of spending on primary care, spread

adoption of the medical home model and electronic records, and institute

Medicare-like contracting arrangements, such as using unit of service payments

and limiting annual price inflation increases. To what extent these new Afford-

ability Standards affected healthcare spending and quality is unknown.

METHODS:We used data from Truven Health Analytics to compare changes in

healthcare spending and quality from 2007-2015 among 233,120 adults 27-64

years old enrolled in private insurance in Rhode Island, and 233,120 control adults

matched on demographics, payment risk adjustment score, plan type, and duration

of insurance, sampled from 14,210,436 adults enrolled in private insurance in other

U.S. states. We studied quarterly spending through fee-for-service payments in

total, by primary versus specialty care, category of service, and site of care.We also

examined changes in the use of high and low value services. We adjusted for

demographics, risk score, plan type, secular trends, and state fixed effects.

RESULTS: Total quarterly fee-for-service spending decreased by $97 per

enrollee on average among Rhode Island enrollees after the Standards went into

effect relative to matched controls (95% CI -$143 to -$51; P<0.001), reflecting a

9% reduction from a 2009 baseline. The spending decline grew over time,

primarily from lower outpatient spending ($64 per enrollee per quarter; 95%

CI -$88 to -$40; P<0.001). Measures of quality, including provision of high and

avoidance of low value services, were improved or unchanged.

CONCLUSIONS: Total healthcare spending decreased among privately in-

sured adults following an increase in primary care spending through new

Rhode Island insurance standards.

Unadjusted total medical spending in the Rhode Island cohort and the control

cohort

INCREASINGTHEPRECISIONOFHYPERTENSIONTREATMENT

THROUGH PERSONALIZED TRIALS (N-OF-1) OF BLOOD PRES-

SUREMEDICATIONS:APILOTSTUDY IanM. Kronish1; KenCheung2;

Daichi Shimbo1; Jacob Julian1; Faith E. Parsons1; Benjamin D. Gallagher1;

Karina Davidson1. 1Columbia University Medical Center, New York, NY;
2Columbia University Mailman School of Public Health, New York, NY.

(Control ID #2939028)
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BACKGROUND: In the usual approach to treating hypertension, clinicians

initiate blood pressure (BP) medication with little patient input. Subsequent

treatment relies on BP readings from sporadic office visits and retrospective

side-effect assessments. In this approach, medications are usually added rather

than switched, and nearly half of treated patients are prescribed multiple BP

medication to get to goal. Personalized Trials (also known as N-of-1 trials), are

within-subject crossover design experiments in which patients test multiple

treatments at the outset while systematically collecting data on treatment

effects. Patients then review these data to share in decision-making over which

treatment is best for them. The goal of this study was to assess the feasibility of

conducting Personalized Trials of BP medications in patients with

hypertension.

METHODS:We recruited patients with stage I hypertension prescribed none

or one BP medication to participate in a flexible, open-label Personalized Trial

of two to three BP medications with optional ambulatory BP monitoring

(ABPM) to confirm hypertension diagnosis prior to trialing medications

(NCT02744456). During the Personalized Trial, patients were expected to

measure BP twice per day with a valid home BP device, and to complete

end-of-day side-effect questionnaires by text message or email. At the end of

the trial, patients identified their preferred BP medication by reviewing

column-graphs showing BP and side-effects on each medication. To account

for autocorrelation between BP readings across time, significance of differ-

ences in BP lowering effects were assessed using generalized estimating

equations (GEE) with an unstructured variance-covariance matrix for measures

on the same day. Feasibility was assessed by determining the proportion of

patients who were compliant with self-assessments. Benefit was assessed by

asking patients to rate the helpfulness of participation and whether they would

recommend Personalized Trials to others.

RESULTS: Of 10 patients enrolled, 1 learned medications were unnecessary

after discovering white-coat hypertension via ABPM, 2 dropped out, and 7

(mean age 58 years, 71% women) completed Personalized Trials. All com-

pleters were compliant with home BP monitoring and 6 of 7 complied with

side-effect reporting. 3 of 7 patients had differences in the frequency of side-

effects between BP medications, and 3 of 7 patients got to goal BP only on

some of the BP medications. Personalized Trials were rated as very or ex-

tremely helpful by 5 patients, somewhat helpful by 1 patient, and not helpful by

1 patient. All completers recommended Personalized Trials to others. Thia-

zides were preferred by 3 patients, RAS blocking agents by 2 patients, a

thiazide-beta-blocker by 1 patient, and either of 3 classes by 1 patient.

CONCLUSIONS: Personalized Trials of BP medications were feasible and

helpful to the majority of patients who participated in them. Heterogeneity of

preferences for first-line BP medications was confirmed.

INDIVIDUALIZING DISEASE PREVENTION FOR MIDDLE-AGED

ADULTS: A PILOT STUDY Glen B. Taksler1; Fred M. DeGrandis1; Victor

M. Montori2; Zsolt Nagykaldi3; Michael B. Rothberg1. 1Cleveland Clinic,

Cleveland, OH; 2Mayo Clinic, Rochester, MN; 3University of Oklahoma,

Oklahoma City, OK. (Control ID #2933777)

BACKGROUND: There are 27 evidence-based services to prevent or manage

chronic disease in middle-age (50-64 y), but it is difficult to do them all.

Patients may benefit from shared decision-making with providers about the

tradeoffs between preventive services, such as required effort or potential

health improvement.

METHODS: Using a previously-developed computer model, we estimated

the gain in life expectancy associatedwith adherence to each preventive service

rated grade A or B by the US Preventive Services Task Force. Estimates were

personalized for each patient based on 55 risk factors in electronic health

records (EHR). Results were displayed as a visual decision aid to illustrate

the benefits and harms of each service. Each week, a nurse identified eligible

patients: age 45-70 y, appointment with a primary care physician and ≥4
preventive care risk factors (current smoker, obesity [BMI≥30], hypertension
[BP≥140/90], hyperlipidemia [ASCVD risk≥7.5%], diabetes [HbA1c≥7%],

alcohol misuse, STI, overdue for colorectal, cervical, breast or lung cancer

screenings). Exclusion criteria were severely limited life expectancy (ESRD;

advanced cancer, CHF, COPD). The nurse entered data in a web portal that

produced the decision aid, which was given to physicians in hard copy.

Physicians discussed the individualized recommendations with patients, using

a shared-decisionmaking framework in whichwe briefly trained providers.We

employed iterative feedback after each visit and changed content of the

decision aid accordingly. Patients completed a survey about overall impres-

sions, readiness to change and the SDM-Q-9 validated scale of shared decision

making. Physicians provided oral feedback. A patient-provider advisory panel

provided quarterly feedback.

RESULTS:We enrolled 30 patients (median age 56 y, interquartile range 53-

61 y) and 10 physicians at 2 primary care clinics. Of these patients, 40% had

diabetes, 53% were smokers and 83% self-rated health as "good" or "fair."

Iterative feedback resulted in 8 rounds of changes to the visual aid. Overall, 25

patients (83%) rated the tool as ≥6 on a 7-point Likert scale (1=not at all

helpful, 7=extremely helpful). For 12 of 16 specific preventive services, most

patients expressed that theywere "somewhat" or "much"more likely to attempt

the service in the next 1 month, as compared with before their doctor's visit

(e.g., lower BP: 20/26 [77%], weight loss: 21/26 [81%]). Patients rated the

mean SDM-Q-9 scale of shared-decision making as 87.3/100 (sd 8.5). Three

themes were identified from free-text comments, each of which was positive:

personalization (e.g., "personalized for me as an individual- I really liked

that"), design (e.g., "very simple to read") and shared decision-making (e.g.,

"doctor asked me questions"). Nine of 10 providers stated they would like the

tool to be integrated with EHR to enable future use.

CONCLUSIONS: A preventive care decision aid that was individualized for

each patient using health IT was well received by patients and providers.

INFLAMMATORY CYTOKINE LEVELS IN ANOREXIA NERVOSA

IN RELATION TO SYMPTOM SEVERITY Brooks Brodrick; Brittany L.

Mason; Carrie McAdams. University of Texas Southwestern, Dallas, TX.

(Control ID #2945352)

BACKGROUND: Anorexia Nervosa (AN) is a devastating illness associated

with significant physical and psychological impairment. Approximately 10%

of afflicted individuals die from complications of the disease and an additional

30-50% of adults suffer a prolonged course of the disease despite intensive

treatment. Inflammation has recently been implicated in the etiology of a

number of psychiatric illnesses and has been associated with increased preoc-

cupation with physical state in healthy people suggesting it might be involved

in AN.

METHODS: The objective of this cross-sectional study was to determine if

inflammation might be a factor related to illness presentation amongst women
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with AN. Using an existing cohort of serum samples from 75 women with AN

and healthy controls who had previously participated in research studies, we

quantified cytokines using Luminex Human Cytokine Magnetic 10 Plex Panel

(GM-CSF, IFN-γ, IL-1β, IL-2, IL-4, IL-5, IL-6, IL-8, IL-10, and TNF-α).

Multivariate analysis of variance was used to determine if there were differ-

ences in the inflammatory cytokines across the AN and HC groups.

RESULTS: Elevated pro-inflammatory cytokines were observed in AN rela-

tive to healthy comparison subjects. Specifically, the AN group showed higher

levels than controls in IL-1β (mean(SD), AN=32.6(66.9), HC=9.0(10.6), P=

0.03) and trending differences in TNF-α (mean(SD), AN=7.8 (18), HC=0.8

(0.5), P = 0.09). To explore whether peripheral cytokine signaling varied in

relation to clinical symptoms, we sorted the subjects with AN into groups of

high and low inflammation, based on IL-1β (the cytokine most robustly linked

to eating disorders), and assessed whether feeding behaviors, mood symptoms,

or body preoccupations differed across these groups. Subjects with elevations

of IL-1β (n = 31, AN-HI) showed trending increases in body shape preoccu-

pations compared to those with low levels of IL-1β (n = 20, AN-LI) (Body

Shape Questionnaire, AN-LI=114(35), AN-HI=134(36), P=0.07), supporting

our hypothesis that inflammation may be related to body preoccupations in

AN. There were no significant or trending differences in any other measures,

including depression (QIDS, AN-LI=8.0(5.8), AN-HI=6.5(4.9), P>0.1), anxi-

ety (SIGH-A, AN-LI= 10.5(8), AN-HI=12.2(9), P>0.1), eating symptoms

(EAT, AN-LI=24.5(17), AN-HI=26.3(14), P>0.1) and body mass index

(BMI, AN-LI=20.0(3.8), AN-HI=20.4(3.9), P>0.1).

CONCLUSIONS: Our preliminary data shows pro-inflammatory cytokines

are elevated in Anorexia Nervosa and associated with increased body preoc-

cupation. Future directions include examining inflammation and long term

course of illness in a larger cohort of women with eating disorders since we

hypothesize elevated inflammatory levels correlate with treatment resistance.

Importantly, these finding could lead to new therapies for treatment refractory

AN, such as anti-inflammatory medications.

INNOVATIONS USING WEB RESOURCES IMPROVE MEDICA-

TION ACCESS AND REDUCE COSTS AT THE STUDENT RUN

WEILL CORNELL COMMUNITY CLINIC David Hess-Homeier1;

Maria Passarelli1; Andrew Iannone1; Pamela Charney2. 1Weill Cornell Medi-

cal College, New York, NY; 2Weill Cornell Medical College, New York City,

NY. (Control ID #2942566)

BACKGROUND: The Weill Cornell Community Clinic (WCCC) is a med-

ical student run free clinic in Manhattan that aims to provide high quality,

accessible primary care to uninsured adults at little or no cost. The high cost of

prescription drugs is a barrier for patients that decreases medication adherence

and leads to poor outcomes. At WCCC, patients are reimbursed for their

prescription drug costs, but utilization of this service has historically been

limited. Low utilization of the prescription reimbursement policy among our

patients could affect medication adherence and could lead to worse health

outcomes. Furthermore, prescription reimbursement costs have been high and

pose a significant fiscal challenge to the clinic. In order to improve utilization

of the clinic's reimbursement policy, while decreasing cost for both the clinic

and patients, we conducted a quality improvement project and implemented

changes to the clinic's workflow.

METHODS: The WCCC's prescription drug policy provides $45 reimburse-

ment per prescription permonth with a $5 copay. Previously, new patients were

given a copy of the policy at their first visit. Patients could then submit

medication receipts for reimbursement during clinic hours. We changed the

clinic workflow to include a short consultation between a patient, their student

clinician, and a pharmacy chair prior to checkout. During the consultation, the

pharmacy chair explains the clinic's drug reimbursement policy and provides

cost-saving web resources tailored to each patient's medication regimen. Cost-

saving web resources include coupons from goodrx.com, the Blink Health

application, patient assistance programs, and prescription discount cards. To

evaluate the impact of our changes, we conducted a retrospective cost analysis

comparing pharmacy reimbursement records from the past two fiscal years,

before and after implementation of the new workflow.

RESULTS: During the year before the workflow changes (Oct 2014-Sep

2015), the clinic reimbursed 178 prescriptions for a total cost of $3279. During

the year following the workflow changes (Oct 2015-Sep 2016), the number of

prescriptions reimbursed increased by 35% to 241 for a cost of $3888. While

utilization increased, the cost per prescription decreased by 12.4%, a savings of

$2.29 per prescription.

CONCLUSIONS: Our changes to the clinic's workflow and pursuit of less

expensive prescription drugs have both increased utilization of the clinic's drug

reimbursement services and stabilized WCCC's pharmacy expenditures. In

addition, average price per medication for patients has decreased. Utilization

of the reimbursement policy eases the financial burden of buying prescription

drugs often faced by our patients, which may contribute to increased medica-

tion adherence and better health outcomes.

INNOVATIVE METHODS TO VALIDATE LATENT GROUPS OF

HIGH-RISK PRIMARY CARE POPULATIONS USING MIXTURE-

ITEM RESPONSE THEORY WITH CLINICAL DIAGNOSES Adam

J. Batten1; Sandeep Vijan2; Rebecca I. Piegari1; Erin L. Jaske1; Karin M.

Nelson1, 3; Stephan D. Fihn1, 3; Ann-Marie Rosland4. 1VHA, Seattle, WA;
2VHA, Ann Arbor, MI; 3University of Washington, Seattle, WA; 4VA Pitts-

burgh Health Care System, Pittsburgh, PA. (Control ID #2944670)

BACKGROUND: The reasons people are at high-risk for poor health out-

comes are heterogeneous and despite 4 decades of research on this topic,

interventions to reduce risk tend to be generic rather than targeted with primary

care teams constructing care management plans based on patient risk identified

in many disparate ways ranging from clinician judgement to predictive ana-

lytics. Prior work in the Department of Veterans Affairs (VA) has shown that

techniques based on item response theory (IRT) could discern these subgroups.

However, these IRT model results require validation before introduction into

clinical care. The best method to validate IRT model results in the context of

clinical care is unknown. Relying on resampling and grid search techniques

such as those used in machine learning, we evaluated the main assumptions of

the IRTmodel, testing for consistency in estimates of patient complexity, group

composition, and within-group ranking of diagnosis burden and prevalence.

METHODS:We used one hundred 10% random samples from the population

of 940,714 VA primary care patients with a predicted probability of hospital-

ization in the next year >0.25, as determined by the Care Assessment Needs

(CAN) score. 31 common chronic clinical diagnoses were used in 1900

mixture Rasch models with 2-20 latent classes. We compared four statistics

to determine the optimal solution: The Akaike Information Criteria (AIC) to

identify the optimal likelihood basedmodel clustering, Variance of Information

(VI) within each model to identify any within-sample overlapping latent
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classes, and the rank order (Kendall's tau) of both comorbid condition burden

and condition prevalence across the latent classes. The optimal parsimonious

model was then chosen by balancing model fit, cluster similarity, and consis-

tency of within class comorbid burden and prevalence.

RESULTS: Model AIC and the VI statistic both identified a set of optimal

models with between 5 and 12 latent classes. Across the samples, within-class

condition difficulty and condition prevalence were consistently highly corre-

lated. Similar to prior findings, from the set of optimal models, we identified 6

distinct clusters of patients with significantly different comorbidity patterns,

preliminarily named by their most prevalent conditions: Complex Mental

Health, Substance Abuse, Chronic Pain, Liver, Cancer, and Cardiometabolic.

CONCLUSIONS: Approaches typically used in machine learning can be

applied to the validation of M-IRT modeling of clinical condition clusters

among patients at high risk of hospitalization. EMR-based, robust and validat-

ed groupings of high risk patients have the potential to assist primary care

teams in developing care management plans more efficiently, and may also

lead to more effective care plans by indicating which comorbidities are

significant predictors of poor outcomes for each patient and patient group.

INPATIENT CARE FRAGMENTATION AND READMISSION RE-

DUCTION: ARE THE MOST VULNERABLE PATIENTS FALLING

THROUGH THE GAPS? Zach Kaltenborn1; Michael Usher1; Koushik

Paul1; Michael Aylward2; Michael Rhodes1; Jonathan D. Kirsch1; Elizabeth

A. Rogers1. 1University of Minnesota, Minneapolis, MN; 2University of

Minnesota, Minnespolis, MN. (Control ID #2945573)

BACKGROUND: 30-day readmissions are an important measure used as a

proxy for the quality of inpatient care delivery. However, separating variations

in patient characteristics such as socioeconomic risk factors from other factors

driving readmission is challenging. The quality incentive program, Hospital

Readmission and Reduction Program (HRRP), has been associated with a

reduction in readmission rates. However, it is unclear whether HRRP has

improved care for populations where socioeconomic factors may drive read-

mission. In this study, we investigate trends in hospital utilization of patients

with readmissions to multiple different hospitals following the implementation

of HRRP.

METHODS: A large administrative database was generated from the Health

Care Utilization Project's (HCUP) Database from 5 states (VT, NY, FL, IA, UT,

2011-2013) which allowed for tracking of individuals across hospital systems.

Patients were categorized into the general population, super-utilizers (4 ormore

inpatient stays in 1 year), and patients with fragmented care (3 or more

inpatient admissions to different hospitals within 1 year). We then describe

trends in hospital utilization, 30-day readmissions, and yearly cost. We com-

pare the contribution of each patient population to 30-day readmissions among

hospitals categorized into worse than average, average, and better than average

according to Center for Medicare & Medicaid Services (CMS) quality

standards.

RESULTS:We identified 439,498 patients as super-utilizers. Of those,

23.3% visited 3 or more hospitals in 1 year. While cause specific and

all cause 30-day readmission rates improved from 2011 to 2013 for all

super-utilizers (slope -0.008, p<0.001), they did not improve for pa-

tients receiving fragmented care (slope 0.004, p=0.142, difference in

slopes p=0.008). These results were consistent for all forms of insur-

ance, including uninsured. Hospitals with below the national average

for all cause readmission rates, saw a higher rate of super utilizers

(20% of encounters vs 15.3% for average hospitals and 11.2% of

above average) and higher rate of patients receiving fragmented care

(6.2% of encounters vs 3.3% for average hospitals and 1.6% of above

average hospitals). Patients receiving fragmented care accounted for a

disproportionate number of readmissions for hospitals penalized by

CMS, accounting for 17.1% of all 30 day readmissions vs 9.3% of

average hospitals, and 5.0% of below average hospitals.

CONCLUSIONS: While the readmission rate for super-utilizers has

improved following HRRP, the rate of patients experiencing

fragmented care has remained stable. These patients were more likely

to be racial minorities, underinsured, urban residents, and contributed

disproportionately to readmission rates of hospitals penalized by CMS.

Disparities caused by care fragmentation may persist unless health

policy specifically addresses hospital continuity and the factors driving

readmission within this population.

INSIGHTS INTO VETERANS' PERSPECTIVES ON A PEER SUP-

PORT PROGRAM FOR DIABETES GLUCOSE CONTROL Briana

Lott2; Tanisha N. Dicks2; Richard SoRelle2; Shimrit Keddem2, 1; Judy A.

Shea1, 2; Judith A. Long2, 1. 1University of Pennsylvania, Perelman School

of Medicine, Philadelphia, PA; 2Corporal Michael J. Crescenz VAMC, Phila-

delphia, PA. (Control ID #2946843)

BACKGROUND: Behavioral interventions using peer support have proven

effective in helping patients manage chronic diseases. While studies have

tested the efficacy of peer support programs for diabetic veterans, few have

evaluated the perceptions of participants or tried to understand key elements of

successful pairings.

METHODS: We conducted semi-structured qualitative interviews with

participants of a mixed methods randomized control trial with three

arms exploring whether peer mentors help veterans with diabetes

improve glucose control. These open-ended interviews were informed

by Adult Learning Theory and assessed mentors' and mentees' experi-

ences. Interviews were recorded, transcribed, and analyzed for emer-

gent themes. We were particularly interested in determining whether

there were differences in experience for mentees who successfully

reduced their HbA1c by ≥1% compared to those who did not.

RESULTS: We conducted 85 interviews at 6 months. 60% of interviewed

participants were Black and 98% were men. 39% of interviewed mentees had

reduced their HbA1c by ≥ 1%. The majority of mentees and mentors reported

positive experiences with the intervention, felt they gained knowledge about

diabetes and made a friend in the process. Mentors articulated a sense of

accountability, which reinvigorated their own self-care. Mentees described

the intervention as engendering a more positive outlook, enhancing self-

efficacy, and inspiring diabetes self-care. However, participants did encounter

barriers including logistical, interpersonal, and individual obstacles (which

primarily related to comorbidities especially mental health issues). As com-

pared to unsuccessful mentees, successful mentees described their mentors

more positively and reported no major barriers. They were also more likely to

report that their mentor took their role seriously, called consistently, stayed on

topic, and helped them track their blood sugar readings. Successful mentees

were also more likely to regard their mentor as genuine and felt they helped

reinforce positive health behaviors.
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CONCLUSIONS: Both mentors and mentees appreciated engaging in a peer

mentor program and found it both a source of motivation and social support.

Successful partnerships were characterized by both partners taking the process

seriously and actively engaging with each other. Large peer support programs

are appealing; however, these programs can be optimized by selecting naturally

inclined mentors, providing additional training to introduce more structure into

mentorship interactions, and targeting mentees who are not struggling with

overwhelming comorbidities.

INTEGRATINGANONLINEWEIGHTMANAGEMENT PROGRAM

WITH POPULATION HEALTHMANAGEMENT IN THE PRIMARY

CARE SETTING: DESIGN AND BASELINE CHARACTERISTICS

OF THE PROPS STUDY (PARTNERSHIPS FOR REDUCING OVER-

WEIGHT AND OBESITY WITH PATIENT-CENTERED STRATE-

GIES) Heather J. Baer1; Barbara A. De La Cruz1; Nyryan V. Nolido1; E. John

Orav1; Jane R. Soukup1; Kristina Secinaro1; Ihorma Adighibe1; Ronen

Rozenblum1; Jason P. Block2, 1; Katherine D.McManus1; Florencia Halperin1;

David W. Bates1. 1Brigham and Women's Hospital, Boston, MA; 2Harvard

Pilgrim Health Care Institute/Harvard Medical School, Boston, MA. (Control

ID #2946441)

BACKGROUND: Primary care providers often do not have sufficient time or

training to counsel patients about weight. There is an urgent need for scalable,

low-cost weight management strategies that can be easily implemented in the

primary care setting.

METHODS:We adapted an existing evidence-based online weight manage-

ment program and integrated it with population health management at

primary care practices affiliated with Brigham and Women's Hospital

(BWH) in Boston, Massachusetts. The online weight management program

consists of educational sessions, meal plans, and tools for tracking diet,

physical activity, and weight. The population health management strategy

involves monitoring and support from population health managers, who are

non-clinical staff working with the primary care practices. We worked

closely with patient advisors and other stakeholders during development of

the intervention and conducted focus groups and semi-structured interviews

to obtain additional feedback. We currently are conducting a pragmatic,

cluster-randomized trial in 15 primary care practices (24 clinics) to compare

the effectiveness of three strategies: 1) usual care, 2) online program alone,

and 3) online program plus population health management (combined inter-

vention). Eligible patients had to be between ages 20 and 70 and have a

recent visit at a BWH primary care practice, body mass index (BMI) ≥ 27

and < 40 kg/m2, and a diagnosis of hypertension or type 2 diabetes; they

also had to speak English or Spanish, have access to the Internet, and be

motivated to lose weight. The primary outcome is change in body weight at

12 months, calculated from weights measured at routine primary care visits

and recorded in the electronic health record. Secondary outcomes include

weight change at 6 months and 18 months, as well as changes in cardiovas-

cular risk factors, weight-related quality of life, diet, physical activity, self-

reported health status, and self-efficacy around weight loss.

RESULTS: A total of 840 participants were enrolled in the trial

between July 2016 and August 2017 (326 usual care, 216 online

program alone, and 298 combined intervention). At enrollment, par-

ticipants' mean age was 59.3 years, their mean weight was 203.1

pounds, and their mean BMI was 32.5 kg/m2; 60.1% of participants

were female, 76.7% were white (non-Hispanic), 96.4% had hyperten-

sion, and 24.4% had type 2 diabetes. Most participants reported their

health as good (50.9%) or very good/excellent (27.0%). More than

two-thirds of participants had a Bachelor's degree (34.0%) or an

advanced degree (33.6%). Almost all participants (92.2%) had at least

one prior weight loss attempt. Follow-up for the outcomes is still

ongoing.

CONCLUSIONS: It is feasible to integrate an online weight management

program with population health management in the primary care setting. Our

results will contribute valuable information about the effectiveness of these

strategies in primary care.

INTENSIFICATION OF ANTIHYPERTENSIVE REGIMENS FOL-

LOWING HOSPITALIZATION FOR UNRELATED CONDITIONS:

ARE PHYSICIANS CHASING INPATIENT OR OUTPATIENT

BLOODPRESSURES? Timothy Anderson1; Charlie Wray1; Bocheng Jing2;

Kathy Fung2; Sarah Ngo2; Edison Xu2; Michael A. Steinman3. 1University of

California, San Francisco, San Francisco, CA; 2VA San Francisco, San

Francisco, CA; 3SF VA Medical Center, San Francisco, CA. (Control ID

#2945333)

BACKGROUND: Transient elevations of blood pressure (BP) are common in

hospitalized older adults and may lead clinicians to discharge patients on

intensified antihypertensive regimens. While potentially beneficial for patients

with poor outpatient BP control, intensifications can lead to overtreatment of

patients with previously controlled outpatient BPs, increasing their risk of

adverse drug events.

METHODS: We used national VA data to identify veterans age >=65

years with hypertension who were hospitalized in 2011-2013 with

pneumonia, urinary tract infection or venous thromboembolism. Using

VA pharmacy records, we compared antihypertensives prescribed on

admission and discharge. Our primary outcome was antihypertensive

regimen intensification, defined as being discharged on a greater

number or increased dose of antihypertensives compared with admis-

sion. We used hierarchical logistic regression models to estimate

predicted probabilities of intensification by inpatient and outpatient

BP, controlling for patient characteristics and hospital clustering.

RESULTS: Among 14,484 veterans, 97% were male and the median age was

77 (IQR 69-85). Patients were prescribed a median of 1 antihypertensive on

admission (IQR 0-2) and 13% were discharged on an intensified regimen.

Intensification rates were not associated with patient age or comorbidity

burden. Among the 9,200 veterans with well-controlled BP (<140/90 mmHg)

prior to hospitalization, rates of intensification ranged from 8% among those

with normal inpatient BPs to 39% among those with severely elevated inpa-

tient BPs (Figure). Intensifications were common in groups less likely to

benefit from aggressive BP control: 14% of patients with dementia and 9%

of patients with metastatic cancer.

CONCLUSIONS: One in 8 older veterans hospitalized for common

conditions were discharged on intensified antihypertensive regimens.

High inpatient BPs were strongly associated with intensification of

antihypertensives on discharge, even in patients with previously well

controlled outpatient BP.
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INTERNAL MEDICINE RESIDENT KNOWLEDGE AND ATTI-

TUDES AROUNDOPIOIDOVERDOSE PREVENTIONEDUCATION

AND NALOXONE DISTRIBUTION ATAN URBAN MEDICAL CEN-

TERTrangVu; Stephanie Duarte; LindaWang; JeffreyWeiss. Icahn School of

Medicine at Mount Sinai, New York, NY. (Control ID #2945114)

BACKGROUND: In New York City, rates of overdose deaths due to opioids

continue to rise. The Mount Sinai Internal Medicine Associates clinic is the

teaching clinic for the Icahn School of Medicine at Mount Sinai and is a

designated Opioid Overdose Prevention Program in NY, which provides

patient-centered, harm reduction counseling as well as free take-home nalox-

one kits to patients. There has been a programmatic movement encouraging

providers and residents to educate patients on opioid overdose prevention

strategies and naloxone. However, the rate of naloxone take home kit distri-

bution by residents remains low and little is known about internal medicine

resident attitudes towards educating patients in opioid overdose prevention

efforts. This quality improvement project aims to assess the baseline knowl-

edge and attitudes of internal medicine residents regarding opioid overdose

prevention counseling and naloxone prescribing.

METHODS: From September to October 2017, we conducted three opioid

overdose prevention and naloxone trainings for PGY2 and PGY3 internal

medicine residents utilizing a standardized slide deck developed by the NYC

Department of Health. Previous to the training, we administered an anonymous

baseline survey derived from a previously published study. Questions were

asked regarding knowledge about and familiarity with overdose prevention

and naloxone prescribing, and ranked on a 5-point Likert scale. We conducted

simple frequencies for these questions.

RESULTS: Of 52 residents who attended the training sessions, 32 pre-test

surveys were completed (61.5% response rate). Although 93.8% of residents

reported having patients with opioid use disorder on their panels, only 15.6%

of residents have provided a naloxone prescription or take home rescue kit to

patients previously. The majority of residents either agreed or strongly agreed

(44.8% and 56.2% respectively) that it is the clinician's responsibility to discuss

overdose prevention with patients. Despite this, many agreed and strongly

agreed (53.1%, 9.4%, respectively) that they are not familiar enough with

opioid prevention strategies to discuss them with patients. 56.3% and 6.3%

disagreed and strongly disagreed respectively that they were knowledgeable

about when a naloxone rescue kit is indicated, and 50.0% agreed and 6.3%

strongly agreed that they did not feel familiar enough with naloxone adminis-

tration to discuss it with patients.

CONCLUSIONS: Even though internal medicine residents feel responsible

for counseling patients on opioid overdose prevention, many indicated lack of

knowledge and comfort in doing so. This highlights the need for a robust and

standardized resident curriculum around the management of patients with

substance use disorders, including overdose prevention counseling and nalox-

one take home kits, to help reduce the rate of opioid overdose deaths in the

community. We are currently in the process of developing a substance use

curriculum spanning all three years of residency.

INTERNATIONAL NORMALIZED RATIO (INR) CONTROL

AMONG RURAL PATIENTS IN CHHATTISGARH, INDIA Puja

Chebrolu1; Sushil Patil2, 4; Timothy Laux2, 4; Noor Al-Hammadi3; Satish

Goel2; Priyank Jain2, 4; Brian F. Gage3. 1Barnes-Jewish Hospital, St Louis,

MO; 2Jan Swasthya Sahyog, Ganiyari, India; 3Washington University in St

Louis, St Louis, MO; 4Heal Initiative, San Francisco, CA. (Control ID

#2939189)

BACKGROUND: Warfarin is the only available anticoagulant in rural India

but requires frequent monitoring and has risks of hemorrhage and of birth

defects. Health care availability is limited in this area, with less than half of

government lab facilities having necessary staff. The purpose of this study is to

describe the current state of INR control in a hospital in rural Chhattisgarh,

India to identify targets for improvement.

METHODS: We retrospectively obtained INR data from all patients taking

warfarin during 2014-2016 from the electronic medical record (EMR) of a

tertiary care center in rural Chhattisgarh, India. Patients attending the clinic

have their INR checked in the hospital lab prior to their appointments, results

are uploaded into the EMR, and warfarin is adjusted by the physician on the

same day. INR values were obtained with a Behnk Elektronik Thrombostat

magnet-based monitor (Norderstedt, Germany). Percentage time in therapeutic

range (PTTR) was calculated by linear interpolation using the standard method

(Rosendaal 1993) using an individualized INR goal, depending on the indica-

tion. PTTR analysis included only patients who had at least 2 INR visits which

were < 8 weeks apart and used the patient target INR range (either 2-3 or 2.5-

3.5).

RESULTS: There were 251 unique patients with 3109 INR visits. 56%

of participants were female. Mean age was 46 years, mean BMI 16.

Average distance from the hospital was 84 km. Median INR was 1.8.

Of all patients, 162 had more than one visit. Median number of days

between INR visits was 29. Mean (PTTR) was 18.5%, and INR was

sub-therapeutic 67% of the time. Correlation between PTTR and

distance from the hospital was trivial (0.05).

CONCLUSIONS: INR monitoring in this rural population is infrequent

and INR is therapeutic 18.5% of the time. Future studies should focus

on identifying barriers to care and potential interventions in this high-

risk population.
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INVESTIGATING THE VALIDITY OF CLINICAL REASONING RU-

BRICS IN ASSESSMENT OF MEDICAL STUDENT SOAP NOTES

Yvonne N. Covin1; Palma Longo2; Neda Wick2; Katherine Gavinski2; James

M. Wagner2. 1UT Health San Antonio, San Antonio, TX; 2UT Southwestern

Medical Center, Dallas, TX. (Control ID #2941406)

BACKGROUND: Several assessment instruments intend to measure clinical

reasoning ability communicated in Subjective-Objective-Assessment-Plan

(SOAP) notes, yet we lack evidence corroborating their validity to a standard.

We set out to compare the validity evidence, specifically relationships to other

variables and internal structure, of three clinical reasoning rubrics: Clinical

Reasoning Task (CRT) checklist, Patient Note Scoring Rubric (Park), and

Summary Statement Assessment Rubric (SSAR). Final rubric scores from a

Virtual Patient module (VPM) were compared to a gold-standard clinical

reasoning test, the Clinical Data Interpretation (CDI).

METHODS: In November 2016, 235 pre-clinical medical students in the

Foundations of Clinical Reasoning course completed the CDI test, solved a

VPM, and then created individual summary SOAP notes. Thirteen students

participated in Think Aloud (TAL) interviews and sixteen students wrote a

SOAP note on a second clinical case. Analysis used 230 SOAP notes derived

from the VPM, 16 written SOAP notes from the second clinical case, and 13

TAL interviews. TAL interview transcripts were scored with CRT. The 230

SOAP notes were graded with the CRT, and SSAR rubrics. The sixteen SOAP

notes from the second clinical case were graded with the Park rubric. Rela-

tionship to other variables of the three rubrics was determined by correlation of

note scores between the three scores. Internal structure was examined by score

correlation of assessment domains within each rubric.

RESULTS: Statistically significant agreement achieved in all qualitative cod-

ing analysis [Intra-class Correlation Coefficient range: 0.77 - 0.98]. A large,

significant correlation between the Park and CRT rubric global scores was seen

(r = 0.71; p = 0.002). We observed three significant correlations between Park

andCRT rubric assessment domains ranging from 0.51 - 0.63. Internally within

the CRT rubric, significant domain associations were noted ranging from 0.55 -

0.72. Within the SSAR rubric, significant domain associations were noted

ranging from 0.15 - 0.55. No correlation found between any final SOAP note

rubric and student CDI scores.

CONCLUSIONS: Differing strengths of association between measured var-

iables of clinical reasoning expression in the CDI and rubrics suggest varying

degrees of overlap in the framework underpinning their assessment domains.

Strong correlations between rubric scoring domains may suggest early areas of

clinical reasoning capability development, which may not be yet captured in

CDI testing. Future directions of this work should include testing at all training

levels for progress tracking and standard-setting.

ISOBTAININGHOUSINGASSOCIATEDWITHDECREASEDODDS

OF EXPERIENCING VICTIMIZATION IN OLDER HOMELESS

ADULTS? RESULTS FROM THE HOPE HOME STUDY Michelle

Tong1; Lauren M. Kaplan2, 2; David Guzman2, 2; Margot Kushel2, 2. 1Univer-

sity of California, Berkeley, Berkeley, CA; 2University of California, San

Francisco, San Francisco, CA. (Control ID #2941102)

BACKGROUND: The homeless population is aging; approximately half of

the homeless population is aged 50 or over. Homelessness is associated with

high rates of victimization; this may be due to shared risk factors between

homelessness and victimization or the unsafe environment of homelessness.

Little is known about whether victimization rates decrease as individuals regain

housing.

METHODS: We used population based sampling methods to recruit 350

adults aged 50 and older, whomet HEARTHhomelessness criteria in Oakland,

California. We interviewed participants every 6-months for three years, and

assessed whether participants had experienced sexual or physical assault in the

prior six months (primary dependent variable) and whether participants met

criteria for homelessness as defined by HEARTHcriteria (primary independent

variable), as well as other key covariates. Using GEE models, we examined

whether obtaining housing was associated with a lower risk of assault, after

adjusting for known factors associated with victimization.

RESULTS: The majority of the cohort was male (77.1%) and African Amer-

ican (79.7%). At baseline, approximately half (49.6%) had spent over a year

homeless and (10.6%) of individuals had experienced either physical or sexual

violence in the prior 6 months. In adjusted, robust GEE models, being home-

less at follow-up doubled the odds of experiencing recent victimization (ad-

justed odds ratio [AOR] = 2.11, 95% CI: 1.46 - 3.06). Having an alcohol use

disorder (AOR = 1.45, 95% CI: 1.03 - 2.05), and a substance use disorder

(AOR = 1.66, 95% CI: 1.17 - 2.38), early life victimization (AOR = 1.70, 95%

CI: 1.17 - 2.48), functional impairment (AOR = 1.64, 95%CI: 1.19 - 2.28), and

depressive symptomatology (AOR = 1.71, 95% CI: 1.16 - 2.53) were inde-

pendently associated with victimization. Compared to men, women had ele-

vated odds of experiencing victimization, but this was not statistically signif-

icant (AOR = 1.33, 95% CI: 0.87 - 2.05).

CONCLUSIONS: Older homeless adults experience high rates of physical

and sexual assault. This risk decreases significantly with housing, after adjust-

ment for potential confounders including health related behaviors and mental

health. Clinicians should screen older homeless adults for victimization and

practice trauma-oriented care. Investigators interested in housing outcomes

should include measures of victimization. Victimization of older homeless

adults is a hidden cost of homelessness, and reduction in this risk is a potential

benefit of housing.

IS USING MOBILE PHONE TEXTING ALONE SUFFICIENT TO

ENHANCE PATIENT ACTIVATION? Ade B. Olomu; Karen Kelly-

Blake; William Hart-Davidson; James Stewart; Gurveen Chahal; Zane

Alroshood; Maitreyee Rai. Michigan State University, East Lansing, MI.

(Control ID #2944202)

BACKGROUND: Patient Activation Interventions (PAI) instill skills and

confidence that improve patient engagement and health outcomes. Mobile

self-management TeXTing interventions (TXT) have been proposed as to

activate patients, reinforce, and maintain positive behavior changes. The

Office-Guidelines Applied to Practice (Office-GAP) Program is a PAI that

trains patients and providers in Shared Decision-Making to improve commu-

nication and patient-provider relationships. Our objective is to determine if the

combination of Office-GAP + TXT improves patient activation scores more

than TXT alone.

METHODS: The Office-GAP/TXT (CareSmarts) intervention is a two-arm

pilot study in Internal Medicine Residency clinics. Patients were assigned to

Office-GAP + TXT or TXT alone based on whether they attended the Green

team or White team residency clinics. Office-GAP included: 1) Patient activa-

tion group visit 2) Provider training and 3) Decision support checklist used in
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real time in the office in two provider visits. TXT intervention included: 1)

Teaching patients to send and receive text messages 2) Patients receive daily

messages appropriate to their diagnosis and medications (e.g. BP, blood

glucose, medication) for 14 weeks, along with appointment reminders 3)

Patients respond to prompts and may contact their providers via texting. We

evaluated the effect of the Office-GAP /CareSmarts (TXT) intervention on

patient activation scores using the Patient Activation Measure (PAM). PAM

consists of a10-item scale scored from 0-100 with higher scores reflecting

progression toward greater activation. We used the Generalized Estimation

Equation (GEE) method for hierarchical continuous models to determine

whether there are improvements in these measurements from baseline to

four-month follow-up.

RESULTS: Forty-five patients enrolled in the pilot with 25 patients in Office-

GAP + TXT arm and 20 patients in the TXT only arm. Twelve patients from

Office-GAP + TXTarm and 10 patients from the TXTonly arm completed the

PAM at four-month follow-up. At baseline, average PAM score is 63.6 in the

combined group and 60.7 in TXT only group (P-value=0.474). At four month

follow-up, average PAM score is 73.6 in combined group and 60.3 in TXT

only group (P-value=0.031). We controlled for race, age, gender, numeracy

and other confounders in GEE model. Our results show that from baseline to

four-month follow-up, the PAM score increased by 9.08 on average for

combined group (P-value=0.04). While in TXT only group, the PAM score

decreased by 5.89 on average (P-value=.52).

CONCLUSIONS: The present pilot demonstrates that combining mobile

phone texting with Office-GAP enhances patient activation measures over

time compared to using texting alone. PAI in combination with mobile phone

texting is crucial to strengthen skills and confidence for improving patient

engagement and activation.

IT'S NOT GREEK TO ME! PATIENTS REPORT UNDERSTANDING

OFFICE VISIT NOTES ACROSS SPECIALTIES AND PROVIDERS:

FINDINGS FROM A LARGE MULTISITE SURVEY Leonor

Fernandez3; Suzanne Leveille3; Zhiyong Dong3; Alan Fossa1, 3; Patricia

Fitzgerald3; Joann G. Elmore2; Catherine DesRoches3; Tom Delbanco3, 1;

Sigall K. Bell3; Joshua M. Liao4; Jan Walker3. 1BIDMC, Boston, MA; 2Univ

of WA, Seattle, WA; 3Beth Isreal Deaconess Medical Center, Boston, MA;
4University of Washington, Seattle, WA. (Control ID #2945734)

BACKGROUND: Millions of patients are invited today to read their visit

notes using online patient portals. Clinicians may wonder whether patients

understand the notes.

METHODS: We conducted an online survey of patients in 3 US health

systems offering online access to ambulatory visit notes through secure Internet

portals. We included patient respondents who reported having read at least one

note in the previous 12 months and asked them about a self-selected individual

note that they had read in that time period.We generated descriptive statistics in

our analyses.

RESULTS: Of the 136,815 patients invited to complete the survey, 28,795

responded (21%). Of these, 25,817 reported having read at least one note in the

past 12 months; 11,299 at University of Washington Medicine, an academic

health system in WA, 1,389 at Geisinger Health System in rural northeastern

Pennsylvania, and 13,129 at Beth Israel Deaconess Medical Center, a large

urban academic medical center, and affiliated practices in Boston. Across sites,

specialties, and types of clinicians, 73% of patients reported that they

"understood everything in the note," and an additional 23% reported that they

"understood almost everything in the note." Primary Care notes were some-

what better understood than specialist notes. Among patients without college

education, 66% reported understanding everything in the notes, compared to

72% who attended college and 75% of patients who completed graduate

degrees. Of those reporting fair or poor general health, 67% understood

everything in the note, compared to 74% of those reporting good to excellent

health. While 4% of patients reported they understood only some or very little

of the note, 89% of this group reported that reading online visit notes was

important for making them feel more in control of their health, compared to

92% of their peers who understood all or nearly all of the notes.

CONCLUSIONS: In general, ambulatory care patients who have accessed

their visit notes do not report difficulty understanding notes written across

specialties and types of providers. Regardless of their level of understanding of

the notes, patients reported deriving a greater sense of control of their health by

having access to their notes, suggesting that medical record transparency can

be important in empowering patients.

JOINT CORTICOSTEROID INJECTION ASSOCIATED WITH IN-

CREASED INFLUENZA RISK Terin Sytsma; Lindsey Greenlund; Laura

Greenlund. Mayo Clinic, Rochester, MN. (Control ID #2904145)

BACKGROUND: Influenza is a global public health concern, causing sig-

nificant morbidity and mortality. Annual vaccination provides protection, but

vaccine efficacy depends upon appropriate immune response. High-dose vac-

cines have been used to improve vaccine response in patients age 65 and over.

Oral steroids may reduce vaccine effectiveness due to immunosuppressive

effects; however, no data are available regarding the impact of joint cortico-

steroid (CS) injection on influenza vaccine effectiveness. The aim of this study

was to determinewhether major joint CS injectionwas associatedwith reduced

influenza vaccine efficacy.

METHODS: A retrospective chart review was conducted of a population

residingwithin a single county at a large academicmedical center. Patients who

received both a major joint (shoulder/hip/knee) CS injection and influenza

vaccination surrounding five influenza seasons from 2012-2017 were com-

pared to unvaccinated patients who had received a joint injection and vacci-

nated patients (age ≥ 50) who had not received a joint injection ("vaccinated

controls"). Demographics, comorbidities and influenza rates were compared

using descriptive statistics and hazard ratios.

RESULTS:During the 2012-2017 influenza seasons, 15,068 patients received

a major joint CS injection: 4,804 were vaccinated and 10,264 were unvacci-

nated. During the same period, 43,236 patients age ≥ 50 were vaccinated but

did not receive a major joint CS injection. The vaccinated controls had an

overall influenza rate of 1.09%. Vaccinated and unvaccinated patients with a

major joint CS injection had increased rates of influenza (1.64% and 1.70%

respectively). Further breakdown of the vaccinated CS injection group showed

that the influenza rate in patients under age 65 was 2.28% (46/2015) compared

to 1.18% in patients ≥ 65 (33/2789)(p=.003). The overall hazard ratio for

influenza in vaccinated patients receiving a major joint CS injection was 1.53

(95% CI 1.20-1.93) compared to the control vaccinated group (number needed

to harm 176, 95% CI 113-398).

CONCLUSIONS: Given the widespread practice of joint CS injections for

pain and the morbidity/mortality associated with influenza, understanding the

associated risk has important public health implications. Our results suggest
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that major joint CS injections are an independent risk factor for influenza, even

in vaccinated patients. This risk appears to be particularly high amongst those

under the age of 65. Given that vaccinated patients age 65 and older with a

major joint CS injection developed influenza at a lower rate than those under

65, the high-dose influenza vaccine may mitigate this risk. More detailed,

prospective studies are needed to further elucidate these associations.

JUST SIGN HERE? A NATIONAL SURVEY OF OPIOID TREAT-

MENT AGREEMENTS FOR CHRONIC PAIN MANAGEMENT

Jordana Laks; Krupa Patel; Daniel P. Alford; SarahM. Jones; S. E. Armstrong;

Katherine Waite; Lori Henault; Michael K. Paasche-Orlow. Boston University

School of Medicine and Boston Medical Center, Boston, MA. (Control ID

#2944218)

BACKGROUND: National guidelines recommend using opioid treatment

agreements (OTAs) when prescribing opioids for patients with chronic pain.

Despite the lack of evidence supporting their use, OTAs can be used to educate

patients about opioid risks and benefits and to establish shared expectations for

treatment goals and monitoring. In this cross-sectional study, we surveyed

clinicians who use OTAs and described characteristics and implementation of

their OTAs.

METHODS: We sent electronic surveys with requests for copies of OTAs to

62,530 clinicians who had registered for Boston University's Safe and Com-

petent Opioid Prescribing Education program between 3/2013-6/2017. The

survey queried for practice locations and specialties; presence of state OTA

requirements; design and implementation of OTAs; and opinions on OTAs'

value and effectiveness in reducing opioid misuse. Data were analyzed on the

sample of clinicians who reported using OTAs. We also performed a thematic

analysis of the OTAs to identify overarching themes.

RESULTS: In this study, 443 respondents from 44 states reported using

an OTA. The two most common practice specialties were primary care

followed by pain medicine. Most practices either created an original OTA

(40%) or modified an existing OTA (31%), with 73% reporting that their

practices required OTAs for patients prescribed opioids for chronic pain

and 23% reporting that their state required OTA use. More clinicians

reported that OTAs were "often" or "always" worth the effort than those

who reported that OTAs were "often" or "always" effective in reducing

opioid misuse (66% versus 28%, respectively). Respondents submitted 122

OTAs that varied widely in length, format, and tone. Most OTAs featured

punitive themes such as patient obligations, clinic rules, mandatory mon-

itoring, and potential punishments. Eighty-five percent of agreements

warned patients that violation of one or more OTA terms would result

in opioid discontinuation and/or discharge from the practice. Few agree-

ments addressed provider responsibilities and patient rights in their treat-

ment plan.

CONCLUSIONS: Most opioid treatment agreements are designed to enact

rules and penalties. These documents rarely focus on helping patients make

informed decisions regarding their opioid use or facilitating patient-provider

communication or agreement about the treatment plan. Clinicians and re-

searchers should revisit the function of OTAs and consider developing

patient-centered agreements that are consistent with a caring rather than

contractual relationship. Further research is needed to determine OTAs' read-

ability and efficacy in preventing opioid misuse and promoting improvements

in care.

KNOWLEDGE GAPS IN GOUT MANAGEMENT: A CROSS SEC-

TIONAL SURVEY AMONG INTERNAL MEDICINE RESIDENTS

Sreelakshmi Panginikkod1; Rasiya Hashim1; Alvaro J. Altamirano Ufion2;

Roshanak Habibi3; Ahmad Raja3; Niyati M. Gupta4; Venu Pararath

Gopalakrishnan3. 1Presence Saint JosephHospital, Evanston, IL; 2Advocate illinois

Masonic Medical Center, Evanston, IL; 3Presence Saint Francis Hospital, Evans-

ton, IL; 4Cleveland Clinic Foundation, Cleveland, OH. (Control ID #2947663)

BACKGROUND: The prevalence of gout has risen in recent decades despite

advancements in therapeutic options due to several reasons, including lack of

adherence to treatment guidelines by physicians and patients' poor perception

and adherence to therapy. We aim to assess the knowledge and beliefs of gout

management among Internal Medicine residents inorder to define the gaps.

METHODS: A cross-section survey of Internal Medicine residents from three

residency programs inChicagowas conducted using a 20-item questionnaire based

on current ACP guidelines on gout management. Residents were considered to

have "good" knowledge if 70% of the questions are answered correctly. Survey

performance was compared to respondent's' year in residency, information on

guidelines, number of teaching sessions attended, and number of gout patients

cared for. We obtained adjusted relative risks (RRs) of good knowledge by

estimating amultivariable Poisson regressionmodelwith robust variance estimates,

adjusted for covariates. Analyses were conducted using Stata, version 14. 2.

RESULTS: Of the original sample of 150 residents, 126 (84%) responded to the

survey.Good knowledgewas demonstrated by only 40%of the respondents. In our

survey, two-third of the residents reported that their teaching on gout management

is inadequate. For acute gout attacks, 70% of the respondents recognized the right

therapeutic options. Only half of the residents knew the correct dose of colchicine

and other half opted regimens accounting for higher dose of >2mg/day. During an

acute attack, urate-lowering therapy(ULT) was continued by approximately three-

quarters (73%) of the residents. Half of the respondents (50%)were aware that anti-

inflammatory prophylaxis (54%colchicine)was indicatedwhile initiatingULT, but

only one-third offered the prophylaxis for ?8 weeks. Approximately 60% of

residents reported that allopurinol is initially dosed according to the renal function,

but only one third (33%)were aware that it must be titrated to the target serumurate

level. Less than half (46%) considered the target serum urate level to be less than 6

mg/dl. In multivariable regression analysis, gout related knowledge was found to

be higher among residents who attended more than 3 teaching sessions (RR-3. 1;

P=0. 03;95% CI,1. 09 to 10. 9) and who read the guidelines on management (RR-

1. 8; P=0. 04; 95% CI,1. 87 to 4. 00).

CONCLUSIONS:Our study suggests that better dissemination of knowledge

on gout management to Internal Medicine physicians in training is needed. We

have identified several areas that should be focused: 1) avoidance of high-dose

colchicine; 2) initiating anti-inflammatory prophylaxis while starting urate

lowering therapy and its duration; 3) initial dosing of allopurinol 4) target

serum urate level; and 4) the need to titrate allopurinol to target serum urate

level. Educational sessions targeting these knowledge gaps can potentially

reduce the prevalence and healthcare costs of this burdensome disease.

LACK OF TRAINING DRIVES GAPS BETWEEN HOSPITALISTS'

DESIRED USE, CURRENT USE, AND PERCEIVED COMPETENCE

IN POINT-OF-CARE ULTRASOUND (POCUS) David Chia1; Stephanie

Conner2; Meghan T. O'Brien1; Farhan Lalani2; Nima Afshar3; Trevor Jensen2.
1ZSFGH, San Francisco, CA; 2UCSF, San Francisco, CA; 3San Francisco VA

Medical Center, San Francisco, CA. (Control ID #2947316)
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BACKGROUND: Point-of-care ultrasound (POCUS) is increasingly recog-

nized as an important adjunctive diagnostic tool in hospital medicine (HM).

The incorporation of POCUS into clinical decision-making can increase the

speed and accuracy of initial diagnosis, decrease procedural complications, and

increase patient satisfaction compared to usual care. It has already been widely

adopted in emergencymedicine and critical care, and is becoming increasingly

utilized in HM. However, there is wide variability amongst current hospitalists

with respect to to utilization of, training in, and competence in POCUS.

METHODS:We conducted a study to better understand POCUS in HM. The

study consisted of an anonymous thirteen-item web-based survey that focused

on prior training, attitudes and perspectives, current practices and competen-

cies, desired use, and barriers to clinical integration. The surveywas distributed

to three academic HM divisions. Data was collected and analyzed in Qualtrics.

RESULTS: The response rate for the survey was 64% (82/129). A vast

majority of respondents (>85%) felt that POCUS was important for diagnostic

purposes in internal medicine, that it should be a formal part of residency

training, and that they would benefit from POCUS-specific faculty develop-

ment. Given proper training and access to equipment, 73% reported that they

could foresee themselves using POCUS regularly to assist with clinical

decision-making. A majority of hospitalists (67%) reported current use of

generally accepted POCUS exams in some aspect of their clinical care, though

very few hospitalists felt extremely competent in their abilities in these exams

(Figure 1). Inadequate training was the most common barrier to POCUS use

(85%), and a third (33%) of hospitalists reported no prior training in POCUS.

CONCLUSIONS: Our study suggests hospitalists have a high desire to learn

POCUS and identifies significant gaps between desired use, current use, and

perceived competence in POCUS. Lack of training was the most significant

barrier to use of POCUS. Initial training should focus on closing the gaps

between perceived competence and current use for the purpose of quality and

safety, with consideration of more extensive training thereafter to achieve

desired use of POCUS for hospitalists.

LARGEMETRO-LEVELVARIATIONS INRACIALDISPARITIES IN

ACCESS TO HIGH QUALITY HOSPITALS FOR CORONARY

HEART DISEASE Ioana Popescu1; Joseph Pane2; Peter Huckfeldt3; Jose J.

Escarce1. 1UCLA, Los Angeles, CA; 2RAND Corporation, Pittsburgh, PA;
3University of Minnesota, Minneapolis, MN. (Control ID #2941979)

BACKGROUND:White-black disparities in high-quality hospital use for the

treatment of coronary heart disease (CHD) have been well documented.

However, national analyses may mask significant local variations due to

differences in geographic access, and factors affecting hospital choice beyond

geography (i.e., physician networks and patient preferences). Moreover, dis-

parities may be influenced by local racial residential segregation (RRS). This

study had two objectives: 1) examine metro-level variations in the white-black

gap; and 2) assess the association between RRS and the white-black gap in

high-quality hospital use for CHD.

METHODS:We usedMedicare files to identify black and white beneficiaries

aged 65 or older hospitalized July 2009 - December 2011 with acute myocar-

dial infarction (AMI) or coronary artery bypass graft surgery (CABG) in 37

metro areas (MSAs) with at least 25 black CABG cases. We assessed hospital

quality using published CMS 30-day risk-standardized AMI mortality rates.

We identified high-quality hospitals as those ranking in the bottom quintile of

the mortality distribution. We examined the relationship between race and

high-quality hospital admission within each MSA using multinomial condi-

tional logit models, which accounted for distances to available hospitals. We

used model estimates and decomposition techniques to calculate the white-

black gap in high-quality hospital use, and the contributions of two compo-

nents, racial differences in geographic access, and in hospital choice due to

factors beyond geography (henceforth termed "hospital choice behavior"), to

the overall white-black gap in each MSA. We measured MSA RRS using the

Dissimilarity index, a measure of evenness where higher values indicate

greater RRS, and assessed the relationship with the white-black gaps in high-

quality hospital use in linear regression models.

RESULTS:Mean Dissimilarity for study MSAs was 60.3, ranging from 30.7

(low RRS) to 79.6 (high RRS). For both conditions, the overall gap and its two

components varied widely across MSAs (Table). The overall gap was statisti-

cally significant in 13 MSAs for CABG and in 28 MSAs for AMI. Neither the

overall gap, nor the two components were significantly associated with RRS

for both AMI and CABG.

CONCLUSIONS: Despite national studies showing disparities in ac-

cess to high-quality hospitals, racial differences in access to high-

quality hospitals vary widely across US metro areas, favoring whites

in some metros and blacks in others. Policy makers need to better

understand local contextual factors influencing access to high-quality

hospitals to create more effective interventions aimed at reducing

disparities.

LEADERSHIP INMULTIDISCIPLINARY TEAMS: OBSERVATIONS

FROM TRAUMA TEAM ACTIVATIONS Sandy Lim1, 2; Yew Kwan

Tong1; Choon Peng Jeremy Wee3; Timothy Xin Zhong Tan3; Jeremy Chung

Fai Ng3; Ting Hway Wong3; Marcus Eng Hock Ong3; Seo Kiat Goh3. 1Na-

tional University of Singapore, Singapore, Singapore; 2University of Michi-

gan, Ann Arbor, MI; 3Singapore General Hospital, Singapore, Singapore.

(Control ID #2947069)

BACKGROUND: Trauma cases often involve multiple, complex pathologies

that must be treated swiftly to prevent death or permanent disability. Effective

management requires precise and rapid coordination between experts from

different specializations, and the formation of ad-hoc teams in which members

are not always familiar with each other's competencies and working styles.

Such situations require that the team leader maintains a clear situational

awareness throughout the resuscitation process, which is difficult to accom-

plish if the leader is also personally involved in conducting patient assessments

and interventions. We sought to examine the actual behaviors of leaders in

JGIM ABSTRACTS S247



multidisciplinary trauma team activations and explore whether such behaviors

are related to their years of experience as a physician.

METHODS: We observed and collected video footages of 44 trauma team

activations at a Level 1 Trauma Center. A checklist was used to code the team

leaders' behaviors based on two dimensions: (1) Supervisory behaviors focus

on maintaining clear situational awareness of the patient and team perfor-

mance, and consist of behaviors such as planning, coordinating, and supervis-

ing team members' efforts; (2) Participatory behaviors focus on direct physical

involvement in medical examinations and interventions. Each team leader was

assigned scores corresponding to the total number of times they exhibited

behaviors that were supervisory or participatory within each trauma team

activation. Because each team consists of a leading physician from emergency

medicine (ED leader) and a leading physician from general surgery or other

disciplines (non-ED leader), we computed separate supervisory and participa-

tory scores for the two leaders in each team. Physician experience was

measured based on the number of years of experience as a practicing physician.

RESULTS: ED leaders exhibited similar levels of supervisory (mean = 3.05,

SD = 3.54) and participatory behaviors (mean = 3.09, SD = 2.76); t(43) =

-.073, p > .05). Non-ED leaders exhibited marginally more participatory

behaviors (mean = 3.75, SD = 2.44) than supervisory behaviors (mean =

2.66, SD = 4.12); t(43) = 1.66, p = .105). ED leaders with more years of

experience were found to exhibit more supervisory behaviors (r = .30, p = .05)

while non-ED leaders with fewer years of experience exhibited more partici-

patory behaviors (r = -.31, p =. 05).

CONCLUSIONS: Our study showed that leaders of interdisciplinary trauma

teams are often personally involved in patient interventions. This presents a

dilemma where their attention and efforts are divided between being a partic-

ipating member and a leader who is expected to supervise and monitor the

trauma team's efforts. However, leaders with more experience appear to be able

to perform more supervisory behaviors, which suggest that training focusing

on such leadership behaviors might be helpful in improving the performance of

physicians involved in leading multidisciplinary medical teams.

LEARNING TO BE A DOCTOR: MEDICAL STUDENTS' PERCEP-

TION OF THEIR ROLES IN LONGITUDINAL OUTPATIENT

CLERKSHIPS Blair Golden1; Lauren A. Gard1; Bruce L. Henschen2; Eliz-

abeth R. Ryan3; Daniel Evans1; Kenzie A. Cameron1. 1Northwestern Univer-

sity, Chicago, IL; 2Northwestern University, Glenview, IL; 3Northwestern

University Feinberg School of Medicine, Chicago, IL. (Control ID #2928591)

BACKGROUND: Early, longitudinal clinical experiences in medical school

drive classroom learning and promote patient-centered attitudes. At our insti-

tution, students participate in one of two longitudinal outpatient experiences:

Education-Centered Medical Home (ECMH) or Individual Preceptorship (IP).

Our objective was to explore second-year medical students' perceptions of their

roles in these experiences and to assess similarities and differences across the

two tracks.

METHODS: In 2015, entering students were randomized to either ECMH, a

four-year team-based clerkship emphasizing continuity with patients and pre-

ceptor, or IP, a two-year one-on-one clerkship with an ambulatory care attend-

ing. Students in both groups attend clinics biweekly, alternating with clinical

skills classes. A subset of students participated in yearly semi-structured

interviews; here we report on responses from the end of their second year.

Interviewers queried students' roles in clinic and their participation in patient

care. Interviews were recorded, transcribed, and analyzed using constant

comparative analysis guided by grounded theory.

RESULTS: Thirty-five students (20 male, 15 female; 19 ECMH, 16 IP)

participated. Students described several distinct roles, ranging from more

passive (shadower, observer) to collaborative (assistant, advocate). ECMH

students reflected on additional roles not identified among IP students, includ-

ing that of health educator, care manager, and mentor. Students in both

clerkships identified educational benefits of early clinical exposure and framed

their experiences as an incremental learning trajectory. IP students described

the clerkship primarily as an opportunity to acquire clinical knowledge, to

"practice and learn," while ECMH students discussed taking a more active role

in patient care, including patient counseling. Whereas IP students expressed

perceptions of being a "visitor" in the clinic, ECMH students perceived

themselves as ‘long term lodgers,' reporting "It's not just an assignment." IP

students identified their preceptors as role models, whereas ECMH students

reflected on the mentoring they received from 3rd and 4th year students and the

perceived mentoring they provided to 1st year students. Students in both

groups reflected positively on having time to interact with patients and "listen

to their stories."

CONCLUSIONS: Students in longitudinal primary care clerkships identified

themselves as playing varying roles, from observer to advocate to educator.

Students in the ECMH track, which focuses on teamwork and continuity,

described roles that were more actively engaged in the clinical management

of patients than students in a more traditional IP setting.While students in both

clerkships cited benefits of their experiences, ECMH students more specifical-

ly described direct patient care roles which helped them frame their experi-

ences as professional development, seeing the experience as transcending

medical knowledge acquisition.

LESSONS LEARNED FROMWIDE SCALE IMPLEMENTATION OF

OUTPATIENT SAFETYMETRICS IN CALIFORNIAHEALTHCARE

SYSTEMS Elaine C. Khoong1; Roy P. Cherian1, 2; Natalie Rivadeneira1, 2;

Gato I. Gourley1, 2; Jinoos Yazdany1, 3; Ashrith Amarnath4; Dean Schillinger1,

2; Urmimala Sarkar1, 2. 1University of California - San Francisco, San

Francisco, CA; 2Zuckerberg San Francisco General Hospital, San Francisco,

CA; 3Russel/Engleman Center for Arthritis Research at University of Califor-

nia San Francisco, San Francisco, CA; 4California Department of Health Care

Services,, Sacramento, CA. (Control ID #2938131)

BACKGROUND: Most patient interactions occur in outpatient settings, but

since it is rarely measured, little is known about outpatient safety. To address

this, California devoted funding from a Medicaid Waiver demonstration pro-

gram (PRIME: Public Hospital Redesign and Incentives in Medi-Cal) towards

incentivizing systems to measure and improve outpatient safety. PRIME

provides a unique opportunity to examine wide scale use of outpatient safety

metrics and describe the current performance of California healthcare systems

in outpatient safety.

METHODS: This is a cross-sectional study of data reported by 19 health

systems for the first two years of PRIME (July 2015 to June 2017). We present

descriptive statistics on nine metrics covering a wide variety care processes.

One metric assesses care coordination (closing the referral loop). Two metrics

assess appropriate lab monitoring of patients on high-risk chronic medications

(digoxin, diuretics, and angiotensin converting enzyme inhibitors or angioten-

sin receptor blockers; warfarin). Two metrics assess follow-up of abnormal lab
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values (potassium; international normalized ratio). Four metrics assess cancer

screening utilization and follow-up: appropriate colon cancer screening;

follow-up of abnormal fecal immunochemical tests (FIT), follow-up for low

to moderate-risk mammograms, and timely biopsy of high-risk mammograms.

RESULTS:Of the 19 health systems required to report metrics for both years,

five provided incomplete data for at least one metric. For seven metrics, there

was wide variation in performance with large differences between the highest

performing and lowest performing system (median difference: 55.1%; min:

32.1%; max: 85.9%). All systems failed in timely follow-up of abnormal FITs

(median: 48.6%; min: 8.4%; max: 50.3%), a test that requires long-range

follow-up. In contrast, systems performed well in timely follow-up of abnor-

mal potassium levels (median: 93.6%; min: 88.6%; max: 96.0%), which often

requires immediate action. Some systems reported drastic change in perfor-

mance for the same metric from year 1 to 2 (Δ: -83.0% to +78.6%). Similarly,

some systems reported large differences in the number of eligible patients for a

single metric from year 1 to 2 (Δ: -56.3% to +37117.0%).

CONCLUSIONS: These data demonstrate wide variation in systems' perfor-

mance on outpatient safety but suggest consistent gaps in care that requires

long-term follow-up and better performance in higher acuity situations. With-

out large system size changes or targeted interventions, large differences in the

number of eligible patients and performance from year 1 to 2 support the

assertion that systems struggle to reliably measure outpatient safety using these

established metrics for common care processes. Given the nascency of outpa-

tient safety measurement, current performance may reflect disparities in data

infrastructure rather than quality of care thus providing policy implications for

outpatient safety advocates.

LIVE USABILITY TESTINGOF TWOCOMPLEXCLINICAL DECI-

SION SUPPORT TOOLS Safiya Richardson1; David Feldstein2; Thomas

McGinn1; Linda S. Park2; Sundas Khan1; Rachel Hess3; Paul D. Smith2;

Rebecca G. Mishuris4; Lauren McCullagh1; Devin M. Mann5. 1Donald and

Barbara Zucker School of Medicine at Hofstra/Northwell, Manhasset, NY;
2University ofWisconsin School ofMedicine and Public Health,Madison,WI;
3University of Utah, Salt Lake City, UT; 4Boston University School of Med-

icine, Boston,MA; 5NewYork University School ofMedicine, NewYork, NY.

(Control ID #2938068)

BACKGROUND: The potential of the electronic health record (EHR) and

clinical decision support (CDS) to improve the practice of medicine have been

significantly tempered by poor design and the resulting burden they place on

health care providers. CDS is rarely tested in the real clinical environment. As a

result many tools are hard to use, placing strain on providers and resulting in

low adoption rates. This is the first study to evaluate CDS usability and the

provider-computer-patient interaction in the real clinical environment. The

objective of this study was to further understand barriers and facilitators of

meaningful CDS usage within a real clinical context.

METHODS: This qualitative observational study was conducted with three

primary care providers during a total of six patient care sessions. In patients

with the chief complaint of sore throat the Centor Score was used to stratify the

risk of group A strep pharyngitis. In patients with a chief complaint of cough or

upper respiratory infection the Heckerling Rule was used to stratify the risk of

pneumonia. During usability testing all human-computer interactions, includ-

ing audio and continuous screen capture, were recorded using Camtasia®

software. Participants' comments and interactions with the tool during patient

care sessions and participant comments during a post-session brief interview

were placed into coding categories and analyzed for generalizable themes.

RESULTS: In the 6 encounters observed, primary care providers toggled

between addressing either the computer or the patient during the visit. Minimal

time was spent listening to the patient without engaging the EHR. Participants

almost always used the CDS tool with the patient, asking questions to populate

the calculator and discussing the results of the risk assessment; they reported

the ability to do this as the major benefit of the tool. All primary care providers

were interrupted during their use of the CDS tool by the need to refer to other

sections of the chart. In half of the visits, patient's clinical symptoms challenged

the applicability of the clinical prediction rule to calculate the risk of bacterial

infection. Primary care providers rarely used the incorporated incentives for

CDS usage, including progress notes and patient instructions/documentation.

CONCLUSIONS:Live usability testing of these CDS tools generated insights

about their role in the patient-provider interaction. CDS may contribute to the

interaction by being simultaneously viewed by provider and patient. CDS can

improve usability and lessen the strain it places on providers by being short,

flexible and customizable to unique provider workflow. A useful component of

CDS is being as widely applicable as possible and ensuring that its functions

represent the fastest way to perform a particular task.

LONG-TERM IMPACT OF AMBULATORY CARE TEAM TRAIN-

ING ON DYNAMIC URBAN PRIMARY CARE WORKFORCE Lisa

Altshuler1; Khemraj A. Hardowar1; Harriet Fisher1; Andrew B. Wallach2, 1;

Reina Smith2; Richard E. Greene1; Isaac Holmes2, 1; Mark D. Schwartz1;

Sondra Zabar1. 1NYU School of Medicine, New York, NY; 2Bellevue Hospi-

tal, New York, NY. (Control ID #2946124)

BACKGROUND: Team-based primary care (PC) is crucial, but team training

is challenging in safety-net settings due to limited staff, time and resources, and

shifting practice priorities. Working collaboratively with hospital leadership at

an urban safety-net hospital, we developed a PC team-training model respon-

sive to ongoing challenges. We sought to assess the impact of this training on

skills, attitudes, and team functioning as well as burnout and perceptions of

clinic atmosphere.

METHODS: All members of the PC teams at Bellevue Hospital, an urban

safety-net hospital were targets of training, including providers, residents,

nurses, and support staff. To date, 3 of the 5 teams have received training,

including 1) 4 weekly workshops on team-building; roles and responsibilities,

communication skills, and huddles; and 2) 7 bi-weekly follow-up meetings

facilitated team communication around quality improvement projects and daily

operational challenges. A retrospective pre/post (RPP) survey was adminis-

tered 2 weeks post training, addressing individual skills and attitudes and team

functioning (item rated 1-4, with higher scores reflecting more positive rat-

ings). A post-training follow-up survey with the same items was done 4-12

months later. Survey items were averaged into a summary score for each time

period (pre, post and follow-up). Two additional items rating respondent's

burnout and clinic atmosphere (both on a 5-point scale) were also administered

at each time period.

RESULTS: 41 respondents completed the RPP, and 32 completed the follow-

up survey. Summary survey scores were significantly different by time (one-

wayWelch ANOVA F(2,110)=5.08,p=.008). Pre-training summary scores had

a M=3.05, SD=.46; post training M=3.34, SD=.36, and follow-up M= 3.29,

SD=.43. Post hoc analyses showed that summary scores significantly increased
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from pre to post training (p=.009). Pre-training to follow-up scores did not

reach significance (p=.089), nor did post-training to follow up scores (p=.8).

There were no significant differences in burnout over the 3 time periods.

However, rating of clinic atmosphere improved from pre (M=1.84, SD=.68)

to post (M=2.31, SD=.89) and follow-up (M=2.41, SD=.66), with an overall

Welch's F (2,93)=5.12, p=.008. Post hoc analyses showed that pre-training

clinic atmosphere scores were significantly different from both post-training

(p=.05) and follow-up scores (p=.004).

CONCLUSIONS: This pragmatic intervention demonstrated durable im-

provements over 4-12 months in team communication skills, value of team

care, and perception of team functioning. While scores declined from post to

follow-up, they did not revert to pre-training levels. Given the rapidly changing

clinic context, booster sessions may be necessary. Ratings of the clinic atmo-

sphere continued to improve over time. While other environmental factors

were likely at work, the improvement in team functioning may have mitigated

the perceptions of clinic atmosphere at follow-up.

LOWER TOLERANCE FOR AMBIGUITY PREDICTS MEDICAL

STUDENTS WITH PERSISTENT BURNOUT Rachel H. Kon; Justine

E. Owens; Tabor E. Flickinger; Margaret L. Plews-Ogan; John Schorling.

University of Virginia School of Medicine, Charlottesville, VA. (Control ID

#2945287)

BACKGROUND: Physician burnout can lead to depression, loss of empathy,

and poor patient satisfaction. To design interventions, we need to first deter-

mine what factors predict persistent burnout. Tolerance for ambiguity is a

dynamic trait characterized by the ability to approach and work through

ambiguous situations with openness and interest. Tolerance for ambiguity

has been shown to influence practice patterns, resource utilization, and leader-

ship capacity. Using cross-sectional data, we previously reported that students

with high burnout have significantly lower tolerance for ambiguity. With

longitudinal data, we now ask if lower tolerance for ambiguity in the clinical

years of medical school predicts the development or persistence of burnout,

and if tolerance for ambiguity is more predictive of the depersonalization or

emotional exhaustion domains of burnout.

METHODS: UVA School of Medicine students in their clinical years were

sent an online annual blinded survey in 2015-2016 (year 1) and 2016-2017

(year 2) with responses linked from year 1 to year 2, including the Maslach

Burnout Inventory (MBI) and the 7-item Tolerance for Ambiguity (TFA) scale.

We considered high burnout to be a score of ≥27 for emotional exhaustion (EE)

or a score of ≥10 for depersonalization (DP). Multivariate ANOVAs were used

to compare mean year 1 and year 2 TFA scores between four EE and DP

burnout change categories: those with low burnout both years (LL), low year 1

burnout and high year 2 burnout (LH), high year 1 burnout and low year 2

burnout (HL), and high burnout both years (HH).

RESULTS: 320 students were eligible and 159 responded to both MBI and

TFA scales (49.7%) in year 1, of those, responses for the same students two

years in a row was available for 95 (EE) and 99 (DP) students. For EE: 51.6%

of students stayed low (LL), 13.7% developed burnout (LH), 6.3% recovered

from burnout (HL), and 28.4% had persistent burnout (HH). The mean TFA

score is 23 both years with the HH group having the lowest TFA at 21.1 and

HL having the highest at 25.5 (F=1.42, p=.242) in year 1 and the HH group

having the lowest TFA at 21.9 and LL having the highest at 24.6 (F=1.16,

p=.330) in year 2. For DP: 44.4% of students stayed low (LL), 19.2%

developed burnout (LH), 13.1% recovered from burnout (HL), and 23.2%

had persistent burnout (HH). Themean TFA score is 23 both years with the HH

group having the lowest TFA score at 19.2 and LL having the highest at 24.9

(F=4.18, p=.008) in year 1 and the HH group having the lowest TFA score at

18.7 and LL having the highest at 25.6 (F=7.37, p=.000) in year 2.

CONCLUSIONS: Low TFA may predict students who do not recover from

burnout, especially the DP domain as we observed significantly lower TFA

scores in students with high DP for two years in a row during their clinical

years.While TFA scores are also lower in persistent EE, further study is needed

to determine if these differences will become significant as our study of

medical student burnout continues.

MAKING IT COUNT THRICE: USING QI TO IMPROVE CHRONIC

PAINMANAGEMENT, RESIDENT CONFIDENCE AND CLINIC EF-

FICIENCY IN A 4+1 RESIDENT SCHEDULE Rachel Wong; William J.

Carroll; Alice Fernan; Susan Lane. Stony Brook Medical Center, East

Setauket, NY. (Control ID #2926911)

BACKGROUND: Chronic non-cancer pain (CNCP) is challenging for

trainees to manage, with reports of inadequate preparation and negative per-

ceptions affecting their view of primary care as a career. Concurrently, quality

of care in CNCP has received intense focus on improving adherence to safe

prescribing practices. We assessed the effectiveness of a quality improvement

(QI) intervention on improving the quality of care for CNCP, office visit

utilization and influencing the knowledge, attitudes and behaviors of Internal

Medicine residents.

METHODS: We implemented an electronic template to standardize docu-

mentation of CNCP, risk stratification to determine follow-up interval, and

workflow redesign for electronic opioid renewal to decompress office visit

utilization and align visits for continuity in a 4+1 schedule. We measured

outcomes for one academic year before and after implementation. Clinical

outcomes included annual toxicology, pain agreement, morphine milligram

equivalents (MME) and number of office visits. Bivariate analysis was con-

ducted using SAS version 9.4. Resident perception outcomes were measured

using a paper survey.

RESULTS: 50 charts were analyzed, showing increase in annual toxicology

(52% to 82%, p < 0.01) and annual narcotic agreement (12% to 56%, p <

0.0001). Decreases were seen in average MME dose (100.6MME to

75.2MME, p = 0.0049) and annual office visits (11.1 to 8.9, p < .001). Resident

survey response rate was 71-80%. Although knowledge measures did not vary

with intervention, self-reported behavior improved in "always" confirming

annual toxicology (30% to 56%) and "always" confirming pain agreement

(0% to 30%). Residents reported a decrease in patients lacking a documented

diagnosis for CNCP. Resident perception of educational utility improved from

33% to 40% reporting that managing CNCP positively impacted their ability to

practice independently in the future.

CONCLUSIONS: QI interventions that standardize documentation and pro-

cesses can be effective in increasing quality measures while improving clinic

efficiency and practice satisfaction. Resident-driven QI initiatives that result in

tangible system changes can positively impact the attitudes and behaviors of

resident providers with respect to management of CNCP. Process improvement

is now a required part of residency training, and is a modality for empowering

residents in areas that are a source of stress, negative attitudes, and poor

satisfaction.
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MAN VS MACHINE: ACCURACY OF PHYSICIAN VS EHR-BASED

MODEL PREDICTIONS FOR 30-DAY HOSPITAL READMISSIONS

Oanh K. Nguyen1; Colin Washington1; Vivek Patel1; Christopher Clark2;

Ethan Halm1; Anil N. Makam1. 1UT Southwestern Medical Center, Dallas,

TX; 2Parkland Health & Hospital System, Dallas, TX. (Control ID #2937227)

BACKGROUND: Identifying hospitalized patients at high risk for readmis-

sion can enable targeted interventions to those most likely to benefit. Electronic

health record (EHR)-based risk prediction models are effective in enabling

automated risk-stratification for targeted readmission reduction interventions,

but can only incorporate data that are available in the EHR. Physician percep-

tions of readmission risk are readily ascertainable and may incorporate valu-

able information on severity and complexity of illness and psychosocial factors

that may not be available in the EHR, but the comparative accuracy for 30-day

readmissions is unknown.

METHODS: We conducted a prospective study of physicians caring for

hospitalized adults on inpatient medicine and cardiology services in a large,

urban safety-net hospital in Dallas, Texas from September through October

2017. We asked physicians to prospectively predict patients' risk of 30-day

readmission and to rate their confidence in each prediction on 5-point Likert

scales (for both measures, low=1-3, and high=4-5). Surveys were conducted

in-person on the day of anticipated discharge. We compared physician predic-

tions to predictions from our previously validated EHR-based model, and

assessed discrimination and accuracy of both approaches compared to ob-

served 30-day readmissions.

RESULTS:We included 1,183 hospitalizations from 106 physicians, with an

observed 30-day readmission rate of 20.8%. Both physician and model pre-

dictions had similar discrimination (C-statistic 0.66 vs. 0.67, p=0.7) but there

was only modest concordance between physician and model predictions

(56.7% percent agreement, unweighted kappa 0.16). Physician predictions

were overall more accurate (71.7% vs. 56.5% correct predictions) with higher

specificity (79.0 vs. 52.2%) but lower sensitivity compared to model predic-

tions (43.9% vs. 72.8%, p<0.001 for all). Compared to the EHR model,

physicians were better at identifying low-risk patients (non-event net reclassi-

fication index [NRI], +27%) but more frequently missed identifying those at

high risk for readmission (event NRI -29%). High-confidence physician pre-

dictions had better discrimination (C-statistic 0.70 vs 0.59, p=0.003) and

higher sensitivity (58.0% vs 24.2%, p<0.001) but somewhat lower specificity

(75.8% vs 82.5%, p<0.001) than those with low-confidence. A physician plus

model approach had similar discrimination (C-statistic 0.67) but markedly

improved sensitivity for concordant low-risk predictions (82.1%) and im-

proved specificity for concordant high-risk predictions (86.7%) compared to

either approach alone.

CONCLUSIONS: Physician predictions of readmission are more accurate

than EHR-based model predictions due to increased accuracy in predicting

patients at low risk of readmission. However, physicians were more likely to

misidentify those who are at high risk of 30-day hospital readmission. A man

plus machine approach may be more effective than either approach alone for

predicting readmission risk.

MANAGEMENT OF KNEE AND HIP OSTEOARTHRITIS IN PRI-

MARY CARE Katie Miller; Brittany Galusha; Linda Baier; Mark Micek.

University of Wisconsin School of Medicine and Public Health, Madison, WI.

(Control ID #2939964)

BACKGROUND: Osteoarthritis (OA) is one of the most common causes of

chronic pain and often leads to disability with enormous personal and societal

repercussions. Guidelines are available to help providers manage knee and hip

OA including non-pharmacologic (exercise, weight loss, ambulatory aids,

physical therapy) and pharmacologic (including injections) treatments. Many

patients do not receive care consistent with these guidelines. Our objective was

to determine treatment patterns for knee and hip OA at a large academic

medical center.

METHODS: We conducted a retrospective cohort study using chart review.

Patients were 18 or older, received primary care at a large Midwest academic

healthcare center from 2011-2017, and had initial diagnosis of knee or hip OA

in 2011. Charts were reviewed from an electronic search of eligible patients

until data saturation occurred. Data abstracted included demographics, date of

first OA diagnosis, visit characteristics, and documented OA treatments. Each

chart was reviewed by 2 general internists; discrepancies were reviewed jointly

until agreement was reached. Five more charts were reviewed after no new

treatment patterns emerged to ensure data saturation.

RESULTS: 40 charts (20 females) were reviewed. Mean patient age was 56.5

(range 36-80), 70% (n=28) were overweight (BMI >25) or obese (BMI >30),

and most (n=33, 82.5%) had kneeOA. At initial diagnosis, 29 (72.5%) patients

received non-pharmacologic guideline-based treatment recommendations in-

cluding education, exercise, weight management, physical therapy, orthotics,

or ambulatory aids. Patients were more likely to receive these at the time of

initial diagnosis if it was made in specialty rather than primary care (100% vs.

64%, n=9 vs 31). For patients diagnosed in primary care, 52% of the visits (16/

31) were scheduled for issues other than joint pain. A majority of patients

(n=27, 67.5%) were seen by a specialist for OAwithin 1 year of diagnosis. Of

patients with BMI ≥25 (n=28), 36% (n=10) received weight management

counseling or dietitian referral. NSAIDS were themost frequently documented

medication with 62.5% (n=25) of patients using them at some point; acetamin-

ophen was less commonly documented (n=13, 32.5%). Only 3 patients were

prescribed opioids in a non-post-operative setting. Less than half of patients

received an intra-articular injection; 13 (32.5%) with corticosteroids and 3

(<1%) with hyaluronic acid. Over the 5-year follow up period, 32.5% of

patients received a total joint replacement (6 hip/7 knee).

CONCLUSIONS:Guideline-based non-pharmacologic treatment recommen-

dations are more likely to be documented in specialty care for patients with

knee and hip OA. Primary care providers often diagnose OA in appointments

with lengthy agendas that include management of other co-morbid conditions.

This data will inform the development of a multi-disciplinary, non-surgical OA

management clinic focused on providing guideline-based care.

MANAGEMENT OF PREDIABETES IN PRIMARY CARE Tamara A.

Sussman; Anita D. Misra-Hebert; Xiaobo Liu; Glen B. Taksler; Saleem Toro;

Bo Hu; Michael B. Rothberg. Cleveland Clinic Foundation, Cleveland, OH.

(Control ID #2939966)

BACKGROUND: Individuals with prediabetes (pDM) have an increased

incidence of developing diabetes (DM). Lifestyle changes or metformin can

delay the development of DM, but it is unknown to what extent providers treat

pDM. Our objective was to investigate the extent to which primary care

providers treat pDM and which management strategies they employ.

METHODS: We assembled a retrospective cohort of patients (≥18 years of

age) seen at Cleveland Clinic primary care outpatient clinics (2011-2016) who
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had pDM (defined as HbA1c 5.7-6.4%). We included patients who had regular

primary care (visits in ≥ 3 out of 5 calendar years). Data from the electronic

medical record included demographics, lab values (HDL, LDL, triglycerides,

ALT, and HbA1c), past medical history, and site factors (practice type, loca-

tion, specialty). Treatment was defined as either lifestyle modification (nutri-

tionist or diabetes educator visit), endocrinology visit for diagnosis of pDM, or

initiation of metformin.

RESULTS: There were 22,386 patients with HbA1c in the pDM range. After

excluding patients with HbA1c >5.6 before 2011, or who received treatment

prior to 2011 or prior to the initial HbA1c >5.6, our final cohort contained

6,356 patients. Mean follow up was 1.2 years, during which 750 (11.8%)

patients received treatment prior to developing DM, including 598 (9.4%) who

received metformin, 100 (1.6%) who visited a nutritionist or diabetes educator,

and 148 (2.3%) who saw an endocrinologist for pDM. Probability of treatment

rose over time (Figure). Most patients (88.4%) had a recorded diagnosis of

pDM, and diagnosed patients were more likely to be treated (12.9% vs. 3.4%,

p<0.001). Among physicians with at least 20 pDM patients, treatment rates

ranged from 0% to 41% (median 9%, IQR 5% to 14%). Of all providers, 54%

did not treat any pDM. Of 1,743 consults placed to a nutritionist, diabetes

educator, or an endocrinologist for pDM, only 201 (11.5%) patients had a visit.

Compared to non-treated patients, treated ones were younger (60 vs. 66,

p<0.001) and had higher BMI (34.7 vs. 31.2, p<0.001).

CONCLUSIONS: Overall, treatment for pDM in primary care is rare. Al-

though rates varied by provider, none treated even 50% of patients. Efforts

should be made to increase treatment.

Figure: Treatment rates for pDM over time.

MANAGEMENT OF URINARY TRACT INFECTIONS VIA TELE-

MEDICINE Kathryn A. Martinez1; Mark N. Rood2; Nikhyl Jhangiani1;

Niyati M. Gupta3; Adrienne Boissy1; Michael B. Rothberg1. 1Cleveland Clin-

ic, Cleveland, OH; 2Cleveland Clinic Foundation, Chagrin Falls, OH; 3Cleve-

land Clinic Foundation, Cleveland, OH. (Control ID #2942003)

BACKGROUND: Patients with urinary tract infections (UTIs) often present

at urgent care or the emergency department. Use of telemedicine is increasing,

yet nothing is known about the management of UTIs in this setting. The Online

Care Group (OCG) is large nation-wide telemedicine service that connects

patients to providers via computer or mobile phone applications. The objective

of this study was to characterize use of telemedicine among patients diagnosed

with UTIs in the OCG system.

METHODS: This study includes telemedicine encounters completed between

January 2013 and August 2016 during which the patient was diagnosed with a

UTI, as indicated via ICD-9/10 codes recorded by the telemedicine physician.

Patient demographic information included sex, age, and insurance status.

Patients also reported their call reason via free-text field. Encounter character-

istics included call time of day, encounter length, and prescription outcome

(yes/no and drug type). Patients reported what they would have done if they

had not accessed telemedicine that day and rated satisfaction with their tele-

medicine physician on scales of 0 to 5 stars, with 5 stars being most satisfied.

To determine differences between telemedicine patients with UTIs and those

with other conditions, we compared them to patients from the same time period

diagnosed with upper respiratory infections (URIs).

RESULTS: There were 1,199 encounters for UTIs during the study period,

which constituted 2% of all telemedicine encounters. Ninety-five percent of

patients were female and the mean age was 39 years (Interquartile Range:28-

48). Nearly three-quarters (73%) stated their reason for calling was a UTI.

Overall, 93% received a prescription, including 86% of males. Of those who

received prescriptions, 36% received a TMP-SMX, 32% received a

nitrofurantoin, and 22% received a quinolone. Three percent also received an

antifungal agent. Mean encounter length for patients diagnosed with UTIs was

4.5 minutes, compared to 6.9 minutes for patients with URIs (p<0.001). Had

they not used telemedicine that day, 63%would have gone to urgent care, 24%

would have gone to the doctor's office, 7% would have done nothing, and 6%

would have gone to the ED. Compared to URI patients, those with UTIs were

more likely to have insurance (p<0.001) and were twice as likely to call the

telemedicine service between midnight and 7am (p<0.001). Ninety-one per-

cent of UTI patients rated their telemedicine physician 5 stars, compared to

87% of URI patients (p=0.001).

CONCLUSIONS: In the context of UTIs, telemedicine visits were short,

patients reported high satisfaction, and telemedicine served mainly as a sub-

stitute for urgent care. Given the distinct clinical implications of UTIs in males,

the high antibiotic prescribing rate in this group warrants further study, as it's

unknown if they were referred for further testing or follow-up. Telemedicine

appears to be an appropriate setting in which to treat UTIs for most patients.

MEANINGFUL IS MORE THAN MEMORABLE: EXPLORING

WHAT MAKES EDUCATIONAL EXPERIENCES "STICK" TO

LEARNERS' MEMORY Kinga Eliasz1; Heather Dumorne2; Adina Kalet1;

Lara Varpio3. 1New York University School of Medicine, New York, NY;
2NYU School ofMedicine, NewYork, NY; 3Uniformed Services University of

the Health Sciences, Bethesda, MD. (Control ID #2939318)

BACKGROUND:Health professions educators invest a significant amount of

time and resources creating complex educational experiences for learners. To

optimize learning from these experiences, we should understand what aspects

of our educational experiences arememorable for learners andwhy. Identifying

what makes specific learning experiences "stick" to learners' memory may

allow us to enhance the effectiveness of our educational interventions by

making them more "sticky". In this study we ask: When exposed to the same

educational experience, what elements of that experience "stick" to learners'

memory and why?

METHODS: We developed an educational intervention called Night-onCall

(NOC), which exposes learners to a variety of learning experiences, incorpo-

rating multiple activities and instructional design modalities. NOC is a 4-hour

simulation in which near-graduating students act as interns during authentic

clinical scenarios with standardized raters. Learners communicate with nurses;
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assess patients; write notes; verbally present to an attending; view an e-learning

module addressing the content of two cases; and handoff four patients to an

intern. Nine months after NOC, we interviewed 29 participants using a semi-

structured protocol, asking learners to describe what was memorable about

NOC and why. Using thematic analysis, two researchers (KE, HD) iteratively

coded the transcripts, borrowing open, axial, and theoretical coding processes

from constructivist grounded theory. Three researchers (LV, KE, HD) met

regularly to discuss evolving codes and relations between them to generate

themes. Once all themes were constructed, all team researchers met for a full

day to review the coding and build additional insights.

RESULTS: Participants described 4 memorable activities: the e-learning

module that explicitly integrated case content; the highest urgency clinical

cases; the oral presentation to the attending; and the handoff to an intern. Eight

elements made these activities memorable: interactivity, framework, novelty,

authenticity, risk-free practice, self-reflection, role exposure, and transfer.

During analysis, we realized that learners' "sticky" memories existed on a

continuum. At one end was recall (listing activities that were remembered).

Next was memorable (elaborating on activities that were encoded in memory,

further informing the existing understanding of those activities). At the other

end of the continuum was meaningful (remembering activities that promoted

deeper knowledge development, generating understandings applicable to other

contexts). Altogether, NOC activities and their characteristics fell across the

continuum (e.g., the handoff could be recalled by one learner but be meaning-

ful to another).

CONCLUSIONS: We suggest the identification of the recall-memorable-

meaningful continuum is a novel and key development from this study. It is

essential to further develop a theory about this continuum so that we can

understand how to construct meaningful learning experiences.

MEASURING PROVIDEREFFICIENCY INEPIC: A PRELIMINARY

MIXED-METHODS EXPLORATION OF THE "PROVIDER EFFI-

CIENCY PROFILE" Craig B. Monsen1; Angad Singh2; Jane Fellner2; Sara

L. Jackson2. 1University of Washington, Bedford, NY; 2University of Wash-

ington, Seattle, WA. (Control ID # 2929353)

BACKGROUND:Ambulatory physicians now spend 2 hours in the electron-

ic health record (EHR) for every 1 hour of clinical face time with patients,

contributing to professional dissatisfaction (Sinsky et al, 2017). The Epic EHR

has introduced an analytic tool to identify and support provider efficiency with

their EHR called "Provider Efficiency Profiles" or PEPs. Components include

time spent in various sections of the health record and provider utilization of

features thought to be related to efficiency such as document filters or text

phrase templates. It is currently unknown how these reports correlate with

provider experience of efficient EHR use or their utility for improving provider

performance.

METHODS: We undertook a mixed-methods study of PEPs to better under-

stand their use as an efficiency improvement tool. We focused on two metrics

from the PEPs: minutes per patient encounter and Epic's proprietary "efficiency

score" that attempts to normalize EHR use by clinical workload with a score

between 1 and 10. We examined variability of these metrics among providers

in a large health system by provider training status and clinical specialty. We

performed multiple regression analysis to determine the association between

efficiency feature usage and minutes per encounter. We qualitatively observed

a small convenience sample of primary care providers, each for 1 clinic

session. During the observations, we assessed time spent in the EHR, thor-

oughness of chart review and clinical data capture, use of EHR features such as

voice dictation, and management of the electronic in-basket. We compared

observations to the measured efficiency scores.

RESULTS: PEPs were generated for 1056 providers of which 775 were

attendings, 77 were fellows, and 204 were residents. Mean efficiency scores

were 6.02 for attendings (CI 5.92 - 6.12), 6.81 for fellows (CI 6.62 - 7.00), and

6.66 for residents (CI 6.50 - 6.82). Specialties spending the most minutes per

encounter in the EHR included Infectious Disease, Neurology, and Pulmonary

Medicine, with greater than 16 minutes per encounter. Across all specialties,

providers spent more time in the documentation activity than any other part of

the EHR such as chart review or in-basket. In multiple regression analyses, use

of EHR efficiency features was not significantly associated with fewer minutes

per encounter. Qualitative observation was limited by the small sample, but

suggested high efficiency scores associated with less time spent in the EHR.

Lower efficiency scores associated with more thorough review and documen-

tation of the patient's history and use of EHR features.

CONCLUSIONS: Analysis of Epic's Provider Efficiency Profiles revealed

significant variability in use of the EHR by provider training status and

specialty. Use of efficiency features did not correlate with less time spent in

the EHR. Future work is needed to devise metrics that correspond well with

both provider time spent and quality documentation in the EHR.

MEASURING THE EFFICIENCY OF ELECTRONIC HEALTH RE-

CORD USAGE: EPIC'S PROVIDER EFFICIENCY PROFILE DEM-

ONSTRATES HIGH TEST-RETEST RELIABILITY FOR ADULT

PRIMARY CARE PROVIDERS Jonathan Arnold1; Hannah Chang2; Janel

Hanmer1. 1University of Pittsburgh, Pittsburgh, PA; 2University of Pittsburgh

School of Medicine, Pittsburgh, PA. (Control ID #2934519)

BACKGROUND: Electronic health records (EHRs) have been widely de-

ployed in the United States, however concerns remain over perceptions of

increased workload and decreased productivity following EHR adoption. Epic

Systems developed the provider efficiency profile (PEP) report to measure the

efficiency of EHR users, intending it to identify low-efficiency providers for

targeted interventions. To date there are no published studies evaluating PEP's

performance as a measurement tool. In this study we evaluate the test-retest

reliability of PEP in a real-world clinical setting.

METHODS:We ran PEP reports 3 times from August 2015 to July 2016 for

non-trainee adult primary care providers (PCPs) at a large regional health

system. Reports were run at months 0, 9 and 11. Each report used three weeks

of EHR data. There were no system-wide attempts to improve EHR efficiency

during this time.While the PEP algorithm is proprietary, it is known tomeasure

a provider's scheduled workload and time spent in various EHR tasks. PEP

scores are reported from 0 (low efficiency) to 10 (high efficiency). We calcu-

lated the individual intraclass correlation coefficients for absolute agreement

(AA-ICC) of all three time points and separately for months 9 and 11 using

two-way mixed effect models. Providers were included in the analysis if they

had at least six days of EHR usage for all report periods.

RESULTS: There were 457 PCPs included in the analysis. The mean PEP

scores were 4.8 (sd 1.8), 4.8 (sd 1.9) and 4.8 (sd 1.9) for the 3 PEP reports. The

AA-ICC was 0.75 [95% CI 0.71-0.78] when including all 3 reports spanning

11 months and 0.86 [95% CI 0.83-0.88] for the latter two reports spanning 2

months. See the attached graph of the latter two PEP reports.
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CONCLUSIONS: The PEP demonstrated high test-retest reliability in this

sample of over 450 PCPs. The AA-ICC was higher for test-retest over 2 months

compared to 11 months as would be expected. While the PEP has face validity,

further work is needed to assess the validity of the PEP as a true measure of EHR

efficiency. Assuming the PEP is a valid measure, our results support its use to

measure changes in EHR efficiency over time and across interventions.

Scatter plot of Provider Efficiency Profile scores taken 2 months apart for 457

adult primary care providers.

MEASURING THE IMPACT OF LONGITUDINAL RESILIENCY

CURRICULUM AND WELLBEING SELF-ASSESSMENT TOOL

AMONG MEDICAL STUDENTS Kelly J. Crotty1, 2; Annie Robinson1;

Katie Grogan1; Verity Schaye1; Colleen Gillespie3; Linda Tewksbury3. 1New

York University School of Medicine, NY, NY; 2Department of Veterans

Affairs, New York, NY; 3New York University School of Medicine, New

York, NY. (Control ID #2933352)

BACKGROUND: In an effort to bolster medical student wellbeing and

mitigate burnout, NYU School of Medicine (NYUSOM) launched a longitu-

dinal resiliency curriculum, coupled with a wellbeing self-assessment tool. We

aim to study its impact on the development of knowledge, self-awareness, and

practices related to wellbeing and resiliency.

METHODS: MD AWARE (Medical Students Developing Awareness,

Wellbeing, and Resilience) was launched in August 2017 for the incoming

NYUSOM class. It involves six interactive sessions implemented at critical

junctions over the first three years of medical school. Each session includes a

short lecture, followed by a small group activity led by trained facilitators. At

the start of each small group session, students are asked to complete an

anonymous online survey (results only provided to student). The self-

assessment includes 19 items adapted from three validated assessment tools

measuring different aspects of wellbeing and burnout. Students immediately

receive three scores with explanations of each and the opportunity to debrief in

their small group. Thus far, the students have participated in the first two

sessions. In the first, students were introduced to research on physician burn-

out, the protective effects of resilience, and practiced a gratitude exercise. In the

second, students were introduced tomindful awareness to identifying cognitive

distortions and practiced reframing negative inner dialogue. After each, stu-

dents completed a retrospective pre/post survey, using a 4-point likert scale,

assessing knowledge, self-awareness, and comfort/confidence in activities to

promote wellbeing. Comparison between the survey results were calculated

using pair t-test.

RESULTS: Survey results were available for 106/118 (90%) students partic-

ipating in the first session and 55/114 (48%) participating in the second.

Results of both pre/post surveys showed significant improvement (p=<.01)

on every item. Notably, after the first session, students reported a substantial

increase in their comfort acknowledging stressors (31.1% very comfortable

pre- vs 61.1% post-) and seeking help when in need (18.1% very comfortable

pre- vs 45.2% post-). After the second session, students reported increased

comfort practicing mindful awareness (65.5% comfortable/very comfortable

pre- vs 90.9% post-), increased confidence both identifying cognitive distor-

tions (59.2% comfortable/very comfortable pre- vs 96.3% post-) and reframing

negative responses (47.2% comfortable/very comfortable pre- vs 81.8% post-).

CONCLUSIONS: While many schools have looked at ways to foster

wellbeing in their medical students, our curriculum is unique in its longitudinal

nature and use of repeated wellbeing self-assessments. Preliminary assessment

demonstrates a positive impact on medical students' knowledge, self-

awareness, and practices around wellbeing and resilience. Thus, our novel

curriculum is a promising way to bolster resiliency skills and mitigate burnout

in this vulnerable population.

MEDICAL STUDENT PERSPECTIVES ON THE FUTURE OF US

HEALTH CARE: A NATIONAL SURVEY Jordan M. Rook1; Tyler

Winkelman2; Antoinette Oot1; Jacob B. Pierce1; Jacob Fox3; Bruce L.

Henschen1. 1Northwestern University, Chicago, IL; 2Hennepin County Med-

ical Center, Minneapolis, MN; 3University of Colorado, Denver, CO. (Control

ID #2945799)

BACKGROUND: Leading medical organizations, including the Society for

General Internal Medicine, have opposed recent health care legislation to

repeal the Affordable Care Act (ACA). When the ACA was passed, fewer

than half of Minnesota medical students supported it, while in 2014, national

support for the ACA appeared to increase. Notably, student support for the

ACA has correlated with knowledge of the law's provisions. However, in a

new, and very different, political environment, medical student opinions re-

garding current and proposed policies are unclear. This national survey

assessed medical student opinions and knowledge of the ACA, as well as

proposed health policies that would expand coverage.

METHODS: Between October and November 2017, we emailed surveys to

all enrolled medical students from seven geographically-diverse schools

(Northwestern, Minnesota, Yale, Mt. Sinai, Emory, Colorado, UC-Davis).

We used questions from previously published surveys to assess opinions and

knowledge of current and proposed health care policies. Non-respondents

received up to three reminder emails, and we included partial responses in

the survey results.

RESULTS: Of 4,503 students initially sent surveys, 1,662 responded (37%

response rate). Respondents were 51.5% female and evenly split between

classes. 77.1% self-identified as liberal or somewhat liberal, higher than in

prior national surveys (58%). Overall, 89.2% of respondents stated that they

supported the ACA. Higher knowledge scores about specific aspects of the

ACA were associated with greater support for the health law (OR = 1.73,

p=.001). Students self-identifying as liberal were more likely to support the

ACA than self-identified conservative students (OR 62.5, p<0.001); M4 stu-

dents were more likely than M1 and M2 students to support the law (OR 1.88,

p=0.01); in prior surveys, advanced students were less likely to support the law.

Students were generally supportive of policies to further expand care: 92.9%
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agreed health insurance should be provided to all, regardless of ability to pay.

70.8% of respondents supported a single-payer health care system.

CONCLUSIONS: In this national survey of medical students, we found

strong support for the ACA, which correlated with greater understanding of

the law's specific provisions. An increase in support since 2014 may be

explained by more familiarity with the law, caring for patients who may have

benefitted from the ACA, or changes in political affiliations among medical

students. More students self-identified as liberal than in prior surveys, which

may reflect changing political opinions, response bias, or our sampling frame.

This study suggests that medical student support for the ACA has consolidated

and that opinions regarding health policy have shifted leftward over the past

three years.

MEDICAL STUDENTS AS PATIENT NAVIGATORS: SELF-

EFFICACY AND PATIENT-CENTEREDNESS IN MEDICAL STU-

DENTS ENROLLED IN A NOVEL EDUCATIONAL PROGRAM Pat-

rick Bauer1; Hilary Titus1; Meredith A. Niess3; Shauna Petchel2; Reem

Hasan1. 1OHSU, Portland, OR; 2Portland State University, Portland, OR; 3Fair

Haven Community Health Care, New Haven, CT. (Control ID #2944853)

BACKGROUND: There is increasing emphasis on developing physicians

who understand the impact of social determinants and health systems structure

on patient health. In 2016, a novel educational curriculum, the Student Nav-

igator Project (SNaP), enrolled 6 students who were trained as patient naviga-

tors in an academic General Internal Medicine clinic. Student navigators were

assigned complex patients withmultiple social barriers to care. Responsibilities

included meeting with patients outside the clinic setting, attending the patient's

primary care and specialty appointments, facilitating care for the patient, as

well as hands-on experience in clinic workflow. This study sought to describe

the emergence of self-efficacy and patient-centeredness in first year medical

students, comparing those who participated in SNaP with first-year medical

students who did not.

METHODS: Study participants are students in the class of 2020 at a US

Medical School. Eighteen students were included in the analysis in three

cohorts: (1) 6 SNaP students who participated in the program, (2) 6 students

who applied to SNaP but were not selected, (3) 6 students who did not apply to

SNaP. Students wrote narrative reflection essays fromDecember to May of the

first year of medical school. Four narrative reflection essays on topics related to

self-efficacy and patient-centeredness from the 18 students were analyzed

using a thematic qualitative analysis (total n essays=72). Two blinded re-

searchers completed dual coding using Atlas.ti 8.0 software, with a third coder

performing reconciliation of discrepancies.

RESULTS: Salient themes included: manifestations of self-doubt and self-

confidence, developing empathy by taking the patient's viewpoint, positive and

negative characterizations of healthcare professionals based on their commu-

nication with patients, and observation versus action. Across the cohorts,

students discussed the role of pretending in their development of self-

efficacy with differing viewpoints as to its benefit and harm. Students in the

SNaP cohort were more likely to express a concrete and nuanced understand-

ing of the effects of health system structure and function on patients, whichwas

often based on first-hand experience connecting patients and resources and

collaborating with the healthcare team.

CONCLUSIONS: Our qualitative analysis shows that the development of

self-efficacy and patient-centeredness is a complex, individual process that also

involves exposure to systems thinking and interprofessional experiences. Early

interactions with complex patients in a navigation curriculum can provide this

experience, with benefits to patient and student. These findings support the

creation of curricula that allow students direct exposure to complex patients in

an authentic clinical setting.

MEDICAL STUDENTS' PROFESSIONAL IDENTITY FORMATION

FROM PRE-CLERKSHIP TO CLERKSHIP YEARS Daniel Freeman1;

Danielle Reimer1; Bertha Ben Khallouq1; Caridad Hernandez1; Christine A.

Kauffman1; Analia Castiglioni1, 2. 1University of Central Florida, Orlando, FL;
2Orlando VAMC, Orlando, FL. (Control ID #2943464)

BACKGROUND: Medical professionalism is a fundamental component of

medical education curricula. Essential to professionalism instruction and as-

sessment is the understanding of the dynamic nature of medical student

professional identity formation (PIF). As such, the objectives of this study

were to determine how medical students' views of professionalism compare

from admission to preclerkship and clerkship years.

METHODS: Nominal Group Technique (NGT) is a structured group process

used to elicit and prioritize answers to a specific question. We convened two

NGT sessions per M1, M2 and M3 class, academic years 2014-2016. Each

group was asked: "What is medical professionalism? Think broadly about

factors which define professionalism and also factors which affect physicians'

(and physicians in training) professional behavior." Through a formal process,

study investigators combined the NGT-generated lists of attributes, resulting in

one list of medical professionalism attributes for each class. Subsequently, each

class performed an unforced card sorting task, grouping the class-identified

attributes, based on perceived similarity or dissimilarity. A principle compo-

nent analysis (PCA) was conducted using each class card sorting data. Inves-

tigators examined the M1, M2 and M3 factor solutions and reached a consen-

sus on a label for each factor. The labeled factors were then compared between

classes and to the AAMC's defined behaviors of medical professionalism.

RESULTS: M1 students (n=20) identified 51 attributes contributing to med-

ical professionalism during the NGT sessions; M2 students (n=20) identified

66 and M3 students (n=18) identified 62. The M1 PCA derived an 8 factor

solution (factor loading 0.56-0.76) labeled: Self-management and Patient-

centeredness, Ethics and Professional Reputation, Dependability, Self-

awareness and Self-improvement, Image, Proficiency and Lifelong Learning

and Integrity. The M2 PCA derived a 5 factor solution (0.56-0.68) labeled:

"Good Doctor" attributes, Responsibility, Ethics, Innovation and Self-

Improvement and Unbiased. The M3 PCA derived an 8 factor solution (0.55-

0.86) labeled: Citizenship and Dutifulness, Communications Skills and Humil-

ity, Advocacy and Accountability, Beneficence, Ethics and Cultural Compe-

tency, Socially Approapriate Judgement, Patient-Centeredness, and Lifelong

Knowledge.

CONCLUSIONS: This qualitative and process-oriented study provides a

window into the active construction of students' professional identity during

the early years of medical education. While core professionalism domains are

identified by all three classes, their perception of medical professionalism

evolves through pre-clerkship to clerkship years:M1-identified domains reflect

a more societal view, M2-domains suggest a greater understanding of medical

professionalism, yet feature a more academic and less patient-centered view;

M3 students have the broadest perception, reflecting both scholarly, patient-

centered and societal views.
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MEDICARE PAYMENTS FOR MEDICINE SUBSPECIALIST CON-

SULTATIONS FOR HOSPITALIZED ELDERLY ADULTS, 2014 Kira

Ryskina1; Yihao Yuan1; Rachel M. Werner2. 1University of Pennsylvania,

Philadelphia, PA; 2University of Pennsylvania and Philadelphia VA, Philadel-

phia, PA. (Control ID #2939029)

BACKGROUND: Medicine subspecialty consults for hospitalized patients

are requested at the discretion of attending physician to provide organ-system

or procedural expertise, with 90% of hospitalizations having ≥1 consultation in
2010. Under value-based payments, which aim to control overall spending,

consultations may be a target for health systems working to reduce costs. Our

objective was to measure the use and costs of subspecialty consultation for

elderly adults hospitalized for non-surgical conditions.

METHODS: We used Medicare professional and hospital billing data for a

national random sample of 629,450 fee-for-service beneficiaries 65+ years of

age hospitalized for non-surgical conditions between January and December

2014. Using generalized linear regression with gamma-log link, payments

were adjusted for age, sex, race, Elixhauser comorbidity index, and the

Diagnosis Related Group (DRG) for the hospitalization. Payments were ag-

gregated at the hospital referral region (HRR) level and compared between top

vs. bottom quintiles of consultation rate. The results from the random sample

were extrapolated to the entire Medicare fee-for-service population.

RESULTS: In 2014, 57.4% of hospitalizations included ≥1 consultation with a
medicine subspecialist, corresponding to 22.5 million consult visits and $1.89

billion in physician payments. After risk adjusting, mean payments varied

across HRRs (Figure). Total physician consultation payments to the quintile

of HRRs with the highest consult rate were $315 million higher than to the

quintile with the lowest rate.

CONCLUSIONS: Medicare payments for medicine subspecialty consulta-

tions represent a considerable component of total hospitalization spending.

Regional variation suggests this practice could be optimized. However, wheth-

er hospitals transitioning to value-based payment can reduce these costs

without detrimentally affecting quality is unknown.

MEDICATION CONTRACT AND SUBSTANCE MISUSE: DIGITAL-

ERA OUTCOMES IN A PRIMARY CARE CHRONIC PAIN PRO-

GRAM Ameer Ghodke1; William C. Bennett5; Naishal Patel3; Paul

Chelminski2; Timothy Ives4, 1. 1University of North Carolina, Cary, NC;
2University of North Carolina at Chapel HIll, Chapel HIll, NC; 3UNC-Chapel

Hill, Cary, NC; 4University of North Carolina, Chapel Hill, NC; 5University of

North Carolina School of Medicine, Chapel Hill, NC. (Control ID #2941508)

BACKGROUND: Universal opioid prescribing precautions have been advo-

cated to monitor patients for substance misuse. These precautions include

regular face-to-face visits, documentation in EHRs, urine toxicological

screening (UTS), and online prescription monitoring programs (PMP). Med-

ication contracts are commonly used to stipulate the conditions for opioid

prescribing and the expectations of patients and providers, but their perfor-

mance over time is not well understood. The UNC General Medicine Pain

Service (GMPS) manages opioid-treated patients referred by their primary care

providers. Patients sign a medication contract that stipulates conditions for

receiving opioids and specifies violations that will result in discontinuation of

opioids: UTS positive for cocaine; UTS negative for prescribed opioid; and/or

UTS positive for non-prescribed controlled substances (inconsistent UTS);

doctor shopping; prescription alteration; diversion; threatening behavior.

Polysubstance abuse is defined as at least 2 of the following: UTS positive

for cocaine; marijuana; and controlled substances not prescribed by the GMPS.

Substance misuse patterns within the GMPS were compared in two extreme

intervals of time.

METHODS: Two cohorts of patients were examined in subject to universal

opioid prescribing: a 2003-2008 ‘past' cohort (N=488) and a 2014-2017

‘current' cohort (N=370) to determine how present-day precautions have

affected the monitoring efforts of GMPS patients.

RESULTS:Within the past cohort, substance misuse was detected at a rate of

23.2%. The predominant misuse categories were cocaine (46.9%) and doctor

shopping (17.7%). In the current cohort, substance misuse remained common

(24.3%), but the patterns of misuse had changed. Cocaine use fell from 46.9%

to 16.7% of violations. Inconsistent UTS predominated as the most common

violation in the current, rising from 15.0% to 52.2%. Polysubstance misuse

declined from 8.4% to 5.1%, reflecting the decreased prevalence of cocaine on

UTS. A decline in doctor shopping (from 17.7% to 11.1%) was also detected,

reflecting consistent use of the statewide, online prescription monitoring sys-

tem. The time to contract violation differed substantially: 73.5% of violations

occurred within the first six months of monitoring for the past cohort and

52.2% of violations occurred after six months in the current cohort.

CONCLUSIONS: Medication contract violations leading to opioid discon-

tinuation continued to be common through time within the GMPS. The pattern

of violations, however, have changed. Cocaine use became much less com-

mon, while UTS inconsistent for prescribed opioid became more common.

Consistent use of the North Carolina PMP may have contributed to fewer

doctor shopping violations as these patients could be identified a priori with the

current cohort. Identification of a substantial number of contract violations

even six months after entry into the program suggests that universal opioid

prescribing precautions should not be relaxed with time.

MENTAL HEALTH CONTRIBUTIONS TO COSTAND LENGTH OF

HOSPITALIZATION IN ADOLESCENTS AND YOUNG ADULTS

WITH CHRONIC MEDICAL CONDITIONS Reem Hasan1; Christina

Nicolaidis2. 1OHSU, Portland, OR; 2Portland State University, Portland, OR.

(Control ID #2944931)

BACKGROUND: Patients with chronic illnesses of childhood often have

exacerbations of their conditions during adolescence and young adulthood,

leading to higher rates of hospitalizations and burden of disease.We studied the

contribution of having a psychiatric comorbidity on the length of stay and cost

of hospitalization.

METHODS: We used data from the 2013 National Inpatient Survey to

conduct this analysis, restricting to patients between 12 and 26 years, and

excluding pregnancy-related hospitalizations. Primary variables included
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psychiatric comorbidity, age, and 14 diagnoses of common childhood chronic

conditions. Other variables included sex, income, race, and insurance status. Out-

comes were length of stay and cost of hospitalization.We used descriptive statistical

methods, Student's t-tests, and logistic regression models to analyze the data.

RESULTS: Almost 300,000 hospitalizations contributed to this analysis.

Almost 60% of hospitalizations occurred among patients 20 years of age or

older. There were an equal number of males and females. Most patients (85%)

had at least one chronic condition. Injuries, psychiatric conditions, and sub-

stance use made up almost half of all primary diagnoses for hospitalization.

Psychiatric disorders had longer length of stays and lower cost associated with

the hospitalization. Mood disorders accounted for approximately 16% of

overall hospitalizations, but only 8% of the total charges. Cystic fibrosis and

cancer diagnoses both had longer length of stay and higher costs associated

with hospitalization. Psychiatric conditions (mood, anxiety, psychosis, conduct

disorders) were comorbid in close to 40% of all non-psychiatric hospitaliza-

tions. The diagnoses with the highest psychiatric comorbidity included injury

(56%), epilepsy (30%), cystic fibrosis (30%), diabetes (27%), congenital

disorders (21%), asthma (19%), and IBD (19%). In most diagnostic categories,

the presence of a psychiatric comorbidity significantly increased the length of

stay and cost of hospitalization.

CONCLUSIONS: Most hospitalizations occur among patients with one or

more chronic conditions.Mental health contributes to a large part of the burden

of illness among adolescents and young adults. Though hospitalization for

primary mental health diagnoses have lower costs, psychiatric comorbidity

increases length of stay and cost of hospitalization for most chronic conditions.

Attention to psychiatric comorbidity may be particularly important in adoles-

cents and young adults with chronic illness.

MENTORING WOMEN IN ACADEMIC MEDICINE: A SYSTEMAT-

IC REVIEWAmy H. Farkas1; Eliana Bonifacino1; Sarah A. Tilstra2; Jennifer

Corbelli3. 1UPMC, Pittsburgh, PA; 2University of Pittsburgh School of

Medicine/Medical Center, Pittsburgh, PA; 3University of Pittsburgh Medical

Center, Pittsburgh, PA. (Control ID #2904110)

BACKGROUND: Though medical school matriculants have approached

50% women, women remain underrepresented in academic medicine. Men-

torship, which has been associated with career satisfaction, faculty retention,

and promotion, has been proposed as one way to increase the number of

women in academic medicine. Despite the many proven benefits of mentor-

ship, the literature suggest that female physicians are less likely to have

mentors compared to their male colleagues. Women also face unique chal-

lenges to finding mentors. The objective of this review is to identify and

describe models of mentorship for women in academic medicine.

METHODS: We searched PubMed, PsycINFO, Education Resources Infor-

mation Center, and Cochrane Databases of Systematic Reviews following

PRISMA guidelines in June 2017. We included original, peer-reviewed

English-language studies that described a mentorship program that involved

academic medical doctorates at the faculty or trainee level, were created for

women or provided results stratified by gender, and described a program in the

US. We excluded mentorship programs designed specifically for procedural

skills. Two reviewers independently evaluated all records for eligibility, and

independently abstracted the data.

RESULTS: Our search returned 3625 results, with 3309 references remaining

after removal of duplicates. We excluded 2577 references based on title and

abstract and reviewed 732 full-text. In total, 20 articles met all of our inclusion

criteria. These 20 articles described 19 separate mentorship programs. The

majority of the programs were aimed at junior faculty, three programs focused

on trainees, and four programs included all levels of physicians. The dyad

model of mentoring was the most common model described, followed by

peer/facilitated peer mentoring. Frequently cited objectives of these programs

were improvements to scholarship, promotion, and retention of female faculty.

Mentorship programs were frequently offered as part of larger institutional

initiatives for women. Program evaluations were primarily survey-based and

reported participant satisfaction. Most results showed very high satisfaction.

Eight articles reported objective outcomes including publications, retention,

and promotion, all of which showed improvement in their metrics.

CONCLUSIONS: A range of successful mentorship programs for women in

academic medicine exist in the literature. The traditional dyad model of

mentorship remains common, though increasingly peer-mentorship programs

are emerging. Our review suggests that mentorship programs targeted at

women, regardless of model, are met with high satisfaction and can help

promote and retain women in academic medicine. These results demonstrate

the importance of further development of these programs in academic centers

nationally to more effectively enhance the number of successful of women at

all points along the leadership pipeline.

META-ANALYSIS COMPARING INCIDENT CARDIOVASCULAR

EVENTS FOLLOWING INITIATION OF DIFFERENT DIALYSIS

MODALITIES Matthew Lozier1; Alexandra Sanchez1; John Lee1; Gabriel

Valle2; Leonardo Tamariz1. 1University of Miami Associated with Holy Cross

Hospital, Pompano, FL; 2Holy Cross Hospital, Fort Lauderdale, FL. (Control

ID #2939814)

BACKGROUND: Cardiovascular disease is the leading cause of morbidity

and mortality in patients with end-stage renal disease initiating dialysis1. The

risk factor is thought to contribute to 40-50% of deaths in this patient popula-

tion2. The question whether initiation of hemodialysis (HD) versus peritoneal

dialysis (PD) influences the rate of subsequent adverse cardiovascular events

remains to be addressed.

METHODS: We searched the phrase "dialysis modality and cardiovascular

events" within the Pubmed, Cochrane, and Scopus databases supplemented by

manual searches of key relevant articles fromMay of 1983 through November

of 2017.We selected all cohort studies that compared cardiovascular outcomes

following initiation of HD versus PD. The pooled relative risk was then

calculated with the corresponding 95% confidence interval (CI) and p-value

for incident cardiovascular events based on dialysis modality.

RESULTS: The search strategy yielded 227 studies, four of which met our

eligibility criteria. The 4 cohort studies yielded data on 43,942 patients. Of that

total, there were 29,766 initiated on HD and 14,176 initiated on PD that were

subsequently assessed for adverse cardiovascular events. This resulted in a

pooled relative risk of adverse cardiovascular events in HD patients compared

to PD patients of 1.051 (95% CI 1.017-1.086; p = 0.003).

CONCLUSIONS: Initiation of PD was overall superior to HD in terms of

developing subsequent adverse cardiovascular events. Patients receiving more

frequent treatments with PDminimizes episodes of fluid overload often seen in

the traditional thrice weekly HD schedule. Additionally, arteriovenous fistulas

often seen in HD patients could perpetuate atherosclerotic disease by way of

turbulent and hyperdynamic flow. Limited as well as conflicting data on this
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topic have been published, and the underlying mechanism affecting cardiovas-

cular outcomes based on dialysis modality needs to be further elucidated in

future studies.

MISSED OPPORTUNITIES FOR OSTEOPOROSIS SCREENING

AND TREATMENT IN AN URBAN UNDERSERVED PRIMARY

CARE RESIDENT CLINIC Kirolos Iskander2, 1; Tracian A. James-

Goulbourne2, 1; Michael Post2, 1; Michael Trevisonno2, 1; Michelle

Likhtshteyn2, 1; Steven Song2, 1; Mahyar Pourriahi2, 1; Yakira David2, 1;

Andrew A. Chang2, 1; Melissa S. Lee2, 1. 1SUNY Downstate, Brooklyn, NY;
2Health + Hospitals/Kings County, New York, NY. (Control ID #2945967)

BACKGROUND: According to the International Osteoporosis Foundation,

over 200 million women worldwide are living with osteoporosis. Half of all

postmenopausal women will have an osteoporosis-related fracture during their

lifetime. Early identification of osteoporosis using DEXA scan screening and

treatment can reduce new fracture incidence by almost 50%. A single study of

338 primarily middle-aged, African American patients living in an urban,

underserved area, found a 22% prevalence of osteoporosis. Our study aims

to investigate the prevalence of osteoporosis screening and to evaluate the use

of clinical guidelines for treatment in an urban underserved primary care

resident clinic.

METHODS: A retrospective chart review of women age >65 was performed

fromMarch 2017 to September 2017. The following data points were collected

and analyzed: patient age, osteoporosis risk factors (BMI, Diabetes mellitus

(DM), hyperthyroidism, corticosteroid use, hormone replacement therapy

(HRT)), DEXA scan referral, DEXA scan completion, and prescription of a

bisphosphonate.

RESULTS: 59 patients were included in this study. While 69% of our patients

were referred for a DEXA scan, only 46% were completed. Of these, 15% met

criteria for osteoporosis and 22% were eligible for bisphosphonate therapy by

FRAX criteria. Of patients who met criteria for osteoporosis (t score ≤ -2.5),

50% received bisphosphonates. None of the patients that met FRAX criteria

(>=3% of hip fracture and/or >=20% overall fracture risk) were treated with

bisphosphonates. Overall, only 20% of eligible patients received

bisphosphonates. Patients with risk factors including DM, systemic steroid

use, HRT, smoking, hyperthyroidism made up 20% of our cohort. Of these

patients, 75% were screened for osteoporosis. Patients on HRTwere screened

only 33% of the time.

CONCLUSIONS: Our findings identify a significant practice gap in screen-

ing at risk women for osteoporosis. Even after screening, many women were

not treated appropriately with bisphosphonates. Further studies are needed to

understand disparities in osteoporosis screening and treatment and to explore

ways to improve the identification and management of osteoporosis in our

urban resident practice. 1El-Maouche, Diala et al. "Prevalence of Low Bone

Mineral Density in a Low-Income Inner-City Population." Journal of Bone

and Mineral Research 26.2 (2011): 388-396. PMC. Web. 4 Jan. 2018.

MISSED OPPORTUNITIES: FAILURE TO EVALUATE ABNORMAL

LIVER FUNCTION TESTS IN TWO PRIMARY CARE RESIDENCY

TRAINING CLINICS Ambili Ramachandran1; Julie Parish Johnson3; Aro

N. Choi3; Ramin Poursani4; Juan Guerrero1; Barbara J. Turner2. 1UT Health

San Antonio, San Antonio, TX; 2University of Texas Health Science Center at

San Antonio, San Antonio, TX; 3UT Health SA, San Antonio, TX;
4UTHSCSA, San Antonio, TX. (Control ID #2938079)

BACKGROUND: Abnormal liver function tests (LFTs) are common on

routine ambulatory lab testing, but may not be acted upon due to competing

priorities in primary care. With increasing concern for hepatitis C infection

(HCV) and fatty liver disease, expert guidelines recommend evaluating repeat-

edly abnormal LFTs, at a minimum, by testing for HCVand Hepatitis B virus

(HBV) and liver imaging. Because diabetes mellitus (DM) increases the risk of

abnormal LFTs, we examined the prevalence and evaluation of patients with

repeated high alanine aminotransferase (ALT >40 u/L) results with a DM

registry created from the shared electronic medical record (EMR) of two

residency training clinics serving mainly low income Hispanics.

METHODS: From the DM registry, we identified patients aged 18-75 years

with 2+ visits from 1/2015 to 6/2017. We selected patients with least two ALTs

>40 and the last ALT >40. Data from the EMR included: demographics,

insurance, body mass index (BMI), and mean A1c in 2017. We categorized

patients by highest ALT elevation as 1-2x upper limit of normal (ULN) and

2x+ ULN. For these two categories of abnormal ALTs, we examined propor-

tions of patients tested for HCV, HBV, and/or liver imaging (ultrasound, CT, or

MRI) and compared these tests by ALTabnormality. We also compared results

of this evaluation. We looked for recognition of abnormal ALTs from a liver-

related diagnosis on the problem list (e.g. abnormal LFTs, alcoholic hepatitis).

RESULTS:Among 4107 eligible patients with DM, 856 (20.8%) had >2 high

ALTs. Patients with abnormal ALTs were characterized by: mean age 55.3

years (SD 10.2), men (52.3%), Hispanics (81.9%), BMI >30 (67.9%), and

uninsured (57.9%). Mean A1c was 7.9% (SD 1.96). Overall, 676 patients

(79.0%) had ALTs 1-2x ULN; of these 49.1% had been tested for HCV, 29.4%

for HBV, and 35.4% had liver imaging. Testing was greater for the 180 patients

(21.0 %) with ALTs 2x+ ULN (63.9% for HCV, 50.0% for HBV, 58.3% for

imaging). Positive HCV tests were found for 19% and 29.6% of patients with

ALT 1-2x ULN and ALT 2x+ ULN, respectively. Positive HBV test results

were found for 7.5% and 11.1% of patients with ALT 1-2x ULN and ALT 2x+

ULN, respectively. Imaging was often abnormal, based on free text analysis of

radiology reports (86.6% of patients with ALT 1-2x ULN, 85.7% of patients

with ALT 2x+ ULN). Among patients with ALT 1-2x ULN, 68.9% had no

liver-related diagnosis and 37.9% had no evaluation. Among patients with

ALT 2x+ ULN, 55% had no liver-related diagnosis and 23.3% had no

evaluation.

CONCLUSIONS:This study reveals serious deficiencies in quality of care for

patients with DM and repeated abnormal ALTs, including when ALTs are 2+

ULN. Patients were commonly not tested, as recommended, for viral hepatitis.

ABSTRACTS JGIMS258



Imaging, when performed, often revealed abnormalities. Future quality of care

initiatives should address clinician education and take advantage of EMR alerts

to prompt appropriate evaluation of abnormal LFTs.

MIXED EMOTIONS: HEALTH CARE PERSONNEL'S REACTIONS

TO NEW ACCOUNTABILITIES FOR HEALTH EQUITY Brooke A.

Cunningham1; Windy Fredkove2; Alden Lai3; Dimpho Orionzi4; Jill A.

Marsteller5. 1University of Minnesota Medical School, Minneapolis, MN;
2University of Minnesota School of Nursing, Minneapolis, MN; 3Johns Hop-

kins Bloomberg School of Public Health, Baltimore, MD; 4University of

Minnesota School of Public Health, Minneapolis,MN; 5Johns Hopkins School

of Public Health, Baltimore, MD. (Control ID #2946437)

BACKGROUND: Calls for health care organizations to promote health

equity, through reducing health care disparities and addressing the social

determinants of health, are growing and disrupt assumptions about equal care

and the role of the health care delivery system more generally. This paper uses

qualitative data to explore the emotions that health care personnel express as

they make sense of the newfound emphasis on equity. To do so, we consider

the relationships between social identity, sense of control, emotion, cognition,

and action.

METHODS: The principle investigator conducted 21 semi-structured inter-

views with senior leaders and equity team members and 7 focus groups with

providers and staff employed at one of Minnesota's largest health care system.

The PI asked respondents to describe recent conversations about equity in their

workplaces and to identify barriers and facilitators to addressing equity. Focus

group participants were also asked to imagine colleagues' reactions—"what

would they say, think, and feel"—should they be asked to adapt practices to

address the social determinants of health, community health, and healthcare

disparities. Interviews and focus groups were audiotaped and transcribed. Two

coders independently coded each transcript for themes and then compared and

reconciled their coding. Reactions to equity work emerged inductively during

the coding process.

RESULTS: Findings suggest that discourses on health equity can disrupt

personal and professional identities and trigger a mixture of emotions, includ-

ing fear, sadness, and excitement. Personnel with broad, or flexible, construc-

tions of their work roles experienced less disruption, and more positive

emotions, than those personnel who constructed narrow, or rigid, professional

identities. Those who expressed a stronger sense of control also expressed

more positive emotions, such as happiness and hope, and were excited about

the prospect of greater accountabilities related to equity. Those who doubted

the existence of disparities were defensive and pointed to cues such as stan-

dardized care protocols and perceptions of colleagues' professionalism to

oppose change. Those who perceived low organizational self-efficacy, due to

a lack of time, skills, or knowledge, often expressed frustration and helpless-

ness. Their sensemaking focused on the lack of progress and sought

sensegiving about ways to "make it workable."

CONCLUSIONS:Discussions about equity are new in healthcare and trigger

mixed reactions, drawing out provider and staff's hopes, fears, and anxieties.

Variations in emotional reactions may be related to differing perceptions about

sense of control over disparities and the social determinants of health. If we

want to enlist health care providers, nurses, and managers in efforts to improve

health equity, we need to understand these emotions and sensemaking

processes.

MOBILEPHONETEXTINGALONE IS INSUFFICIENT IN IMPROV-

ING ADHERENCE TO REFILLS AND MEDICATION Ade B. Olomu;

Karen Kelly-Blake; William Hart-Davidson; James Stewart; Gurveen Chahal;

Zane Alroshood; Maitreyee Rai; Brandon Batarse. Michigan State University,

East Lansing, MI. (Control ID #2944104)

BACKGROUND: Medication non-adherence in DM patients leads to in-

creased risk for hospitalization, disability, and death. Mobile self-

management TeXTing interventions (TXT) have potential to activate patients

and reinforce positive behavior changes. The Office-Guidelines Applied to

Practice (Office-GAP) Program is a Patient Activation Intervention (PAI) that

trains patients and providers in SharedDecision-Making. Office-GAP has been

shown to improve medication adherence. Our objective is to determine if

Office-GAP + TXT improves patients' Adherence to Refills and Medication

Scale (ARMS) score compared to TXT alone.

METHODS: The Office-GAP/TXT (CareSmarts) intervention is a two-arm

pilot study in Internal Medicine Residency clinics. Patients were assigned to

Office-GAP+TXTor TXTalone based onwhether they attended theGreen team

or White team residency clinics. Office-GAP included: 1) Patient activation

group visit 2) Provider training and 3) Decision support checklist used in real

time in the office in two provider visits. TXT intervention included: 1) Teaching

patients to send and receive text messages 2) Patients receive daily messages

appropriate to their diagnosis and medications (e.g. BP, blood glucose, medica-

tion) for 14 weeks, along with appointment reminders 3) Patients respond to

prompts and may contact their providers via texting. We evaluated the effect of

the Office-GAP/CareSmarts (TXT) intervention on ARMS, a 14-item scale with

two subscales for taking medications as prescribed and refilling medications on

schedule. Each item scores from 1 to 4 with total score ranging from 14 to 56.

Lower scores indicate better adherence. We used Generalized Estimation Equa-

tion (GEE) method for hierarchical continuous models to test for changes from

baseline to four-month follow-up, controlling for confounders.

RESULTS: Forty-three patients completed ARMS at baseline, 22 from

Office-GAP + TXT group and 21 from TXT alone. The mean of ARMS at

baseline is 19.77 (s.d.=3.44) and 19.43 (s.d.=4.23) respectively for Office-

GAP + TXT group and TXT only group (P-value=0.77). At four months, 13

patients from Office-GAP + TXT and 8 patients from TXT only group

completed ARMS again. The mean ARMS were 17.54 (s.d.=3.31) and 20.00

(s.d.=4.84) for Office-GAP + TXT and TXT only group (P-value=.181).

Regression analysis showed that after controlling for age, gender, race, health

insurance, BMI and numeracy ability, from baseline to 4 months, ARMS in

Office-GAP + TXT group decreased significantly with 1.91 points on average

(P-value=0.05) signifying better adherence to refill and medications. In the

TXT only group, ARMS decreased 0.21 points on average (P-value=0.92).

CONCLUSIONS: This pilot demonstrates that combining mobile phone

texting with Office-GAP significantly improves adherence to refills and med-

ications over time compared to using the phone alone. Mobile phone texting

alone may be insufficient in improving adherence in clinical practice.

MOODSYMPTOMSARENOTASSOCIATEDWITHOBJECTIVELY

ASSESSED PHYSICAL ACTIVITYAMONG PATIENTS RECENTLY

HOSPITALIZED WITH SYSTOLIC HEART FAILURE Julia P. Holber;

Kaleab Abebe; Amy M. Anderson; John M. Jakicic; Ravi Ramani; Bruce L.

Rollman; Bea Herbeck Belnap. University of Pittsburgh, Pittsburgh, PA.

(Control ID #2941513)
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BACKGROUND: Among patients with heart disease, co-morbid depression

is commonly associated with non-adherence to recommended self-care behav-

iors, including adequate physical activity. However, past studies typically

relied on patient's self-reports of physical activity. We used armband acceler-

ometers to objectively assess the relationship between physical activity and

mood symptoms among recently hospitalized patients with systolic heart

failure (HF) who consented to enroll in an NIH-funded trial presently exam-

ining the impact of treating depression.

METHODS: From March 2014 to October 2017, we screened patients with

systolic HF (cardiac ejection fraction (EF) ≤45%) and NYHA class II-IV

symptoms for depression using the Patient Health Questionnaire (PHQ-2) at

8 Pittsburgh-area hospitals. Two weeks after discharge, we telephoned

consented patients to confirm protocol-eligibility and administer the PHQ-9

as part of our baseline assessment battery.We classified patients as depressed if

they screened positive on their inpatient PHQ-2 and scored ≥10 on the PHQ-9,
and as non-depressed if they screened negative on the PHQ-2 and scored <5 on

the PHQ-9. Afterwards, we mailed Bodymedia™ Sensewear armbands to

patients and instructed them to wear the device for 7 days before returning it.

We classified the armband data as usable if the patient wore the device for at

least 10 hours per day on 4 separate days. We then calculated univariate

Pearson correlation coefficients between median daily step counts and PHQ-

9 scores on our combined depressed and non-depressed study cohorts.

RESULTS:Of the 757 enrolled HF patients (83% depressed), 261 (34%; 84%

depressed) provided usable armband data (mean age: 64 years (SD: 13), 56%

male, 73% Caucasian, NYHA: 38% class II, 52% class III, mean score (SD)

PHQ-9: 12.0 (5.7)). Overall, most study patients were inactive (median daily

step count: 1,351 (Q1=539, Q3=2,796)) and our depressed and non-depressed

study cohorts had a similar median number of steps per day (1,273 (IQR: 533-

2,726) vs. 1,624 (843-3,621); P=0.28). Univariate Pearson correlation coeffi-

cients found no correlation between PHQ-9 score and median daily step count

(R=0.05, P=0.38).

CONCLUSIONS: We found no relationship between mood symptoms and

objectively measured physical activity among recently hospitalized patients

with systolic HF. Our findings complicate the general understanding that

depression is an independent indicator of physical activity levels. Upon open-

ing our Trial's blind in late 2018, we will examine the longitudinal impact of

mood symptoms on physical activity and other HF self-care behaviors.

MORTALITYANALYSIS IN UNSHELTERED HOMELESS, UNDER-

STANDING THOSE UNCARED FOR Jay L. Mathur1; Hebist Berhane1;

Catherine D. Quinn2; Mehrshid Kiazand1; Jim Withers1. 1UPMC Mercy,

Pittsburgh, PA; 2UPMC Mercy Hospital, Pittsburgh, PA. (Control ID

#2929032)

BACKGROUND: Homeless populations have high mortality and are more

vulnerable than the general population. Unsheltered homeless are a poorly

understood minority making up 29% of the total homeless population. Defined

by HUD as persons occupying "public or private place not designed for or

ordinarily used as a regular sleeping accommodation for human beings",

efforts have been made to understand this demographic. The population has

poor representation in homeless mortality studies. Unsheltered homeless have

less access to social services and health care compared to sheltered which

places them at higher vulnerability. We performed an analysis to understand

causes of death in the unsheltered homeless of Pittsburgh, PA.

METHODS: Operation Safety Net (OSN) is a Pittsburgh based street medi-

cine organization targeting the unsheltered homeless. OSN has kept electronic

records of those who have lived and died on the streets since 1992. We

accessed these records in addition to records kept by UPMC to assess all

causes of death. A total of 95 records were found, 77 specifying type of death

and 18 listing "Natural" or "Accidental". Seventeen causes of death were

identified and analyzed by percentage. Data was matched with CDCmeasured

PA mortality rates in 2015. If PA specific data was unavailable, USA popula-

tion data was used. Deaths were further analyzed by trauma, alcohol related,

natural, and accidental.

RESULTS: The leading causes of death in unsheltered homeless were drug

overdose/abuse, drowning, cardiovascular disease, liver disease, homicide/

assault, and cancer. Death from cardiovascular disease, stroke, and cancer were

significantly decreased in the unsheltered (p <0.05). Death from drug abuse,

homicide/assault, drowning, liver disease, infection, and HIV/AIDS were

significantly increased (p <0.001). Accidental deaths accounted for 55% of

unsheltered deaths compared to 5% of the general population (p< 0.001).

Death related to alcohol use was 19.5% compared to 1.2% in the general

population (p <0.001). 5.1% of unsheltered homeless died hospitalized com-

pared to 33.1% of the general population (p <0.001).

CONCLUSIONS:Cardiovascular disease, stroke, and cancer are three of four

leading causes of death in PA. Efforts in prevention and screening for these are

emphasized in all facets of healthcare which has widely decreased mortality.

There was a significant decreased mortality for these disease processes in the

unsheltered suggesting a necessary shift in screening and prevention.Measures

should be focused onmeans to decrease substance abuse and increase access to

mental health rather than focus on cardiovascular disease and cancer. A high

number of unsheltered homeless die unhospitalized compared to the general

public. This highlights poor access to healthcare in unsheltered populations

devoid of social services and community. Outreach to unsheltered homeless

should be expanded to allow better access to healthcare and should be focused

on mortality specific preventive care.

MOVING TOWARD A DECISION: INPATIENT PHYSICIAN-

PATIENT DISCUSSIONS ABOUT DECISION MAKING REGARD-

ING GOALS OFCARE Rashmi K. Sharma1; Kenzie A. Cameron2; Jennifer

M. Zech1; J R. Curtis1; Ruth A. Engelberg1. 1University of Washington,

Seattle, WA; 2Northwestern University, Chicago, IL. (Control ID #2942306)

BACKGROUND:Hospitalized patients with advanced cancer often face high

stakes decision making. Although literature suggests shared decision making

as the preferred approach, how physicians and patients with advanced cancer

engage in decision making within goals-of-care (GOC) discussions is not well

understood. We sought to explore in-hospital physician-patient GOC discus-

sion content related to decision making.

METHODS: Hospitalized patients with advanced cancer who were having a

planned GOC discussion with their physician were recruited consecutively from

the oncology, hospitalist, or palliative care service between October 2012 and

November 2014. Discussions were audiotaped, transcribed, de-identified, and

coded by multiple investigators using open coding and a constant comparative

approach framed by a model of shared decision making. Discrepancies were

resolved by consensus. We report key themes related to decisional discussions.

RESULTS: Sixty-two discussions were recorded with 35 white, 24 black, 1

Asian, and 2 Hispanic patients. Thirty patients were female and mean age was
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60.1 years (SD=12.7). All but 4 discussions included a palliative care attending

physician or fellow. Decisions related to three main topics: 1) disease-

modifying treatments (occurred in 61 discussions); 2) hospice (44 discussions);

and 3) code status (20 discussions). Physicians' roles in these discussions

differentially advanced progress to a completed decision, moving from "infor-

mation exchange," to "deliberation" and finally "wrap-up" (explicitly assessing

whether a specific decision had been made or outlining next steps), and varied

depending on the decision being considered. When discussing code status,

physicians missed opportunities for: 1) engaging in information exchange,

with few physicians eliciting patients' information needs, and 2) articulating

an explicit decision about patients' code status (Table). In contrast, discussions

about disease-modifying treatments and hospice lacked physician integration

of patient preferences into the deliberation process.

CONCLUSIONS: Physicians missed opportunities to advance decision mak-

ing from information exchange to deliberation to wrap up and these missed

opportunities varied by the type of decision being discussed. Efforts to enhance

communication for patients with serious illness should take into consideration

not only physician communication approach and patient preferences, but the

specific decision being considered.

MULTIMORBIDITY AND LONG-TERM COGNITIVE FUNCTION-

ING AND DECLINE IN OLDER ADULTS, 2000-2014 Melissa Y. Wei;

Laura Zahodne; Deborah A. Levine; Mohammed U. Kabeto; Kenneth M.

Langa. University of Michigan, Ann Arbor, MI. (Control ID #2929124)

BACKGROUND: Multimorbidity is associated with worse long-term phys-

ical functioning decline and disability, with dose-response relationships. How-

ever, less is known about the effect of multimorbidity on cognitive functioning

and decline, as most studies examine a single condition or simple sum of

conditions, without considering the differential impacts conditions have on

functioning. A newly developed and validated multimorbidity-weighted index

(MWI) weighted to physical functioning enabled a unique assessment of

multimorbidity and physical functioning with cognitive decline.

METHODS: The Health and Retirement Study is a nationally-representative

prospective cohort of adults ≥51 years followed 2000-2014. In 2000, partici-

pants without dementia were interviewed about physician-diagnosed chronic

conditions, from which their MWI was computed. MWI was a time-varying

covariate updated biennially. We used linear mixed effects models to examine

MWI with the modified Telephone Interview for Cognitive Status (TICSm,

global cognition, range 0-27), immediate recall (immediate memory) and

delayed recall (delayed memory) (range 0-10 words for both) assessed bien-

nially after adjusting for baseline cognitive function. We also adjusted for age,

sex, race/ethnicity, education, BMI, physical activity, smoking status, alcohol

use, marital status/living arrangement, household net worth, and time since

baseline. Last, we compared MWI and simple disease count using Akaike

Information Criterion (AIC).

RESULTS: The final sample included 14763 (80%) participants who contrib-

uted 75392 observations over a mean 11±4.2 years. We excluded those with

missing covariates, no follow-up and proxy representation. At baseline partic-

ipants had mean age 67±9.3 years, MWI 4.4±3.9, TICS-m 15.5±4.6, and

immediate and delayed recall of 5.5±1.7 and 4.5±2.1 words, respectively. Each

point increase in MWI was associated with decreased global cognition (0.04,

95%CI: 0.03-0.04 TICSm), immediate memory (0.01, 95%CI: 0.01-0.02

words) and delayed memory (0.01, 95%CI: 0.01-0.02 words) (all P<0.001).

The effect of 1-point MWI on each outcome was equal to the effect of 60-66

days of aging in the same individual. Each point MWIwas also associatedwith

faster declines in global cognition (0.003, 95%CI: 0.002-0.004 lower TICSm/

year faster) and immediate memory (0.001, 95%CI: 0.001-0.002 fewer words/

year faster) (both P<0.001). MWI had a lower AIC than disease count for all

outcomes.

CONCLUSIONS: A validated MWI weighted to physical functioning was

associated with decreased long-term cognitive functioning and modest but

consistent cognitive decline, particularly at high MWIs and over time, after

adjusting for confounders and baseline cognitive function. MWI provided a

better model fit than simple disease count for all cognitive outcomes. This

study supports an emerging geriatric syndrome of coexisting physical and

cognitive impairment in adults with multimorbidity. Clinicians should assess

for both domains of functioning in older multimorbid adults.

MULTIMORBIDITY AND LONG-TERM DISABILITY AND PHYSI-

CAL FUNCTIONING DECLINE IN OLDER ADULTS Melissa Y. Wei;

Mohammed U. Kabeto; Kenneth M. Langa. University of Michigan, Ann

Arbor, MI. (Control ID #2935922)

BACKGROUND: Physical functioning is a universally valued patient out-

come, but it is not consistently captured in clinical settings. We recently

developed and validated a multimorbidity-weighted index (MWI) that weights

chronic conditions by current Short Form-36 physical functioning. MWI

provides a two-fold clinical interpretation: overall chronic disease burden and

concurrent physical functioning. We aimed to determine whether MWI can

predict future disability and objective measures of physical performance in

older adults.

METHODS: The Health and Retirement Study (HRS) is a nationally-

representative population-based prospective cohort of US adults aged ≥51
years followed 2000-2014. Biennially, participants reported physician-

diagnosed chronic conditions, from which their MWI was computed,

and the number of basic and instrumental activities of daily living

(ADL, range 0-6; IADL, range 0-5) limitations. Gait speed and grip

strength were assessed every 4 years starting in 2006 in alternating

subsamples of the cohort, and gait speed was additionally limited to

adults aged ≥65 years. MWI was a time-varying covariate updated bien-

nially. We used linear mixed effects models adjusted for baseline physical

functioning to examine the association and rates of decline for MWI on

longitudinal grip strength and gait speed. To examine MWI on long-term

ADL and IADL limitations, we used negative binomial regression due to

overdispersion. In addition to baseline physical functioning, we adjusted

for age, sex, race/ethnicity, education, body mass index, smoking status,

marital/living arrangement, household net worth and time since baseline.

RESULTS:The 2000 HRS interviewwas completed by 18550 participants, of

whom 16580 (89%) were included in the final analysis. We excluded those

missing ≥1 health condition variables, all follow-up observations, and those

who died before the 2002 interview. At baseline, participants had a weighted

mean MWI 4.6±4.1, gait speed 0.77±1.7, grip strength 32.7±12.7, and 0.69

±1.7 ADL and IADL limitations. Each 1-point increase inMWIwas associated

with weaker grip strength (-0.10 kg, 95%CI: -0.12, -0.08) and slower gait

speed (-0.004 m/s, 95%CI: -0.005, -0.003) after 8 years (both P<0.001). For

each 1-point increase inMWI, the difference in the logs of expected counts was

expected to be 0.04 more ADL and IADL limitations (95%CI: 0.04, 0.05,
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P<0.001) while holding other variables constant. MWI was also associated

with faster rates of acquiring more disabilities.

CONCLUSIONS: Multimorbidity using a MWI weighted to current subjec-

tive physical functioning was associated with worse long-term objective phys-

ical performance and self-reported disability and faster progression of disabil-

ity. Multimorbidity has a profound burden on future physical functioning

decline and disability, and interventions are urgently needed to reduce its

incidence and progression. MWI is a valid multimorbidity measure that may

be used to target older adults at risk for future functional decline and disability.

MULTIPLE HYPOTHESIS TESTING IN THEGASTROENTEROLO-

GY LITERATURE Jonah Zaretsky1; Yolanda Rivas2; Gitit Tomer2; Amna

Afzal2; William Southern1. 1Montefiore Medical Center, New York, NY; 2The

Children's Hospital at Montefiore, Bronx, NY. (Control ID #2944862)

BACKGROUND: When multiple hypotheses are tested (MHT) in a single

study or experiment, the probability of reporting a false positive result (type 1

error) increases. Methods such as the Bonferroni Correction have been used to

reduce the risk of reporting false positive results. Previous research has found

frequent MHT and infrequent use of corrective methods in otolaryngology,

ophthalmology, and orthopedic surgery research. However, it is unknown how

frequently MHT occurs in gastroenterology research, how frequently correc-

tive methods are used, and how implementing appropriate corrective methods

might change results.We aimed to determine what percent of significant results

in the GI literature would have been non-significant if appropriate corrective

methods had been applied.

METHODS: We searched all research articles on Web of Science pub-

lished in 2013 in the 10 gastroenterology/hepatology journals with highest

impact factors yielding 2260 results; of these, 300 research articles were

selected at random. Non-human studies, reviews, meta-analyses, high-

throughput studies, and descriptive studies were excluded. For each re-

search article we recorded all hypotheses tested, the measure of signifi-

cance, and the method of multiple hypothesis testing correction used, if

any. We then determined if each significant finding would have remained

significant if one of two commonly used MHT correction methods

(Bonferroni and Holm) had been used. Finally, using chi-square test, we

determined if journal impact factor was associated with the likelihood of

correction changing the result to non-significant.

RESULTS: A total of 300 research articles were reviewed of which 153 met

exclusion criteria, leaving a study sample of 147. Of these 142 (95%) contained

uncorrected MHT. The median number of hypothesis tests in each research

article was 24 (IQR 9.5 - 49.5). The total number of hypothesis tests was 5845.

Of these, 475 (8%) were corrected MHT, and 5370 (92%) were uncorrected

MHT. The most used corrective method was Bonferroni, which was applied to

320 hypothesis tests. When we evaluated all uncorrected, significant hypoth-

esis tests we found that 55% became non-significant when the Bonferroni

correction method was applied and 66% became non-significant when the

Holm correctionmethodwas applied.We found no significant difference in the

number of hypothesis tests losing significance when stratified by journal

impact factor for either Holm or Bonferroni (p = 0.59, p = 0.56, respectively).

CONCLUSIONS: MHT is common within the gastroenterology literature,

appropriate correction forMHT is rare, and the risk of type I error is high. As in

other fields, gastroenterology would benefit from attention to this issue among

trainees, investigators, and those involved in the peer-review process.

NATIONALTRENDS IN 30-DAYREADMISSIONRATES: CHANGES

IN DISPARITIES BETWEEN WHITE AND BLACK PATIENTS AF-

TERMEDICARE'SHOSPITALREADMISSIONSREDUCTIONPRO-

GRAM Krisda H. Chaiyachati1, 2; Mingyu Qi1; Rachel M. Werner1, 2. 1The

University of Pennsylvania, Philadelphia, PA; 2Philadelphia VAMedical Cen-

ter, Philadelphia, PA. (Control ID #2945477)

BACKGROUND: Medicare's Hospital Readmissions Reduction Program

(HRRP) financially penalizes hospitals with higher-than-expected readmission

rates. This strategy is often criticized over concerns that it may worsen racial

disparities, as safety-net hospital have higher readmission rates, serve more

racial minorities, and rates are not adjusted for sociodemographics such as race.

We investigated whether racial disparities in readmission rates changed after

HRRP was implemented, and whether any observed changes in disparities are

due to hospital-specific changes in readmission rates versus patients going to

different hospitals.

METHODS:We compared absolute percentage point changes in risk-adjusted

30-day readmission rates from January 2009 to October 2015 using a

difference-in-difference approach: comparing rates for white and black patients

before versus after the implementation of HRRP (October 2012) for the three

originally targeted conditions—acute myocardial infarction, heart failure, and

pneumonia. For all models, we used multivariate, linear regression, incorpo-

rating a difference-in-difference estimator using an interaction term containing

a binary indicator for race (e.g., white or black) and HRRP implementation

(e.g., before or after), and we controlled for patient age, sex, comorbidities,

hospital-level covariates, and patient clustering within hospitals. Next, we

included hospital fixed-effects to estimate changes between white and black

patients within hospitals. Finally, we stratified the two previous models based

on hospitals' safety net status.

RESULTS:Our data set included 6,199,076 discharges for targeted conditions

in 3,499 hospitals, 1,474 (42%) of which were safety net hospitals. Risk-

adjusted readmission rates declined after HRRP for both white patients

(20.44% to 18.90%) and black patients (22.76% to 20.49%). Readmission

rates declined more for black patients compared to whites, a difference of -0.73

percentage points (95% confidence interval [CI]: -0.99 to -0.47, P<0.001). This

reduction was largely due to within-hospital differences in readmission rates,

which declined by -0.62 percentage points (95% CI -0.88 to -0.37; P<0.001).

In stratified analyses, black patients experienced similar declines in readmis-

sion rate compared to white patients after HRRP was implemented when

discharged from safety net (-0.72 [95% CI: -1.19 to -0.25; P=0.003]) and

non-safety net hospitals (-0.73 [95% CI: -1.05 to -0.41; P<0.001]).

CONCLUSIONS: Despite concerns about the impact of HRRP on racial

disparities, differences in readmission rates between white and black patients

decreased significantly after HRRP, mostly due to declines within hospitals,

and effects were similar across safety net and non-safety net hospitals. Illumi-

nating what hospital-level changes have contributed to these improvements

may be key targets for future efforts to reduce disparities in readmissions.

NATIONALTRENDS IN MEDICAL EXPENDITURES FOR CHRON-

IC OBSTRUCTIVE PULMONARY DISEASE AMONG ADULTS IN

THE UNITED STATES: 2003-2014 Samuel O. Schumann1; Elizabeth B.

Kirkland2; Marc Heincelman1; Andrew Schreiner1; Kinfe Bishu1; William P.

Moran1. 1Medical University of South Carolina, Charleston, SC; 2MUSC,

Charleston, SC. (Control ID #2943234)
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BACKGROUND: Chronic Obstructive Pulmonary Disease (COPD) inflicts

significant health and financial burden on the United States (US) population. In

2011 6.3% of the US population was estimated to carry a diagnosis of COPD

and just as many are believed to be undiagnosed. Surpassed only by heart

disease and cancer, COPD is the third leading cause of death in the US with

almost 150,000 deaths attributed annually. The economic burden of COPD

care is substantial with total costs 2010 estimated at $49.9 billion dollars, $30

billion in direct costs and $20 billion in indirect costs. Historically, inpatient

and pharmaceutical expenses have driven the cost of COPD care. The purpose

of this study is to evaluate US COPD cost of care trends using a multi-payer

sample.

METHODS: Cross-sectional data from the 2003 - 2014 Medical Expenditure

Panel Survey (MEPS) was pooled to create a nationally representative sample.

Patients with COPDwere identified using ICD-9 coding and self-report. Direct

healthcare expenditures were inflated to the 2016 US dollar and estimated for

COPD patients compared to non-COPD patients. Unadjusted expenditures

were analyzed in 4-year time frames in order to increase sample size and

precision of estimated. Direct healthcare expenditures were adjusted for socio-

economic factors and comorbidities using a two-part probit and generalized

linear model to estimate the incremental cost of COPD.

RESULTS: 3% of adults were identified as having COPD. Mean annual

unadjusted healthcare expenditures for COPD patients were almost 3 times

that of non-COPD patients at $15,016 and $5,636 respectively. Inpatient and

pharmaceutical expenditures continue to be the largest mean annual unadjusted

expenditures for COPD patients at $4,960 and $4,405, respectively. Cost

trends showed a slight decrease in mean annual unadjusted healthcare expen-

ditures for COPD patients from $16,219 in 2003/06 to $15,426 in 2011/14.

Mean annual unadjusted inpatient expenditures for COPD patients decreased

from $6,402 in 2003/06 to $4,586 in 2011/14, while mean annual unadjusted

pharmaceutical expenditures increased from $4,246 in 2003/06 to $4,947 in

2011/14. There was a slight increase in mean annual unadjusted healthcare

expenditures for non-COPD patients from $5,440 in 2003/06 to $5,840 in

2011/14. The adjusted incremental cost of care for COPD patients was esti-

mated at $2,783.

CONCLUSIONS:While a slight decrease in the unadjusted mean cost of care

for COPD patients was noted from 2003 - 2014, COPD continues to impose

immense economic burden on the US. As the unadjusted charges result from

the cost of COPD and comorbid care, a complex interplay of socioeconomic

and legislative forces is hypothesized to drive the cost trends observed.

Inpatient and pharmaceutical expenditures continue to lead the cost of COPD

care. Future efforts to control the cost of COPD care should focus on smoking

prevention, comorbid disease management and healthcare policy to slow the

rapid increase in pharmaceutical prices.

NAVIGATING TENSIONS BETWEEN SUPERVISION AND AUTON-

OMYASAKEYPROCESS IN PROFESSIONAL IDENTITY FORMA-

TION DURING RESIDENCY: A QUALITATIVE STUDY Hannah C.

Nordhues;Wil L. Santivasi; Frederic Hafferty; Brianna E. Vaa; John T. Ratelle;

Thomas J. Beckman; Adam P. Sawatsky. Mayo Clinic, Rochester, MN. (Con-

trol ID #2938944)

BACKGROUND: Professional identity formation (PIF) should be a focus of

medical education. Previous models of PIF in medicine outline the role of the

individual and context, and highlight the importance of experience and role

models. Tensions between regulatory restraints, supervision, autonomy, and

self-efficacy may affect resident PIF. Social cognitive theory (SCT) provides a

lens to view the interaction between identity, behavior and context in the

setting of PIF. We explored resident perceptions of autonomy and supervision

to characterize the relationship between context and individuals within the

process of PIF.

METHODS: We used constructivist grounded theory to develop an under-

standing of PIF during residency. We invited residents in the Mayo Clinic

Internal Medicine Residency to participate in an hour-long semi-structured

interview between February and May 2017. Each interview was transcribed

verbatim and de-identified prior to analysis. Data analysis and collection were

conducted simultaneously.We started by applying open codes, writing analytic

memos and discussing themes. We identified main themes relating to PIF and

discussed relationships between themes. During data analysis, we identified

SCT as a basis for data analysis. We constantly compared our initial concep-

tualization of findings, SCT, and new data as it was collected. We refined our

categorization of themes within SCT framework to explain our findings.

Theoretical saturation was determined by group consensus. This study was

approved by the Mayo Clinic Institutional Review Board.

RESULTS: We conducted 23 interviews; fifteen (65%) participants were

male. Five participants (22%) were postgraduate year (PGY) 1s, 9 (39%) were

PGY-2s, and 9 (39%)were PGY-3s.We identified three themes describing PIF:

"professional roles and behaviors," "personal identity," and "proximal con-

text," relating to behavior, personal factors, and environment within SCT. One

critical contextual factor affecting PIF that residents identified was experienc-

ing autonomy. The proximal context of program structure, educator expecta-

tions, and institutional culture as it related to progressive autonomy helped

shape the residents' identify as physicians. Similarly, residents identified ex-

amples when individual characteristics of confidence and competence changed

the level of autonomy they were afforded by supervising physicians. One

example was "faking it until one makes it"—simulating professional identity

by carrying out professional roles prior to development of true professional

identity. This demonstrates the dynamic and reciprocal relationship between

the context of earning autonomy and its necessity for PIF.

CONCLUSIONS: Individual PIF is shaped by the balance between supervi-

sion and autonomy, highlighting an example of the reciprocal relationship

between proximal context and personal identity within SCT. SCT may help

understand the importance of autonomy on PIF and help clinical supervisors

balance supervision and autonomy in the clinical setting.

NEAR-NATIONAL ESTIMATES OF DISPARITIES IN KNEE AND

HIP REPLACEMENT USE BETWEEN HISPANICS AND OTHER

RACE/ETHNIC GROUPS Amresh D. Hanchate1; Nancy R. Kressin3, 1;

Michael K. Paasche-Orlow1; Eun Ji Kim5; Jennifer E. Rosen2; Lenny Lopez4;

Souvik Banerjee1. 1Boston University School of Medicine, Boston, MA;
2MedStar Washington Hospital Center, Washington DC, DC; 3VA Healthcare

Boston, Boston, MA; 4UCSF School of Medicine, San Francisco, CA;
5Northwell Hofstra School of Medicine, Lake Success, NY. (Control ID

#2936607)

BACKGROUND: Much of current national evidence on disparities in

healthcare utilization is limited to white-black comparisons. There is little

evidence on utilization among Hispanics, the largest minority group, due

largely to poor identification of Hispanics in national databases. Based on a
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purposively developed database obtained by pooling state discharge data from

15 states which account for 85 percent of the national Hispanic population, we

sought to estimate population rates of knee and hip replacement procedures

among Hispanics, (non-Hispanic) blacks and (non-Hispanic) whites. These

procedures have been identified as marker elective procedures by the Agency

for Healthcare Research and Quality (AHRQ) with prior evidence of lower

utilization among blacks relative to whites.

METHODS: We used inpatient discharge databases for 2010-2011 covering

all hospitalizations across all hospitals (except Veterans Affairs hospitals) in 15

states (AZ, CA, CO, FL, MA, MD, NV, NJ, NM, NY, OR, PA, TX, VA and

WA). We stratified each state population (age 18 and over) by county, age (5

groups), sex and race/ethnicity (Hispanics, whites, blacks and Others), leading

to an analytic data set with 35,400 observations (cohorts). Our main outcome

was the count of knee and hip replacement procedures observed in the

discharge data for each cohort. To convert these procedure counts to population

rates, we used Census population counts of each cohort. We used Poisson

regression models to estimate age-sex adjusted population rates of procedure

use by race/ethnicity. To identify potential mediating factors of racial/ethnic

differences in procedure use, we estimated the aforementioned models adding

area-level indicators of socioeconomic status (poverty rate, proportion of adults

without high school diploma and uninsurance rate) and provider availability

(primary and specialist physician availability, and urban/rural location).

RESULTS: We identified 550,532 knee and 267,113 hip replacement proce-

dures during 2010-11. The overall procedure rate was 30.5 knee and hip

procedures per 10,000 population. Adjusted for age and sex, the rate among

Hispanics (17.2, 95% confidence interval [CI] 17.1-17.4) was >30% lower

than among whites (35.3, 95% CI 35.2-35.4) and blacks (24.6, 95% CI 24.4-

24.8). This pattern was found within every state, for each procedure and among

those under and over age 65. Poor socioeconomic status and rural location

were associated with lower procedure rates. After adjusting for potential

mediators, gaps in procedure use among Hispanics (incidence rate ratio

[IRR] 0.50, 95% CI 0.47-0.52) and blacks (IRR 0.75, 95% CI 0.72-0.78),

relative to whites, remained unchanged.

CONCLUSIONS: Evidence for joint replacement procedures indicates that

use of elective procedures among Hispanics may be lower than among whites

and blacks. Future studies should examine differences in clinical need and

individual access barriers.

NEIGHBORHOOD WALKING TOURS FOR PHYSICIANS-IN-

TRAINING Jeremiah Cross4; Anita S. Arora4; Dowin Boatright4; Pavithra

Vijayakumar4; Lee Cruz1; Jerry Smart2; Virginia Spell3; Ann Greene4; David

Berg4; Marjorie S. Rosenthal4. 1The Community Foundation for Greater New

Haven, New Haven, CT; 2Transitions Clinic, Yale New Haven Hospital, New

Haven, CT; 3Urban League of Southern Connecticut, New Haven, CT; 4Yale

University School of Medicine, New Haven, CT. (Control ID #2937807)

BACKGROUND: Social and economic factors have a profound impact on the

health of patients served by physician residents. However, education about

these factors has not been consistently incorporated into residency training.

Experiential education models, such as neighborhood walking tours, may help

physician residents learn about the social determinants of health and commu-

nity resources available to their patients.

METHODS: Using a community-based participatory research (CBPR) ap-

proach, we implemented a neighborhood walking tour curriculum for

physician residents and faculty in the Pediatrics, OB/Gyn, Emergency Medi-

cine, Primary Care and Traditional Medicine programs. We developed the

curriculum and pre- and post-tour surveys in collaboration with an organiza-

tional psychologist, CBPR experts, and experienced tour guides and residents

of the neighborhoods where tours took place. In 2016, 39 individuals partic-

ipated in the tours, 34 physician residents and 5 faculty. In 2017, 86 individuals

participated in the tours, 81 physician residents and 5 faculty. Both pre- and

post-tour, we asked participants to rank the importance of various individual-

and neighborhood-level factors affecting their patients' health, and to describe

strategies they use to improve health behaviors, their knowledge of community

resources available to patients living in these neighborhoods, and how the

experience might change their patient care.

RESULTS: Among the 81 physician residents who participated in tours in

2017, 75 completed the pre-tour survey (93% response rate) and 43 completed

the post-tour survey (53%). In pre-tour surveys, respondents ranked "access to

primary care" most frequently (67% of respondents) as a major factor affecting

patient health. In describing ways to improve diet and exercise, 67% of

respondents discussed strategies focused on the individual, including nutrition

counseling, motivational interviewing and exercise, compared to 16% who

focused on neighborhood-level strategies such as farmer markets, community

gardens, andwalking paths. In post-tour surveys, respondents ranked "income"

and "transportation" most frequently as major factors affecting patient health

(44% each); in describing ways to improve diet and exercise, 39% of respon-

dents discussed strategies focused on the individual, compared to 37% who

focused on neighborhood-level. The percentage of respondents aware of

neighborhood community resources grew from 5% before to 72% after the

tours. In reflections, respondents appreciated learning about history of the

neighborhoods, struggles faced by community members and successful

community-based neighborhood improvement efforts.

CONCLUSIONS: The neighborhood walking tour experience helped physi-

cian residents recognize the importance of social determinants of health and the

value of community resources. The experience also broadened their frame-

works for how they might counsel patients on healthy lifestyles.

NEXT-GENERATION CARDIOVASCULAR DISEASE PREDICTION

WITH IMPROVED USE OF EHR VARIABLES AND ANALYSIS

Jeremy Sussman1, 2; Wyndy L. Wiitala3; Akbar Waljee3, 1; Douglas R. Bent-

ley2; Bradley Youles2; TImothy Hofer4; Rodney A. Hayward5. 1University of

MIchigan, Ann Arbor, MI; 2Department of Veterans Affairs, Ann Arbor, MI;
3VA Medical Center, Ann Arbor, MI; 4University of Michigan, Ann Arbor,

MI; 5U. Michigan, Ann Arbor, MI. (Control ID #2944639)

BACKGROUND: A person's chance of developing atherosclerotic cardio-

vascular disease, ASCVD, plays a key role in guidelines for the use of statins,

blood pressure drugs, and aspirin. Therefore, any tool that improves ASCVD

risk prediction could also improve the prevention of ASCVD. We hypothe-

sized that creating ASCVD risk scores from an electronic health record could

improve risk prediction because they could be developed in the population that

will use them, use predictor variables that are not available in traditional risk

scores, and use newer risk prediction methods.

METHODS: Data sources: VA national data linked to Medicare and the

National Death Index. Population: Active VA patients aged 45-80 who had

no documented history of CVD, clinical heart failure or loop diuretic use in

2006. Prediction models:We used 4 prediction models: 1. The Pooled Cohort
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Equations currently in regular use. 2. VARS-CVD model: All variables were

re-calibrated to our population. 3. VARS-EXP: Expanded model with 41

predictor variables including longitudinal information and established, but less

common, risk factors. 4. VARS-BO and VARS-RF: Similar to VARS-EXP, but

using boosting and random forest approaches. Outcome variables: First oc-

currence of fatal or nonfatal ASCVD between 2007 and 2011. Analysis: The

discrimination of the risk scores (the ability to distinguish between those who

do and do not develop an event), was evaluated with C-statistisic. The calibra-

tion (how closely the predicted probabilities reflect true risk) was evaluated

with the Hosmer-Lemeshow Goodness of Fit statistic (GoF). Benefit estima-

tion: We estimated the possible clinical effects of the models by classifying

patients as having low,medium, or high 5-year risk (< 3%, 3-9%, and >9%). by

each of the risk models. We then estimated the potential number of people

recommended statin use, events prevented, and QALYs saved by statin treat-

ment by each of the risk models if people followed the USPSTF cholesterol

guidelines.

RESULTS: The ASCVD model had an AUROC of 0.65 in men and 0.70 in

women, but poor calibration, with 60% more predicted events than observed.

The VARS-ASCVD model had similar discrimination, but much better cali-

bration. The VARS-EXP model had substantially improved discrimination of

0.70 in men and 0.76 in women with good calibration. The 2 newer statistical

approaches, the VARS-BO and VARS-RF models, had worse performance

than VARS-EXP. The benefit estimation analysis showed that roughly ¼ of all

participants would be treated differently if their care were guided by the VARS-

EXP than the VARS-ASCVD model. Patients who would be recommended

different treatment would have over twice as many events prevented by the

VARS-EXP model.

CONCLUSIONS: An expanded ASCVD risk prediction model can predict

ASCVD and guide ASCVD prevention more effectively than commonly used

traditional models. New risk prediction tools should use the capabilities the

electronic health record provides.

NO ASSOCIATION BETWEEN CAFFEINE CONSUMPTION AND

HEMOGLOBIN A1C (HBA1C) AMONG ADULTS WITH DIABETES

IN THE UNITED STATED (U. S. ) POPULATION Sanjay Bhandari2;

Pinky Jha1; lisa rein2; BRIAN GOOLEY2. 1medical college of wisconsin,

Milwaukee, WI; 2Medical College of Wisconsin, Milwaukee, WI. (Control

ID #2944555)

BACKGROUND: Coffee is a widely consumed beverage. Evidence suggests

that coffee consumption is associated with a substantially lower risk of type 2

diabetes (1). However, there is paucity of literature on whether coffee con-

sumption has any protective effect on people who already have diabetes. We

sought to examine the association between caffeine consumption and hemo-

globin A1c (HbA1c) among adults with diabetes in US population.

METHODS:We used the data from National Health and Nutrition Examina-

tion Survey cycles 6, 7, and 8 (NHANES 2009-2014). Diabetes status was self-

reported. Average daily caffeine consumption was calculated based on two 24-

hour dietary recall interviews. Each variable was summarized by the mean and

standard error for continuous variables and frequency and percent for categor-

ical variables. Baseline patient characteristics were compared by using

ANOVA for continuous variables and Chi-squared tests for categorical vari-

ables. Univariate and multivariable linear regression modeling was performed

for HbA1c as a continuous outcome with average daily caffeine as the primary

predictor of interest. Multivariable models were each adjusted for age, gender,

race, BMI, income to poverty ratio (IPR), insurance, education, daily physical

activity, smoking status, total daily calories, daily fat and magnesium intake,

and current diabetes medications. All analyses were adjusted for the NHANES

survey sampling design using the appropriate weights. Data processing and

analysis were performed using SAS 9. 4 (SAS Institute, Cary, NC).

RESULTS:There were total 1,645 adults with diabetes with complete caffeine

intake and HbA1c representing a population of 17,096,238 (weighted for

national estimate). The average caffeine intake was 1. 83 (SE 0. 06) cups of

coffee. The average HbA1c was 7. 31% (SE 0. 05%). HbA1c (< 8 vs. 8+

percent) varied significantly with age, smoking status, calories and fat intake,

and use of diabetes medications (Table 1). Caffeine intake (< 1 vs. 1+ coffee

cups) varied significantly with age, gender, race, IPR, insurance status, educa-

tion, smoking status, calories, fat, and magnesium intake. Caffeine was not a

significant predictor of HbA1c in both univariate and multivariable linear

regression analyses. The estimated change in HbA1c was -0. 008 (SE 0. 03)

percent for every increasing 1 cup of coffee (p = 0. 79) after adjusting for all

other variables

CONCLUSIONS:Despite the established evidence on the protective effect of

coffee consumption on the future development of diabetes, our study based on

NHANES shows that it has no protective effect on people who already have

diabetes. It is possible that coffee loses its protective effect once diabetes

ensues. More longitudinal studies are needed to validate these findings.

NO SURPRISES! PATIENTS MAY FEEL OFFENDED OR JUDGED

WHEN A NOTE DOES NOT REFLECT COMMUNICATION THAT

TOOK PLACE AT THEIR VISIT Leonor Fernandez3; Suzanne Leveille3;

Zhiyong Dong3; Alan Fossa3; Patricia Fitzgerald3; Joann G. Elmore1; Tom

Delbanco3; Sigall K. Bell3; Joshua M. Liao2; Jan Walker3; Catherine Des-

Roches3. 1Univ of WA, Seattle, WA; 2University of Washington, Seattle, WA;
3Beth Isreal Deaconess Medical Center, Boston, MA. (Control ID #2945591)

BACKGROUND: The practice of sharing visit notes is spreading rapidly.

Inviting patients to review their clinicians' notes through online portals offers

opportunities to build mutual trust, demonstrate respect, and engage patients.

However, note sharing also has the potential to hinder trust, as patients may

find language in the note offensive or judgmental. We report on patient

perceptions of language in notes written by a broad array of medical and

surgical clinicians at 3 large, diverse healthcare organizations with at least 5

years of experience with note sharing.

METHODS: We conducted electronic surveys of patients registered for their

health system portals and analyzed responses from those who had read at least

1 note in ambulatory care in the previous year, including visits to primary care,

medical and surgical specialties. The survey included questions addressing

whether patients felt offended, judged, or otherwise troubled by something a

clinician had written. We asked respondents to describe in their own words

what they found offensive or judgmental, coded these responses, and grouped

them by categories, such as mistakes, pejorative language, and inaccurate

descriptions of patient concerns.

RESULTS:We sent invitations to 136,815 patients; 28,795 submitted surveys

(response rate 21.0%), and 25,817 of them reported reading at least one note in

the past 12 months. Overall, 8% of patients felt judged, and 7% were offended

by something in the note. Patients with poor self-rated health were more likely

than those in better health to report such feelings, as were those not working
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due to a disability/health condition (compared to all other employment cate-

gories) (p < .001, all comparisons). When asked to describe the offensive or

judgmental language, patients referred most frequently to "mistakes" in the

note, terms such as "patient denies" or "complains," and references to obesity

and substance use. Other reasons included descriptions of patients' demeanor

(e.g. "anxious," "pleasant"), the clinician not describing the patient's concerns

carefully, and patients' perceptions that clinicians were lying in the note. A

sense of not being heard or beingmisquoted, and surprise when language in the

note did not reflect what the patient recalled about the visit were overarching

themes.

CONCLUSIONS: We present evidence that patients do not like to be sur-

prised by what they read, particularly if documentation refers to sensitive

issues, or the patient is in poor health. Trust affects treatment and outcomes,

and in order to avoid mistrust, clinicians should consider carefully whether

their notes mirror what they have heard and communicated in person. Our

findings suggest this is particularly important for patients at greatest risk for

poor outcomes. Clinicians should say what they write and write what they say.

NON-VISIT-BASED AND NON-INFECTION-RELATED ANTIBIOT-

IC PRESCRIBING Tiffany Brown1; Michael A. Fischer2; Ji Young Lee1;

Kao-Ping Chua3; Jeffrey A. Linder1. 1Northwestern University Feinberg

School of Medicine, Chicago, IL; 2Brigham and Women's Hospital, Boston,

MA; 3University of Michigan Medical School, Ann Arbor, MI. (Control ID

#2945212)

BACKGROUND: Many studies have examined or intervened on antibiotic

prescribing at ambulatory visits based on infection-related diagnosis codes.

However, clinicians may prescribe antibiotics without seeing patients face-to-

face or without documenting an infection-related diagnosis. We measured the

prevalence of non-visit-based and non-infection-related antibiotic prescribing.

METHODS:We conducted a retrospective cohort study by querying the EHR

of an integrated health delivery system for all oral, antibacterial antibiotics

prescribed between November 2015 and October 2017. We examined patient

and clinician characteristics, antibiotic class, and encounter type. We classified

prescriptions into three mutually exclusive categories based on same-day

diagnosis codes: 1) infection-related for prescriptions associated with at least

one of 21,730 ICD-10 codes that may signify infection; 2) non-infection-

related for prescriptions only associated with the 72,519 ICD-10 codes that

do not signify infections; and 3) associated with no diagnosis. Because clini-

cians might prescribe antibiotics after or before an associated visit, we exam-

ined whether different look-back or look-back-and-forward durations influ-

enced the categorization (-3d, -7d, -30d, ±3d, ±7d, ±30d).

RESULTS: During the study period, there were 509,534 antibiotic prescrip-

tions made to 279,169 unique patients by 2,413 clinicians in 514 clinics.

Patients had a mean age of 43 years old, were 60% women, and 75% white.

Clinicians were 54% women; were 63% attending physicians, 18% residents/

fellows, 10% nurse practitioners, and 7% physician assistants; and were 41%

medical specialists, 21% primary care clinicians, and 7% surgical specialists.

The most common antibiotic classes were penicillins (30%), macrolides

(23%), cephalosporins (14%), fluoroquinolones (11%), tetracyclines (10%),

and sulfonamides (6%). Clinicians prescribed 20% of antibiotics outside of an

in-person visit; prescription encounters were in-person (80%), telephone

(10%), order-only (4%), refill (4%), and online portal (1%). For the same-

day analysis, clinicians prescribed 46% of antibiotics not associated with an

infection-related diagnosis: 54% of antibiotic prescriptions were infection-

related, 29% were non-infection-related, and 17% were associated with no

diagnosis. Using different look-back and look-back-and-forward durations,

infection-related prescriptions ranged from 58% (-3d) to 69% (±30d); non-

infection-related prescriptions ranged from 29% (±30d) to 33% (-7d); and

prescriptions associated with no diagnosis ranged from 2% (±30d) to 11% (-

3d).

CONCLUSIONS: Clinicians prescribed 20% of antibiotics outside of an in-

person visit and 46% of antibiotics without an infection-related diagnosis.

Even when looking backwards and forwards 30 days, 31% of antibiotics were

not associated with an infection-related diagnosis. Interventions that target

visit-based, diagnosis-specific prescribing miss a large share of antibiotic

prescribing.

NON-VISIT-BASED ANTIBIOTIC USE IN A NATIONALMEDICAID

COHORT Michael A. Fischer1; Mufaddal Mahersi1; Joyce Lii1; Tiffany

Brown2; Jeffrey A. Linder2. 1Brigham & Women's Hospital, Boston, MA;
2Northwestern University Feinberg School of Medicine, Chicago, IL. (Control

ID #2942432)

BACKGROUND: Antibiotic prescribing is an important target for outpatient

safety and quality improvement initiatives. However, antibiotic prescribing

outside of visits has not been examined. We measured the frequency with

which antibiotics were prescribedwithout an associated clinician visit in a large

cohort of Medicaid patients.

METHODS: We used 2004-2010 claims data from the Medicaid Analytic

eXtract (MAX) for all states except AZ and OH, including all filled prescrip-

tions, inpatient and outpatient visits, and all other services covered by Medic-

aid. We excluded patients dually eligible for Medicaid and Medicare. We

identified all filled antibacterial, antibiotic prescriptions by patients who had

been Medicaid eligible for at least the previous 30 days. We identified all

medical claims in the 7 days prior to the antibiotic prescription and defined a

non-visit-based prescription (NVBRx) as occurring when the patient had no

encounter with a clinician in those 7 days. We assessed whether the proportion

of NVBRx differed by patient or antibiotic characteristics. We also examined

whether the diagnosis codes for the clinician visits were for infectious condi-

tions. Given the massive sample size - all comparisons were statistically

significant - we considered differences of 5% clinically significant.

RESULTS: In the 7 years of data we identified 242 million filled antibiotic

prescriptions, dispensed to a total of 46.4million patients.Most of the prescriptions

(62%) were dispensed to patients under 18 years old, 61% were dispensed to

female patients, 48% to white patients, and 20% to black patients. For 70.8 million

prescriptions (29%) there were no claims for clinician visits in the prior 7 days.

NVBRx prescribing rates were not clinically different by gender (women, 30%;

men, 28%) or race/ethnicity (white, 29%; black, 30%; other, 29%), but were

clinically different by age (0-17 years old, 25%; 18-64 years old, 36%). NVBRx

were more frequent in the Northeast (37%) and West (36%) than in the Midwest

(26%) or South (26%). Among the 5most commonly-prescribed antibiotic classes,

the NVBRx rate was highest for sulfa antibiotics (33%), followed by quinolones

(31%), penicillins (28%), macrolides (27%), and cephalosporins (26%). Of pre-

scriptions associated with a clinician visit, 27% (46 million/171 million) were not

associated with a diagnosis code for an infectious condition.

CONCLUSIONS:A large fraction of antibiotic prescriptions - tens of millions

in absolute terms- were filled without evidence of accompanying clinician
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visits. NVBRx occurred across the major classes of outpatient antibiotics and

was more likely in adults and in some regions of the US. NVBRx may lack

clinician assessment and, along with prescribing without an infectious diagno-

sis code, may increase the risk of adverse effects. Interventions should be

developed to address these safety and quality concerns.

NONPROFIT HOSPITAL COMMUNITY BENEFIT SPENDING AND

READMISSION RATES Krisda H. Chaiyachati1, 2; Mingyu Qi1; Rachel M.

Werner1, 2. 1The University of Pennsylvania, Philadelphia, PA; 2Philadelphia

VA Medical Center, Philadelphia, PA. (Control ID #2945416)

BACKGROUND:Readmission penalties face criticism because readmissions

can be influenced by social risk factors perceived as beyond the hospital's

control. Addressing the social determinants of health is commonly cited as one

way to improve patient outcomes. However, it is unknown whether hospitals'

investments in their local community influence readmission rates. We sought

to measure the association between nonprofit hospital spending on their

community and readmission rates.

METHODS: We conducted a retrospective cohort study by combining IRS

tax reports of community benefit spending by private, acute care, nonprofit

hospitals with readmissions data for Medicare beneficiaries who resided in the

hospital's ZIP code, a proxy for their community, and were hospitalized

between July 1, 2013 and June 30, 2014. Total community benefit spending

and two of its largest subsets—healthcare-related and community-directed

spending, were normalized as proportions of total hospital expenditure. We

used discharge-level multivariate linear regression, where the dependent var-

iable was whether or not a discharged patient was readmitted within 30 days

and the main independent variable was one of the three measures of commu-

nity benefit spending. These three spending measures were included in sepa-

rate models and higher quintiles of spending were compared to the lowest

category as the relationship between readmissions and spending was nonlinear.

We calculated absolute differences in readmission rates and adjusted for

patient-level demographics, comorbidities, hospital characteristics, ZIP code-

level sociodemographics, and clustering within hospitals. Sensitivity analyses

evaluated the primary association by (a) restricting the discharges to patients

with AHRQ-defined potentially preventable readmissions and (b) we expand-

ed the geographic definition of community to encompass the Hospital Service

Area.

RESULTS: Our sample consisted of 1,405 non-profit hospitals with 341,913

discharges. Total community benefit spending and the healthcare-related

spending subset were not associated with different readmission rates. Hospitals

with higher levels of community-directed spending (0.02% to 1.81% of

hospital expenditures) had lower readmission rates by -0.82 to -1.22 percent-

age points (P=0.02 to <0.001). In sensitivity analyses, the reduced rates were

larger for preventable readmissions and smaller when including patients for a

larger geographic area.

CONCLUSIONS: We found lower readmission rates at hospitals with

higher levels of community-directed spending. Given the observational

study design, these findings cannot be interpreted as causal, but results

vary across different specifications as would be hypothesized if there were

a causal link. Our findings suggest that community-directed spending may

impact healthcare outcomes and further exploration is needed to under-

stand if specific community investments (e.g. housing or transportation)

improve readmission rates.

NOVEL ELECTRONIC PATHWAY TOOL REDUCES COSTS IN

ELECTIVE COLON SURGERY Jonathan Austrian; Frank Volpicelli; Si-

mon Jones; Ashley Bagheri; Jane Padikkala; Saul Blecker. NYU Langone

Health, New York, NY. (Control ID #2945266)

BACKGROUND: Paper-based Early Recovery after Surgery (ERAS) path-

ways have been shown to reduce length of stay, but there have been limited

evaluations of electronic health record (EHR) based pathways. The objective

of this study was to evaluate whether ERAS processes implemented with a

novel pathway activity integrated with the EHR (E-Pathway) can reduce costs

without resulting in increased 30 day readmissions.

METHODS: We performed a retrospective cohort study of surgical patients

age≥18 years hospitalized at an academic medical center from March 1, 2013 to

August 31, 2016. The primary cohort consisted of patients admitted for elective

colon surgery. We also studied a control group of patients undergoing elective

procedures with similar length of stay as colon surgery (3-5 days). The E-

Pathwaywas based on a pathway template developed by a common EHRvendor

(Epic Systems, Verona, WI) with content developed by a multidisciplinary team

based on ERAS principles. The E-Pathway was implemented onMarch 2, 2015.

The primary outcome was variable costs per case. Secondary outcomes were

observed to expected length of stay (O:E LOS) and 30 day readmissions to our

hospital. For both groups, we performed an interrupted time series with segment-

ed regression analysis with month being the unit of time. We used gamma

regression for cost models and logistic models for the secondary outcomes.

RESULTS:We included 823 (470 and 353 in the pre- and post-intervention,

respectively) colon surgery patients and 3415 (1,819 and 1,596 in the pre- and

post-intervention) surgical control patients. Among the colon surgery cohort,

we observed no changes in cost either at baseline [-0.1% (95%CI -0.8%, 0.5%)

per month] or with immediate introduction of the pathway. However, there was

statistically significant (p = 0.040) decrease in costs of 1.3% (0.6% to 2.5%)

per surgical encounter per month over the 18 month post intervention period.

The surgical comparator group had no change in cost either at baseline or at the

time of intervention and had a nonsignificant decrease in monthly costs of

0.6% (p = 0.231) post-intervention. There was statistically significant (p =

0.039) decrease in the O:E slope after the intervention of 1.49% per surgical

encounter per month. The surgical comparator group had a nonsignificant (p =

0.761) increase in slope of 1.87%. For the 30 day readmission rates, there were

no statistically significant changes in either the colon surgery or control groups.

CONCLUSIONS: Our study is the first, to our knowledge, to report on the

outcomes of a novel sophisticated E pathway integrated into an EHR. Following

implementation of theE-pathway for colon surgery patients,weobserveddecreasing

direct variable costs and O:E LOS over time. These improvements were not

observed among comparable surgical patients. Consequently, as institutions continue

to place increased emphasis on standardization of best practice care, E-pathways can

be powerful vehicles to support those changes in the new EHR-centric care model.

NUCLEAR STRESS TESTING- EXERCISE VS CHEMICAL Prerna

Sharma1; Tanureet Kochar2; Adil Memon2; Abhishek Bhagat1; Meg Whelan1;

Suzanne Kemper1; William H. Carter2. 1Charleston Area Medical Center,

Charleston, WV; 2Charleston Area Medical Center, CHARLESTON, WV.

(Control ID #2944007)

BACKGROUND: The incidence of coronary artery disease is increasing,

resulting in a concurrent rise in cardiac stress testing which usually includes
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an exercise (ETT) or chemical stress test (CST) with nuclear imaging

(SPECT). CST with imaging is recommended for those with the inability to

exercise, a left bundle branch block (LBBB) or a paced rhythm at baseline.

However, the proportionate use of CSTwith SPECT appears to be on the rise.

The purpose of our study is to assess the frequency of ETT vs. CST with

SPECT over the last 10 years.

METHODS: This is a retrospective chart review of 854 adult patients at

Charleston AreaMedical Center (CAMC) who had a CSTor ETTwith SPECT

from January 1, 2007 - April 30, 2016. The frequency of both stress tests, along

with patient demographics, physical capabilities, the reason for performing the

test, test results and 6 month outcomes were recorded.

RESULTS: The proportion of ETT with SPECT between 2007-2008 was

70.4% which decreased to 37.7% between 2015-2016. However, within the

same time frame the proportion of CSTwith SPECT increased from 29.6% to

62.3%. In patients who had CST, 4.2% had a LBBB, 9.7% had a paced rhythm,

13.0% had reported inability to exercise and 76.3% had reported ability to

ambulate without assistance. For 70.7% patients, there was no reported reason

for choosing CST over ETT with SPECT. Regadenoson was the vasodilator

used most frequently for CST. When comparing outcomes in patients who had

stress tests with SPECT, 8.8% of patients who had ETT versus 6.3% who had

CST needed cardiac catheterization (p = 0.18) within 6 months, while 2.4% of

the ETT patients versus 1.9% of CST patients (p=0.62) required revasculari-

zation within 6 months. In patients who had ETT, 81.8% achieved greater than

85% maximum heart rate for age and 90.4% achieved greater than 80%

maximum heart rate for age.

CONCLUSIONS: There has been a marked increase in CST with SPECT

performed at CAMC between 2007-2016. While most patients may have the

physical capacity and baseline EKG characteristics to qualify for an ETTwith

SPECT, a clear explanation for this pattern remains unknown. A possible

analysis of changes in patient characteristics over this time may provide some

insight into this trend.

OBJECTIVELYASSESSED PHYSICAL ACTIVITY IS ASSOCIATED

WITH HEALTH-RELATED QUALITY OF LIFE AND NYHA CLASS

BUT NOT CARDIAC EJECTION FRACTION AMONG PATIENTS

RECENTLY HOSPITALIZED WITH SYSTOLIC HEART FAILURE

Julia P. Holber; Kaleab Abebe; Amy M. Anderson; John M. Jakicic; Bea

Herbeck Belnap; Bruce L. Rollman. University of Pittsburgh, Pittsburgh, PA.

(Control ID #2941435)

BACKGROUND: Studies report that increased physical activity is associated

with better health-related quality of life (HRQoL) in cardiac patients. However,

these studies typically involved patients with stable heart disease and relied on

self reports of physical activity. We examined the relationship between objec-

tive physical activity as measured by armband accelerometers and HRQoL

among recently hospitalized patients with systolic heart failure (HF) who

consented to enroll in an NIH-funded trial presently examining the impact of

treating depression.

METHODS: From March 2014 to October 2017, we screened patients with

systolic HF (cardiac ejection fraction (EF) ≤45%) and NYHA class II-IV

symptoms for depression using the Patient Health Questionnaire (PHQ-2) at

8 Pittsburgh-area hospitals. Two weeks after discharge, we telephoned

consented patients to confirm protocol-eligibility and administered our base-

line assessment battery that included the PHQ-9 to quantify depression

symptoms, the Kansas City Cardiomyopathy Questionnaire (KCCQ-12) to

measure disease-specific HRQoL, and the Short Form Health Survey (SF-12

Physical Composite Score (PCS)) to determine generic HRQoL. Afterwards,

we mailed a Bodymedia™ Sensewear armband to patients and instructed them

to wear the device for 7 days before returning it. We classified data from the

armband as usable if the patient wore the armband for at least 10 hours per day

on 4 separate days. We combined our depressed (PHQ-9 ≥10) and non-

depressed (PHQ-9 <5) cohorts and calculated univariate Pearson correlation

coefficients on our overall sample between objective daily step counts and EF

and HRQoL. Additionally, we calculated standardized beta coefficients based

on multivariable regressions with square root transformed step count that

adjusted for age, gender, and NYHA classification.

RESULTS:Of the 757 enrolled HF patients (83% depressed), 261 (34%; 84%

depressed) provided usable armband data (mean age: 64 years (SD: 13), 56%

male, 73% Caucasian, NYHA: 38% class II, 52% class III, mean score (SD)

KCCQ-12: 46.6 (23.8) and SF-12 PCS 30.9 (10.5)). Most enrolled HF patients

were inactive (median daily step count: 1,351 (Q1=539, Q3=2,796)) and

median daily steps did not correlate with EF (R=-0.05, P=0.44). However,

median daily step counts varied by NYHA classification (class II: 1,969, class

III: 1,110, and class IV: 850 steps a day (P=0.002)), and were positively

correlated with both disease-specific and generic HRQoL even after adjust-

ment for age, gender, and NYHA class (KCCQ-12 (Beta=0.31, P<0.001) and

SF-12 PCS (Beta=0.30, both P<0.001).

CONCLUSIONS: Clinicians should be aware that patients with systolic HF

are often physically inactive following hospital discharge, and objective phys-

ical activity is not correlatedwith EF, but rather with NYHA class and HRQoL.

After we open our study blind in late 2018, we plan to examine the impact of

physical activity on recovery from HF, depression, and other outcomes of

interest to clinicians and policy makers.

OFF-LABEL USE OF DRUGS FOR RARE DISEASES: A

POPULATION-BASED STUDYOFNUEDEXTAMichael Fralick; Chana

A. Sacks; Aaron Kesselheim. Brigham and Women's Hospital, Boston, MA.

(Control ID #2943529)

BACKGROUND: The Orphan Drug Act offers financial incentives, includ-

ing tax breaks and a 7-year exclusivity period, for manufacturers to develop

drugs for rare diseases. Off-label use of rare disease drugs raises safety

concerns because these drugs are often tested on very few patients in pre-

approval trials. Nuedexta, a combination of dextromethorphan (the active

ingredient in over-the-counter cough syrups) and quinidine, is an orphan drug

approved by the FDA for pseudobulbar affect in patients with amyotrophic

lateral sclerosis (ALS) or multiple sclerosis (MS). However, anecdotal evi-

dence suggests that this medication is being used off-label to treat behavioral

symptoms of dementia.

METHODS:We conducted a population-based cohort study using the Truven

MarketScan database, which includes individual-level patient data on 60

million commercially insured US residents. We included adults who were

prescribed Nuedexta between October 1, 2010 (the initial date of FDA approv-

al) and September 2015 (the date of publication of a phase 2 clinical trial

demonstrating a reduction in agitation scores for patients with Alzheimer's

disease who had been randomized to Nuedexta). Our primary outcome was

off-label use of Nuedexta, defined as a prescription for a patient who did not

have a diagnosis of ALS or MS, using ICD-9 codes, in the 180 days before
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being prescribed themedication.We performed a sensitivity analysis extending

this baseline time period to 365 days. Because quinidine is associated with QT

prolongation, we assessed the number of patients concurrently prescribed a

medication associated with QT prolongation. We used descriptive statistics to

characterize patient-level characteristics.

RESULTS:Of the 5,700 patients included in our cohort, 63%were female and

40% were over the age of 70. 10.1% of patients had a diagnosis of ALS and

9.5% had a diagnosis of MS, while 38% had a diagnosis of either dementia or

Parkinson's disease. In the sensitivity analysis, the proportion of patients with

dementia or Parkinson's increased from 38% to 44%. The proportion of

patients with ALS and MS was unchanged. Approximately half of patients

had also been prescribed QT-prolonging medications. Over time, the propor-

tion of patients prescribed Nuedexta with a diagnosis of ALS or MS decreased

while the proportion of patients with a diagnosis of dementia or Parkinson's

increased.

CONCLUSIONS:Only a small fraction of patients prescribedNuedexta had a

documented diagnosis of ALS or MS, the FDA-approved rare disease indica-

tion. While off-label use of medications may be clinically valid, it is at odds

with the rationale of the Orphan Drug Act and undermines the need for the

statutory incentives. Off-label prescribing of orphan-designated drugs should

be monitored following approval.When an orphan drug is primarily prescribed

for off-label indications, the FDA could reconsider whether continuation of a

drug's market exclusivity granted by the Orphan Drug Act is warranted.

OLDER ADULTS' COMMUNICATION PREFERENCES AROUND

DISCUSSING LONG-TERM LIFE EXPECTANCY- RESULTS FROM

A NATIONAL SURVEY Nancy Schoenborn1; Ellen M. Janssen2; Cynthia

M. Boyd3, 1; John F. P. Bridges5; Antonio C. Wolff4; Qian-Li Xue1, 3; Craig E.

Pollack1. 1Johns Hopkins University School of Medicine, Baltimore, MD;
2Johns Hopkins University School of Public Health, Baltimore, MD; 3JHU,

Baltimore, MD; 4Johns Hopkins Kimmel Cancer Center, Baltimore, MD;
5Johns Hopkins School of Public Health, Baltimore, MD. (Control ID

#2912711)

BACKGROUND: Clinical practice guidelines recommend incorporating life

expectancy in the range of years to inform decisions such as cancer screening

and glycemic goal in diabetes mellitus treatment for older adults. Previous

studies show conflicting results on whether older adults wish to discuss life

expectancy.We aimed to examine older adults' preferences for discussing long-

term life expectancy in a national sample.

METHODS: Participants were recruited from a national, probability-based

online panel for survey research (KnowledgePanel). A total of 1,272 eligible

panelists (age ≥65) were randomly selected to participate in 2016. We present-

ed a hypothetical patient with multiple serious illnesses and functional impair-

ments who is not imminently dying but whose doctor thinks that this person

may not live as long as other people of the same age.We asked the participant if

they were the hypothetical patient, whether they would like to talk about how

long they may live with the doctor. We also asked whether they thought it was

acceptable for the doctor to offer discussion, whether they want the doctor to

discuss life expectancy with family or friends, and when should life expectancy

be discussed (ranging fromwhen estimated life expectancy is <1 month to >20

years).

RESULTS: Of the 1,272 panel members who were invited to participate, 881

(69.3%) completed the survey. The participants' average age was 71.8 years;

53.7% were female, and 65.4% were white. Most of the participants (515/881,

58.5%) did not want to discuss how long they may live in the presented

vignette. Among these, 291 participants also did not think that the doctor

should have offered discussion and 450 participants also did not want the

doctor to discuss life expectancy with family or friends. When asked about

discussion timing, 139 (15.8%) did not want to discuss life expectancy at any

time, 471 (53.7%) were interested in discussion only when life expectancy was

≤ 2 years, and 267 (30.4%) were interested in discussing life expectancy >2

years.

CONCLUSIONS: The majority of older adults in our study did not wish to

discuss life expectancy when we depicted a hypothetical older patient with

serious illness and limited life expectancy. Many of these older adults also did

not want to be offered discussion, raising a dilemma for clinicians on how they

can identify the older adults' preferences for this sensitive topic.

OLDER HOMELESS ADULTS AS CAREGIVERS: RECOGNIZING

STRENGTHS Sarah Rosenberg-Wohl; Margot Kushel; Kelly R. Knight.

UCSF, San Francisco, CA. (Control ID #2943064)

BACKGROUND: The homeless population, like the general population, is

aging. The aging of the population has created a workforce need for personal

caregivers who have cultural competence in working with people who are or

have been homeless. Informal unpaid caregivers provide the bulk of in-home

care that adults receive, typically providing assistance with 1 or more instru-

mental activity of daily living (IADL) or activity of daily living (ADL). The

Medicaid Home and Community Based Services program pays for caregivers

to provide this care in the care recipient's home.We interviewed older homeless

adults about experiences of providing personal care to family members, to

assess past experience and future potential for occupational training.

METHODS: We conducted semi-structured, qualitative interviews with a

purposive sample of 44 homeless participants from the HOPE HOME study,

a cohort of 350 homeless adults aged 50 and over in Oakland, CA.We selected

participants from among those who had stayed with housed family members

for at least one day in the prior six months. We defined caregiving as assistance

with ≥1 IADL or ADL. We identified themes through an inductive approach

for each participant, and we selected common themes for discussion.

RESULTS: Of the 44 study participants, 12 (27%) were caregivers. Themes

for homeless adults who provide care include: caregiving as reciprocity for

periods of staying with a housed family member ("So I'm mainly like taking

care of her when I'm there. See, but we really help, taking care of each other"),

resentment in caring for family when care was unappreciated ("[W]e all love

her - [but] she's drivin' me stone up the wall. And I'm sick of it, I'm really gettin'

tired"), reluctance of other family members to having the homeless family

member provide care ("I say, Mom, I wanna come for a couple days, till I get-

okay, come on, just ask your daddy…My daddy's strict on that"), conflict

between providing care and the caregiver's own needs ("What is you tryin' to

put all this weight on me? I'm sick, too"), and a duty to act as a caregiver for

parents ("I moved in with him to take care of him…I would do it in a minute

and I don't regret it"). Participants provided care at different points in time:

some became homeless following the death of the person they cared for, while

others acted as informal caregivers while being homeless.

CONCLUSIONS: Homeless older adults act as informal caregivers for

housed family members. Caregiving presents job opportunities for homeless

people, who could be paid as caregivers through Medicaid's Home and
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Community-Based Services to support family members. Taking a strength-

based approach to homelessness, clinicians should consider asking homeless

older adults about potential caregiving relationships to identify current or

potential future caregivers in need of workforce training or support.

OLDER PATIENTS' VIEWS OF CHOOSING WISELY® RECOM-

MENDATIONS TO LIMIT USE OF LOW-VALUE HEALTH CARE

SERVICES Jeffrey T. Kullgren1, 2; Eve A. Kerr1, 2; Kerry Ryan2; Megan

Knaus2; Stuart Winston3; Barbara Soyster2; Jane Forman1. 1VA Ann Arbor

Healthcare System, Ann Arbor, MI; 2University of Michigan, Ann Arbor, MI;
3Integrated Healthcare Associates, Ann Arbor, MI. (Control ID #2945391)

BACKGROUND: The Choosing Wisely campaign recommends that a num-

ber of low-value health care services should be questioned by older patients

and their clinicians because these services do not improve health outcomes and

can lead to unnecessary harms. Efforts to implement these Choosing Wisely

recommendations will therefore need to consider the perspectives of patients in

order to be successful. Yet, little is known about how older patients for whom

Choosing Wisely recommendations apply perceive these recommendations

and efforts to limit use of low-value services.

METHODS:Between July and November 2017we conducted 6 focus groups

comprised of 34 older patients in southeast Michigan for whom 1 of the

following 3 Choosing Wisely recommendations applied: (1) avoid using

medications other than metformin to achieve a hemoglobin A1c < 7.5% in

most older adults; (2) don't use benzodiazepines or other sedative-hypnotics in

older adults as the first choice for insomnia, agitation or delirium; or (3) don't

routinely perform PSA-based screening for prostate cancer. Topic areas of the

focus groups were patients' familiarity with the targeted services, perceptions

of how decisions should be made about these services, and identification of

what information and resources they would need to have informed conversa-

tions with clinicians about the value of these services. All focus groups were

audio recorded and transcribed verbatim. Transcripts of focus groups were

independently reviewed using a template analysis approach with constant

comparison to identify salient themes.

RESULTS: Participants acknowledged that a variety of health care ser-

vices are overused, particularly prescription medications. They identified

multiple drivers of this overuse, including clinicians' fears about liability,

one-size-fits-all clinical protocols, insurance coverage, media reporting, and

patients' fears about stopping tests and treatments. However, they also

cited examples in which a service that has been labeled low-value could

be beneficial for a particular patient, and thus felt that decisions about

tests and treatments should be personalized to an individual's situation.

Participants were generally open to following the 3 selected Choosing

Wisely recommendations, but were concerned about the downstream ef-

fects of doing so (i.e., the risks and benefits of discontinuing the appli-

cable tests or treatments) and wanted to know more about alternatives to

the services targeted by the recommendations.

CONCLUSIONS: Older patients accept that overuse of health care services

exists, but feel that health care decisions for individual patients should be

personalized. Ensuring older patients have sufficient information about both

benefits and potential risks of following Choosing Wisely recommendations,

and about alternatives to the services targeted by the recommendations, could

help these patients feel more comfortable with following Choosing Wisely

recommendations.

ONLINE HEALTH SEARCHES AND THEIR PERCEIVED EFFECTS

ON PATIENTS AND PATIENT-CLINICIAN RELATIONSHIPS: A

SYSTEMATIC REVIEW Jane Wang1; Tamara Ashvetiya1; Emmanuel

Quaye2; Kapil Parakh3; Seth S. Martin1. 1Johns Hopkins University, Balti-

more, MD; 2University of Michigan, Ann Arbor, MI; 3Google, District of

Columbia, DC. (Control ID #2937532)

BACKGROUND: Online health searches are now common and may be

changing patients' relationships with their health and their clinicians in ways

that are not fully understood. We aimed to examine the perceived effects on

patients and patient-clinician relationships following pre-visit patient online

health searches.

METHODS: We searched the PubMed, Embase, Cochrane Reviews,

Cochrane Trials, Scopus, and CINAHL databases from 1 January 1990 to 29

January 2016. We included studies in which patients searched online for

disease symptoms, interpretation of lab or radiology results, diagnoses, treat-

ments, or other aspects of healthcare and then visited their clinician. We then

extracted relevant data pertaining to either patient or clinician perceptions of

the effects of these online searches on patients and on the patient-clinician

relationship.

RESULTS: Pre-visit online health searches were common (~30-60%) among

sampled populations. Among 68 articles meeting our eligibility criteria, study

methods followed a bimodal distribution of quantitative questionnaires (64%

of articles) with larger sample sizes ranging from 100-9420 individuals and

qualitative interviews (33% of articles) with smaller samples of <50 individ-

uals. Study populations were primarily from the United States and United

Kingdom, and the most common medical condition studied was cancer (25%

of articles). Searches seemed to sometimes induce patient anxiety but more

often led to greater patient reassurance, clinical understanding, and empower-

ment. Patients tended to perceive that online health searches had a positive

effect on the patient-clinician relationship, though the nature of the effect

seemed to vary depending on the clinician's response to patient queries regard-

ing the online information. Clinicians generally perceived neutral effects on

patients and the patient-clinician relationship. However, some reported nega-

tive effects on the relationship if they perceived challenges to their authority.

Patients generally perceived online health search content to be accurate while

clinicians often doubted its accuracy. Significant heterogeneity was observed

across study methodology, inquired questions, and study populations, and

randomized controlled trials were notably lacking.

CONCLUSIONS:Online health searches seem to have numerous, sometimes

divergent effects on patient experiences and outcomes. There are potential

benefits in the hands of a skilled clinician who can harness patient-driven

curiosity in regard to online health information and employ it to empower

patients and strengthen the patient-clinician relationship. Furthermore, ran-

domized controlled clinical trials addressing this question are noticeably lack-

ing in the available literature and would be beneficial for more clearly eluci-

dating the effect of online health searches on patient behaviors, outcomes, and

relationships with clinicians.

ONLINE LIFESTYLE TRACKING ONLY IMPROVES WEIGHT

OUTCOMES IN CONJUNCTIONWITHCOACHING SUPPORT: RE-

SULTS FROM THE MAINTAIN-PC STUDY Jonathan Arnold1; Dana L.

Tudorascu1; Kathleen M. McTigue1; Cindy L. Bryce2; Laurey R. Simkin-

Silverman1; Rachel Hess3; Gary Fischer1; Molly Conroy4. 1University of
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Pittsburgh, Pittsburgh, PA; 2University of Pittsburgh Graduate School of

Public Health, Pittsburgh, PA; 3University of Utah, Salt Lake City, UT;
4University of Utah, Salt Lake, UT. (Control ID #2938470)

BACKGROUND: Online lifestyle tracking is an example of an eHealth inter-

vention intended to improve health outcomes with minimal burden on the health

care system. Maintaining Activity and Nutrition through Technology-Assisted

Innovation in Primary Care (MAINTAIN-pc) is a recently completed random-

ized clinical trial (RCT) that used an online lifestyle tracking tool through the

electronic health record (EHR), with and without EHR-based lifestyle coaching,

for weight loss maintenance in a population that had intentionally lost weight. In

this exploratory secondary analysis we evaluate the association of the tracking

tool use on weight outcomes in the MAINTAIN-pc trial.

METHODS: We built a lifestyle tracking tool into the production EHR of a

large regional health system for MAINTAIN-pc allowing participants to track

their daily calorie and fat intake, pedometer steps, exercise minutes, and

weight. All participants could access the tool through the EHR patient portal

and received weekly reminders for its use. Study participants were randomized

to either receive lifestyle coaching delivered through the EHR or not.

MAINTAIN-pc's primary outcome was weight change at the 24-month study

visit. Demographics and initial weight were recorded at a baseline visit. We

received a report of total EHR tracking tool use in number of entries after study

completion. For this secondary analysis we used multivariable linear regres-

sion to evaluate the association between EHR tracking tool use and weight

outcomes, adjusted for study arm and baseline characteristics.

RESULTS: We included all participants with a 24 month study visit, 157 of

194 (82%) overall, 80 of 98 (82%) in the coaching and 77 of 96 (80%) in the

non-coaching arm. Most were middle-aged (mean 52y) white (88%) women

(74%). Average BMI at baseline was 30.4 kg/m2 and participants had lost

about 11% of their body weight prior to enrollment. The median EHR tracking

tool use was 226 entries (IQR 59-779) and was positively skewed. Participants

in the coaching arm had more use than those in the non-coaching arm, median

332 vs 185 entries. In a multivariable regression model, adjusted for study arm

and baseline characteristics, there was a significant association between EHR

tracking tool use and 24-month weight change only for those in the coaching

arm with a 0.95kg weight decrease for each doubling of the number of EHR

tracking tool entries (95% CI -1.63 to -0.27). In the non-coaching arm there

was no association between weight change and EHR tracking tool use.

CONCLUSIONS: The use of an EHR-integrated lifestyle tracking tool was

associated with improved weight outcomes only for those participants also

receiving lifestyle coaching in the MAINTAIN-pc study. This finding suggests

that use of the tracking tool may have been a measure of engagement with the

lifestyle coaching which led to the improved weight outcomes. Further work is

needed to understand the interaction between EHR integrated lifestyle tracking

and lifestyle coaching for weight loss maintenance.

OPIOID DOSE REDUCTION OUTCOMES IN A RESIDENT TEACH-

ING PRACTICE FOR PATIENTS WITH CHRONIC PAIN Aaron D.

Burkenroad1, 2; Serena L. Roth2; Laila Khalid2; Joanna L. Starrels2. 1Albert

Einstein College of Medicine, Bronx, NY; 2Albert Einstein College of Medi-

cine & Montefiore Medical Center, Bronx, NY. (Control ID #2939536)

BACKGROUND: Guidelines recommend minimizing opioid dose for pa-

tients with chronic pain, but primary care providers often lack expertise and

resources to effectively limit or taper opioid dose. In 2016, we initiated the

Power Over Pain (POP) Clinic to train internal medicine residents in opioid

management and provide guideline-adherent care for all patients in the practice

on chronic opioid therapy (COT). We hypothesized that POP Clinic patients

would achieve opioid dose reduction and that a higher number of POP Clinic

visits would be associated with greater reduction in dose.

METHODS: This retrospective study was conducted in an urban internal

medicine teaching clinic caring for a socioeconomically-disadvantaged popu-

lation. Eligible patients were seen in the POP clinic at least once from 9/1/16 to

9/1/17 and were on COT (received ≥3 opioid prescriptions in the 6 months

prior to their initial visit). Using manual chart review of electronic medical

records, we determined patients' total prescribed daily opioid dose at their

initial visit (baseline) and at 3 and 6 months following the initial visit in

morphine milligram equivalents (MME). Other extracted data include number

of POP visits, patient age, gender, and pain severity and functional status (PEG

score). To examine dose reduction outcomes, we calculated percent change in

MME at 3 and 6 months for each patient. We conducted two-sided paired t-

tests to examine whether MME was different at 3 and 6 months compared to

baseline in the full study sample, and unpaired t-tests to compare dose reduc-

tions in patients with one POP clinic visit vs. multiple visits.

RESULTS: Of the 56 patients in the study, 75% were female, the median age

was 59.5, and 55% were being treated for back pain. At baseline, the mean

PEG score was 7.44 out of 10 (moderately severe) and the median daily MME

was 52.5mg (range 7-500mg). Patients had a mean of 2.1 visits to POP clinic

and 25 (44.6%) had multiple visits. Overall, 42.9% had a dose reduction from

baseline to 3 and 6 months and the mean reductions in MME were 10.1% at 3

months (p=0.04) and 15.0% at 6 months (p=0.03). The mean dose reduction at

3 months for patients seen once and those seen multiple times was 4.8% and

16.7%, respectively (p = 0.02). At 6 months, the mean dose reductions for

these two groups were 14% and 16.9%, respectively (p = 0.66).

CONCLUSIONS: In a cohort of patients on COT seen in a resident teaching

clinic, we observed reductions in prescribed opioid dose at 3 and 6 months

following their initial visit and greater reduction at 3 months for patients with

multiple visits. Further studies are needed to examine the relationship between

change in opioid dose and pain/functional status.

OPIOID TAPERING BARRIERS AMONG PRIMARY CARE PRO-

VIDERS Hector R. Perez1; Joanna L. Starrels2. 1Albert Einstein College of

Medicine, Bronx, NY; 2Albert Einstein College of Medicine & Montefiore

Medical Center, Bronx, NY. (Control ID #2945327)

BACKGROUND: Opioid tapering is a recommended strategy for select

patients on chronic opioid therapy (COT)who are at high risk. Though primary

care providers (PCPs) tend to report concerns about opioid use, research to date

on barriers to tapering and how that might influence tapering behaviors has

been limited. We sought to determine provider barriers and how these might

influence providers' planned tapering behaviors in a large urban academic

medical center.

METHODS: We administered a web-based survey to Internal Medicine and

Family Medicine PCPs at a large urban health system in the Bronx, NY,

between July and December 2017. Survey questions included provider

sociodemographics and provider barriers to initiating an opioid taper. Our

primary outcome was whether providers felt comfortable initiating an opioid

taper; a secondary outcome was whether providers were considering an opioid
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taper in the next year. Sociodemographics included age, gender, race/ethnicity,

percent clinical time, whether they supervise residents, and the percentage of

patients to which they estimated they prescribed COT. Each participant was

asked about provider barriers to initiating an opioid taper, which included "no

alternatives," "patient conflict," "patients lost to follow-up," "not enough

knowledge, "not enough experience," "not enough clinical support," and "not

enough time." We tabulated socio-demographics and used univariate regres-

sion to examine differences in provider barriers between (1) providers who felt

comfortable and those who did not and (2) providers who were considering an

opioid taper in the next year and those who were not.

RESULTS: Thirty-six providers participated. The median age of participants

was 37, 58% were female, and 64% identified as white. 56% reported clinical

time above 40% and 69% supervised residents. Most participants (58%)

reported prescribing COT to fewer than 5% of their patients. 75% reported

they felt comfortable initiating an opioid taper and 69% reported they were

considering a taper in the next year. The most common barrier reported was

fear of patient conflict (78%), while 36% reported lack of clinical support.

Participants who reported lack of clinical support as a barrier were significantly

less likely to feel comfortable initiating an opioid taper (OR 0.18 [95%CI 0.03-

0.89]).

CONCLUSIONS: In this survey, we found that most PCPs were comfortable

with and were considering opioid tapers. Nonetheless, patient conflict is a

commonly-cited barrier, and we found that participants that reported "lack of

clinical support" as a barrier were less likely to feel comfortable initiating an

opioid taper. Lack of clinical support can be defined broadly, but may include

supports in the electronic medical record, support from clinical ancillary staff,

or support from medical directors and/or hospital leadership. Further research

needs to explore how to best mitigate patient conflict and how to best provide

clinical support to providers when initiating opioid tapers.

OPIOID-RELATED HOSPITALIZATIONS IN AN INTEGRATED

HEALTH SYSTEM Pooja A. Lagisetty1, 2; Allison Lin1; Dara Ganoczy2;

Rebecca Haffajee1; Amy Bohnert1. 1University of Michigan, Ann Arbor, MI;
2Ann Arbor VA, Ann Arbor, MI. (Control ID #2943922)

BACKGROUND:Over 1 million opioid-related inpatient and ED visits occur

per year, costing upward of $15 billion. Prior evidence about opioid-related

hospitalizations has been limited to understanding opioid prescribing following

overdoses across multiple hospital systems. We examined the prevalence and

dose of opioid prescriptions before and after hospitalization and severity of

opioid-related inpatient diagnosis within a national integrated health system.

We sought to understand opioid prescribing following any opioid-related visits,

not limited to overdose only, in a health system with a centralized pharmacy

and unified health record to examine if these factors would mitigate high-risk

opioid prescribing.

METHODS:We analyzed VA patients with regular pharmacy use from 2010-

2014 with opioid-related hospitalizations (inpatient or ED stays), as defined by

ICD-9 codes, using administrative data. We calculated changes in daily mor-

phine milligram equivalents (MME) for one-month periods at the following

intervals: 1 and 6 months before and 2 and 6 months after the index visit. We

also stratified the sample by the patient's average dose at 6 months prior to

hospitalization (none, < 50MME, 50-90 MME, > 90 MME) and the diagnosis

during hospitalization (e.g., opioid dependence, abuse, poisoning, or heroin-

related hospitalization).

RESULTS: Our cohort included 32,382 patients hospitalized for opioid-

related events. Opioid dependence was the most common diagnosis (50%),

followed by poisoning (33%) and abuse (18%). Only 29 patients had a heroin-

related event. 15,235 (47.0%) patients received opioid prescriptions, excluding

opioid agonist treatment, at 6 months out from hospitalization. This percentage

dropped to 30.6% in the month following the stay but was 42.9% in the 6

months after. Six months out from hospitalization, 49% of patients received

<50 MME, 20% received 50-90 MME, and 31% received > 90 MME. The

average dose for those receiving < 50 MME in the month pre-hospitalization

was 36.8MME and this increased to 43.4MME2months post-hospitalization.

In the 50-90 MME category, the average dose pre-hospitalization was 80.8

MME and decreased to 78.0 MME 2-months post-hospitalization. In the > 90

MME category, the average dose pre-hospitalization was 222.3 MME and this

decreased to 189.6 MME 2-months post-hospitalization.

CONCLUSIONS: Even within an integrated health system, opioid prescrib-

ing following opioid-related hospitalization drops transiently but returns to

nearly pre-hospitalization levels by 6 months post-hospitalization. Interesting-

ly, most opioid-related hospitalizations occur in patients receiving < 50MME 6

months prior to hospitalization. For the average patient taking < 50 MME and

receiving an opioid prescription post-hospitalization, there is a dose increase

following hospitalization. Future research to explore concurrent reasons for

hospitalizations (e.g., medical, psychiatric) and predictors of high-risk pre-

scribing post-hospitalization is warranted.

OPPORTUNITIES FOR EARLY ENGAGEMENT OF NEWLY EN-

ROLLED MEDICAID MEMBERS IN PRIMARY CARE: USE OF IN-

PERSON, EMAIL, AND TELEPHONE SERVICES IN A DIVERSE

COHORT Esme B. Cullen; Alyce S. Adams; Amy Alabaster. Kaiser

Permanente, Oakland, CA. (Control ID #2946753)

BACKGROUND: We examine trends in utilization among newly enrolled

Medicaid managed care members post ACA, by race, ethnicity and gender. We

also explore disparities in the mode of care delivery (i.e., in-person, email,

telephone). Understanding disparities in utilization within the first year of

enrollment may give some insight into the needs of low income patients in

accessing primary care once they have coverage.

METHODS: This study included Medicaid managed care members age 18 to

64 newly enrolled at Kaiser Permanente Northern California between 1/2014-

12/2015. Outcome variables were time to first primary care (PCP) visit (in-

cluding telephone, in person, or secure message) and total visits in the first

year. Median time to first visit was calculated using Kaplan-Meier method. A

Cox proportional hazards model was used to examine correlates with time to

first visit (where Hazard ratio represents instantaneous "hazard" of visiting

PCP). Logistic regression was used to determine factors associated with using

telephone visits or secure messaging.

RESULTS: The final analysis included 33,175 members (59% women, 41%

men). 33.7% identified as White. Older age, higher comorbidity, female sex,

higher BMI, and the lowest neighborhood poverty quartile were associated

with higher "hazard" of PCP contact. 23.9% (95%CI 23.5-24.4%) of members

had a telephone visit; with Asians less likely and blacks more likely (OR 0.67;

95% CI 0.61—0.73, OR 1.11; 95% CI 1.03-1.21). Female sex, older age,

English language, higher comorbidity, and higher BMI were associated with

higher odds of using telephone visits. 30.1% (95%CI 29.7-30.7%) of members

used secure messaging. Non-white race and male sex were associated with
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lower odds of using secure messaging. As poverty quartile increased odds of

secure messaging use decreased.

CONCLUSIONS:Among a post-ACAMedicaid population, men were near-

ly twice as likely than men to not see a PCP in their first year, and less likely to

use alternative contact methods. We found use of telephone and secure mes-

saging differed by gender, race, socioeconomic status, as well as by medical

and demographic variables. Our study suggests that coverage alone may not be

enough to close racial and gender gaps in primary care. Barriers to access for

men, especially men of color, will be critical to improve access for this

population, and ultimately outcomes

OUT OF SIGHT, OUT OF MIND? A RETROSPECTIVE STUDY OF

OUTSIDEHOSPITAL UTILIZATIONOF PATIENTSADMITTED TO

INPATIENT MEDICINE WARDS Koushik Paul; Michael Usher; Zach

Kaltenborn; Jonathan D. Kirsch; Michael Aylward;Michael Rhodes; Elizabeth

A. Rogers. University of Minnesota, Minneapolis, MN. (Control ID

#2946627)

BACKGROUND:While continuity is encouraged by the medical profession,

patients often seek care in multiple settings (care fragmentation). The impacts

of care fragmentation include higher cost, lower quality of care, and worse

outcomes. The prevalence and impact of fragmented care in the inpatient

setting is poorly described. Data sharing through Health Information Ex-

changes (HIE) provide an opportunity to capture inpatient care at other sites,

and to appreciate the impact of care fragmentation on hospital-based care. We

used a representative sample of inpatient general medicine patients to illustrate

the utilization rates of a regional HIE and identify predictors of care

fragmentation.

METHODS: We conducted a retrospective chart review of 300 randomly

selected admissions to inpatient medicine wards at a representative academic

tertiary referral center in 2015 where 92% of referring hospitals share data

through Epic CareEverywhere. First, we determined the rate at which

CareEverywhere was accessed during inpatient admission. Secondly, we used

the availability of records from other inpatient encounters as a proxy for care

received at outside hospitals. Thirdly, we then dichotomized patients by

whether a patient visited two or fewer vs. three or more hospital systems (care

fragmentation). We describe and compare patient demographics, hospital

utilization, and outcomes between patient with and without care fragmentation

by Chi-squared tests and multivariate logistic regression.

RESULTS: In the academic inpatient medicine wards, 30% of patient encoun-

ters did not have a clinician access CareEverywhere. There were no significant

differences in patient or encounter characteristics between those accessed or

not. Of 201 patients who had CareEverywhere accessed, 26 (12.9%) visited 3

or more hospital systems in the preceding year. These patients with care

fragmentation were more likely to be non-white (81.1% vs. 61.5%, p=0.02),

have a higher 30-day readmission rate to other hospitals (30.7% vs. 11.4%,

p<0=.02), and a markedly higher number of hospital-based encounters (14.6

vs. 4.45, p<0.001). Liver disease was highly prevalent within this patient

cohort (OR 6.4, 95% CI: 1.8 -23.1, p<0.01) by multivariate analysis. Inpatient

mortality was higher among patients with care fragmentation, but not statisti-

cally significant (3.8% vs 1.1%, p=0.29).

CONCLUSIONS: Inpatient care fragmentation is common and is associated

with race and hospital utilization. As only 70% of encounters accessed

CareEverywhere, we likely under-report fragmentation and the care patients

receive at disparate hospitals. Since fragmentation and its consequences in-

volve both system- and patient-level elements, potentials to improve the care of

this population may include systematizing regional data sharing and identify-

ing and addressing multi-level causative factors.

OUT-OF-HOMESUPPORT IS IMPORTANT FORMEDICATIONAD-

HERENCE AND PSYCHOLOGICAL WELL-BEING AMONG

ADULTS WITH TYPE 2 DIABETES Lindsay S. Mayberry1; John D.

Piette2, 3; Aaron A. Lee3; James E. Aikens2. 1Vanderbilt University Medical

Center, Nashville, TN; 2University of Michigan, Ann Arbor, Ann Arbor, MI;
3VA Center for Clinical Management Research, Ann Arbor, MI. (Control ID

#2944807)

BACKGROUND:Adults with type 2 diabetes mellitus (T2DM) often receive

self-management support from individuals residing outside of their home (e.g.,

adult children, siblings, or close friends; referred to here as CarePartners

[CPs]). These relationships may be particularly critical for patients without

an in-home caregiver (ICG). We tested whether patients' frequency of contact

and emotional closeness with a CP were associated with their psychological

distress, medication adherence, self-care, and HbA1c, and whether these

associations were modified by having an ICG.

METHODS: 306 adults with T2DM, HbA1c>7.5%, and an available CP were

recruited from community primary care clinics to participate in a trial evaluating

a diabetes mobile health intervention. At baseline, patients completed questions

about their contact and closeness with an identified CP, self-report measures

(Problem Areas in Diabetes, Personal Health Questionnaire-8, Brief Medication

Questionnaire, Summary of Diabetes Self-Care Activities) and an HbA1c as-

sessment. We used regression models to examine cross-sectional associations

between CP relationship characteristics and variables of interest. Models used

interaction terms to identify effect modification by ICG presence and controlled

for patients' age, gender, race, income, diabetes duration, and insulin use.

RESULTS: Patients had a mean age of 55±10.5 years and a mean baseline

HbA1c 9.6±1.8%. Sixty percent were female; 69%were Caucasian/White; 46%

had an annual income <$15K, and 38% had an ICG. Regardless of ICG

presence, greater closeness to CP was associated with lower diabetes distress

(β=-0.16, p=.005), fewer depressive symptoms (β=-0.14, p=.02), and greater

odds of perfect medication adherence (standardized AOR=1.55, p=.02). There

were no associations between CP relationship characteristics and diet, physical

activity, or blood glucose testing. ICG presence moderated associations between

CP relationship characteristics and HbA1c. For patients with an ICG, more

frequent CP contact (β=-0.29, p=.005) and greater closeness to the CP (β=-0.29,

p=.03) were associated with lower HbA1c. In contrast, for patients without an

ICG, more frequent CP contact (β=0.12, p=.02) was associated with higher

HbA1c and closeness was not associated with HbA1c (β=-0.03, p=.74).

CONCLUSIONS: Having an emotionally close relationship with an out-of-

home CP was associated with lower psychological distress and better medica-

tion adherence among adults with T2DM. However, closeness to the CP was

only associated with better HbA1c among patients with an ICG, and the

direction of the relationship between frequency of CP contact and HbA1c

depended on the presence of an ICG. This unexpected cross-sectional finding

may indicate CP engagement increases when HbA1c is high and there is no

ICG to provide support, or that frequent CP contacts include nagging which

can have a detrimental effect on HbA1c in the absence of substantive in-home

support.
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OVERCOMING UNCONSCIOUS BIAS AND RATING ERRORS IN

THE RESIDENCY SELECTION PROCESS Sonny Lee; Van Geslani;

Shawn Koh; Minho Yu; Lawrence Loo. Loma Linda University School of

Medicine, Loma Linda, CA. (Control ID #2939383)

BACKGROUND: Both the AAMC and ACGME recommend a holistic

approach to residency selection that includes both academic and non-

academic factors. However, awareness of USMLE scores, have been shown

in some studies - but not all - to influence faculty ratings of non-academic

factors. This could lead to a distortion of the selection process that overweighs

the competency of medical knowledge.

METHODS: In 2016, we attempted to separate the two processes for evalu-

ation of academic factors and non-academic factors. Academic factors such as

applicants' USMLE scores, Medical Student Performance Evaluation (MSPE)

or "Dean's letter," and letters of recommendation (LORs) were rated only by

the residency's Program Director (PD) and Associate Program Directors

(APDs). To focus on non-academic factors, most faculty interviewers received

only the applicants' curriculum vitae and personal statement and were blinded

to scores of USMLE, MSPE, and LORs. However, some applicants were

interviewed by the same PD or APDwho had initially reviewed their academic

factors. We hypothesized a priori that USMLE scores would correlate with

other academic factors (e.g. MSPE scores and LORs) but ideally should not

correlate with non-academic factors (see Table below).

RESULTS: In the 2016 interview season, 364 applicants were

interviewed for 38 first year positions. Thirty applicants were missing

interviewer information leaving 334 applicants (92%). 109 applicants

had their academic factors rated by the same group of PD or APDs

who subsequently also interviewed the same applicants (Unblinded

Group). The remaining applicants were interviewed by faculty without

knowledge of the applicants' academic ratings (i.e. Blinded Group).

The Unblinded and Blinded group ratings were compared to assess the

potential impact of an unconscious bias of USMLE scores on non-

academic factors in our residency selection process (see Table).

CONCLUSIONS: Awareness of applicants' USMLE scores unconsciously

affected the ratings of non-academic factors. Such knowledge distorted the

impact of the competency of medical knowledge compared to other desired

non-cognitive factors. Our process of blinding residency interviewers to aca-

demic factors facilitates the appropriate independent weighting of non-

cognitive factors in our residency selection process.

PARTICIPANT MEASURED VALUE OF INTERDISCIPLINARY

COMMUNICATION SKILLS TRAINING FOR THE MEDICAL IN-

TENSIVE CARE UNIT TEAM Lyle Fettig1, 2; Gabriel Bosslet1; Erin

Newton1; Rafael Rosario1; Na Bo4; Kathleen A. Lane4; Marianne S.Matthias3.
1Indiana University School of Medicine, Indianapolis, IN; 2Eskenazi Health,

Indianapolis, IN; 3Roudebush VAMC, Indianapolis, IN; 4Indiana University-

Purdue University Indianapolis, Indianapolis, IN. (Control ID #2946509)

BACKGROUND: Goals-of-care discussions frequently guide treatment de-

cisions in the intensive care unit. These discussions require an iterative com-

munication process which takes place over the course of a patient's illness.

Previous communication skill training (CST) interventions have focused on

single disciplines, despite the involvement of multiple disciplines in commu-

nication with patients, families, and other teammembers. The goal of this pilot

study was to examine the feasibility and acceptability of an interdisciplinary

CST intervention for ICU clinicians.

METHODS: Three cohorts of up to 12 participants each completed a 2-day

interactive CST workshop. The workshop aimed to improve communication

skills through didactics and individual skills practice with simulated family

members in a small group setting. Participants received feedback through a

process guided by an expert faculty facilitator. Faculty also facilitated large

group reflective exercises and role plays with the goal of improving self-

awareness and team communication processes. Immediately after the work-

shop, participants completed a retrospective pre-post assessment of their con-

fidence communicating about 9 different aspects of goals-of-care discussions.

Evaluated on a 1-5 Likert scale, items included feeling prepared to respond to

families who deny the seriousness of a family member's illness and to discuss

discontinuation of ICU treatments.

RESULTS: 35 participants included 16 critical care nurses, 6 pulmonary

critical care attending physicians, 6 pulmonary critical care fellows, 3 chap-

lains, and 4 social workers. Participants rated their post-workshop confidence

as significantly higher for all nine items (p<0.0001 for all items, see Table).

Statistical significance was maintained for all items in the physician and nurse

subgroups. 97% strongly agreed with the statement "I would recommend this

to other ICU teams."

CONCLUSIONS: In this pilot study, ICU clinicians found interdisciplinary

communication skills training feasible and acceptable. Participants perceived

the training to be beneficial for their own clinical skill development. Partici-

pants will complete a 3-month post-workshop surveys to examine the quality

of communication and palliative care provided in the ICU, contribution of

communication to personal stress, moral distress, burnout, and relational

coordination aspects. Responses on this survey will be compared to pre-

workshop data. Qualitative interviews are also ongoing to further explore the

impact of the training. Based on this study's findings, future research is planned

to further assess impact on the well-being and experience of team members,

evaluate change in behavior of teammembers, and examine patient and family

outcomes.

PATIENT & FAMILY ADVISORY COUNCILS (PFACS):

RECRUITING AND SUPPORTING MEMBERS FROM DIVERSE,

VULNERABLE AND UNDER-REPRESENTED COMMUNITIES

James D. Harrison1; Maureen Fagan2; Wendy Anderson3; Edmondo Robin-

son4; Jeffrey L. Schnipper5; Gina Symczak6; Catherine Hanson7; Martha

Carnie8; JIm Banta6; Sherry Chen3; Jonathan Duong1; CeleneWong2; Andrew

Auerbach3. 1University of California San Francisco, San Francisco, CA;
2Center for Patients & Families, Brigham & Women's Hospital, Boston,

Boston, MA; 3Division of Hospital Medicine, University of California San

Francisco, San Francisco, CA; 4Christiana Care Health System, Wilmington,

DE; 5Brigham and Women's Hospital, Boston, MA; 6Intensive Care Unit

Patient & Family Advisory Council, University of California San Francisco,

San Francisco, CA; 7University of Michigan Local Patient and Stakeholder

Council, Ann Arbor,MI; 8Center for Patients & Families, Brigham&Women's

Hospital, Boston, MA. (Control ID #2915655)

BACKGROUND: Ensuring hospital-based Patient and Family Advisory

Councils (PFACs) include members from diverse, vulnerable and underrepre-

sented communities is important to ensure that all voices are represented and

heard when providing input into hospital quality improvement and research
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efforts. However, ensuring diverse membership of PFACs remains a challenge.

This study aims to describe strategies to recruit and support members from

diverse, vulnerable and under-represented communities in hospital-based

PFACs.

METHODS: We formed a team consisting of patient advisors, researchers,

physicians and nurses who were involved in all stages of this qualitative study.

The study took place within the Hospital Medicine Re-Engineering Network

(HOMERuN), a national Hospital Medicine research collaborative that facil-

itates and conducts multi-center research to improve the outcomes of patients

with acute illnesses. We invited PFAC members, PFAC leaders, hospital

leaders, and hospitalist researchers from HOMERuN to participate in either a

focus group or individual interview. Standardized questions were used to

explore the research question. We used content analysis to analyze data.

RESULTS: Eighty stakeholders (45 patient/caregiver members of PFACs, 12

PFAC leaders, 12 hospital leaders, 11 researchers) participated in 8 focus group

and 19 individual interviews. All participants acknowledged the difficulties of

trying to increase the diversity of their PFACs and to make them more

representative of the populations of patients admitted to their hospitals. Partic-

ipants made recommendations to successfully recruit diverse patients, specif-

ically: 1) utilizing existing PFAC members to reach out to their networks, 2)

‘going-out to the community' to connect with potential members 3) identifying

patients during hospitalization or clinic visits and 4) using social media for

outreach. Participants also suggested strategies to support the ongoing inclu-

sion of diverse populations. This included: 1) using interpreters and culturally

appropriate methods of communication, 2) setting transparent expectations

about PFAC membership, 3) equalizing roles between community members

and PFAC/hospital leaders, 4) building a sense of community among PFAC

members 5) having a diverse PFAC leadership team, and 6) thinking ‘outside

the box' to meet diverse populations needs. Representative quotes are

available.

CONCLUSIONS: Inclusion of under-represented groups remains an ongoing

challenge for hospital-based PFACs. PFAC and hospital leaders should venture

out into the communities that they seek to engage. PFACs can be operation-

alized to support the inclusion of diverse community members.

PATIENT AND PROVIDER PERSPECTIVES ON AN INNOVATIVE

MOBILE HEALTH INTERVENTION FOR PEOPLE LIVING WITH

HIV Tabor E. Flickinger1; Logan Baker2; Marika Grabowski1; Ava Lena D.

Waldman1; Karen S. Ingersoll3; Rebecca Dillingham1. 1University of Virginia,

Charlottesville, VA; 2University of Virgina, Wise, VA; 3University of Virgina,

Charlottesville, VA. (Control ID #2939301)

BACKGROUND: Patients living with HIV (PLWH) require excellent adher-

ence and retention in care to reduce morbidity and mortality. Mobile health

technologies can help patients overcome challenges in care access and self-

management. We designed a custom smartphone app (PositiveLinks) for

PLWH and analyzed patient and provider perspectives on the program.

METHODS: PositiveLinks was designed and piloted at the University of

Virginia. The first phase included daily queries of medication adherence, mood

and stress, appointment reminders, tailored resources, access to study staff, and

a community message board. Pilot patients demonstrated improved retention in

care and viral suppression. The second phase (PositiveLinks Plus [PLP]) added

private messaging through the app with providers and a provider portal to view

patients' query responses. The PLP study enrolled 87 patients and 27 providers

between June 2016 and April 2017. At enrollment, patients installed the PLP

app on their own phones or a study phone if needed. After 3 weeks, patients

completed usability interviews. Providers completed surveys at 3 months and

end-of-study interviews. Data were analyzed with descriptive statistics and

qualitative assessment of open-ended responses.

RESULTS: For patients, 63% were male, 48% Black non-Hispanic, and 62%

had completed high school or less. 42% used the app daily and 36% multiple

times a day. The most used features were multiple (28%), reminders (18%),

community message board (18%), dashboards (12%), contacts (10%), and

resources (2%). Improved connection to HIV care was reported by 60% and

improved communication with providers by 40%. The main barrier noted by

patients was technical difficulties (4%) but 82% reported nothing they disliked.

Patients valued the ability to communicate with providers between clinic visits

and felt more motivated to stay in care. Providers included primary HIV

clinicians, mental health clinicians, case managers, retention coordinators,

nurses, medical assistants, community health workers, pharmacist, and peer

navigator. For providers, the most used features were medication adherence

tracking (41%), private messaging (29%), and mood/stress tracking (24%).

Providers reported benefits in identifying patients with adherence or mental

health needs and addressing problems early, contact with hard-to-reach pa-

tients, and communicating more efficiently and effectively. Barriers were

difficulty matching user names with medical records, logging in to the provider

portal, and patients messaging about urgent concerns.

CONCLUSIONS: This clinic-based mobile health intervention improved

patient connection to care, timely identification of adherence or mental health

problems, and care coordination, especially for hard-to-reach patients. Barriers

to provider portal use will be addressed through design of a provider app. Next

steps include longitudinal follow-up of PLP patient outcomes and expansion at

UVA and other sites.

PATIENT CHARACTERISTICS AND BARRIERS TO DISCHARGE

DESPITE MEDICAL READINESS FOR DISCHARGE: A RETRO-

SPECTIVE COHORT STUDY Nicholas Meo1; Joshua M. Liao1; Ashok

Reddy2. 1University of Washington, Seattle, WA; 2University of Washington

School of Medicine, Seattle, WA. (Control ID #2938037)

BACKGROUND: Reducing hospital length of stay can improve patient

outcomes (e.g., by reducing nosocomial infections) and decrease health care

costs. However, patients can often remain hospitalized despite ‘medical read-

iness' for discharge. Few studies have examined the characteristics of patients

with prolonged hospital stay after medical readiness for discharge and potential

non-medical barriers to discharge.

METHODS: At our 238-bed tertiary care, academic medical center, a daily

multi-disciplinary care team meeting was held for discharge planning pur-

poses. At each meeting, the primary medical team was queried if each patient

on their census was medically ready for discharge. We leveraged these meet-

ings to develop an electronic tracking tool and database of hospital discharges

that recorded the date of medical readiness for discharge and information about

barriers to discharge for all patients admitted to and discharged from the

general medical service between July 1, 2016 - June 30, 2017. The date of

medical readiness for discharge was defined as the hospital day when the

medical team felt that patient no longer had a medical indication for inpatient

hospital care. Patients who were medically ready for discharge but remained in

the hospital ≥ 1 additional day were deemed has having "excess hospital days".
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Additionally, patients who remained in the hospital ≥30 days (top 10th %tile of

all excess hospital day stays) after medical readiness for discharge were

deemed to have "prolonged hospitalizations". We conducted a descriptive

analysis and compared baseline characteristics and discharge disposition

among all admitted patients. We used chi-square and t-tests to assess differ-

ences among the groups (no excess vs excess hospital days). Among patients

who remained hospitalized after medical readiness for discharge, we catego-

rized barriers to discharge.

RESULTS: Of 2026 discharges, 403 had excess hospital days after medical

readiness for discharge. Patients with prolonged hospitalizations accounted for

23% of the total number of acute bed days of care. Patients with excess hospital

days were more likely to be older and discharged to a long-term care facility

when compared to patients discharged when medically ready. Barriers identi-

fied in patients with prolonged hospitalizations included behavioral (40.8%),

cognitive (40.8%) and funding (73.5%).

CONCLUSIONS: Patients with excess hospital days despite medical readiness

is a common occurrence. These patients are often older and more likely to be

discharged to a long-term care facility. Although patients with prolonged hospi-

talizations (≥30 days) after discharge readiness are uncommon, these patients

accounted for nearly a quarter of total bed days. Defining and understanding the

characteristics of patients with continued hospitalization after medical readiness

may help reduce the overall length of stay and decrease health care costs.

PATIENT CHARACTERISTICS AND OUTCOMES FOLLOWING

DISCONTINUATION OF PRIMARY CARE BASED CHRONIC OPI-

OID THERAPY: A RETROSPECTIVE COHORT STUDY Jocelyn

James1, 2; Sara L. Jackson1, 2; Jared W. Klein1, 2; Joe O. Merrill1, 2; Christy

McKinney6; JoAnna Scott3; Matt Novack4; Lisa Chew5. 1University of Wash-

ington, Seattle, WA; 2Harborview Medical Center, Seattle, WA; 3Kansas City

School of Dentistry, Kansas City, MO; 4University of Washington School of

Medicine, Seattle, WA; 5University of Washington - Harborview Medical

Center, Seattle, WA; 6University of Washington School of Dentistry, Seattle,

WA. (Control ID #2946021)

BACKGROUND: The risks of chronic opioid therapy (COT) are well under-

stood; however the risks of discontinuation of COTare largely uncharacterized.

The objectives of this study were to evaluate characteristics and clinical

outcomes of patients discontinued from clinic based COT for chronic, non-

cancer pain, compared to patients maintained on opioids.

METHODS: This was a retrospective cohort study of patients enrolled in the

opioid registry of a large primary care clinic at an urban safety-net teaching

hospital in Seattle, WA. Patients enrolled in the registry as of 2010 comprised

the study cohort. Patients were characterized as discontinued from the registry

if they were no longer enrolled five years later, unless they died while on the

registry. Remaining patients were classified as retained. Demographics, med-

ical and psychiatric diagnoses, and utilization data were electronically abstract-

ed from the electronic health record. Prescription data was manually abstracted

from clinical files maintained by the clinic's Opioid Review Committee. Death

records were obtained from Washington State vital statistics. Analyses includ-

ed descriptive statistics, Chi-square or Fisher's Exact tests, 2 sample t-tests with

unequal variance or Wilcoxon Rank Sum tests, and Cox proportional hazards

models. All analyses were performed in Stata 14.2 (StataCorp LP; College

Station, TX). The study was approved by the Institutional Review Board at the

University of Washington.

RESULTS: The study cohort comprised 572 patients, of whom 342 had COT

discontinued. In adjusted analyses, patients who had COT discontinued were

more likely to have a history of substance use (OR 1.25, 1.04-1.51, p=0.018).

Among discontinued patients, 74% filled at least one opioid prescription in

Washington State after discharge. Among all patients, 123 (21.5%) died. There

was a non-significant trend toward increased incidence rate of death among

patients who had COT discontinued compared to those retained in the registry

(incidence rate ratio, 1.28, 95%CI 0.87-1.92). Death due to drug overdose also

appeared more common among discontinued compared to retained patients,

though again, this finding did not reach statistical significance (incidence rate

ratio 3.14, 95% CI 0.88-17.05).

CONCLUSIONS: In this cohort of patients prescribed COT for chronic non-

cancer pain, greater than 20% of patients died. Most (74%) patients for whom

COTwas discontinued subsequently filled opioid prescriptions. Risk of death

and risk of death from overdose were not reduced among patients whose COT

was discontinued; in fact there was a non-significant trend toward increased

mortality and fatal overdose in this group. Improved clinical strategies, includ-

ing treatment of opioid use disorder, may be needed for patients being consid-

ered for COT discontinuation.

PATIENT CHARACTERISTICS AND QUALITY OF CARE OF

THOSE RESIDING IN COMMUNITIES WHO ARE SEEN IN

COMMUNITY-BASED VERSUS HOSPITAL-BASED PRIMARY

CARE PRACTICES Gally Reznor; Jeffrey M. Ashburner; Wei He; Steven

J. Atlas.Massachusetts General Hospital, Boston,MA. (Control ID #2944290)

BACKGROUND:As primary care (PC) reimbursement evolves from fee-for-

service visits to risk-adjusted payments for covered populations, efforts are

needed to optimize the management of patients within practice networks. We

examined sociodemographic characteristics, comorbidities, and health out-

comes of patients in a PC network affiliated with an academic hospital who

lived near local community-based (CB) practices and compared those seen in

CB practices to those seen in hospital-based (HB) practices. We hypothesized

that patients followed in CB practices would have lower socioeconomic status,

less severe comorbid conditions, but similar outcomes.

METHODS: We identified patients followed in a PC network affiliated with

Massachusetts General Hospital using a validated attribution algorithm. Using

patient addresses from registry information, we selected individuals who

resided in or adjacent to communities outside of Boston with MGH affiliated

CB PC practices. We then categorized patients as receiving their PC at 1 of 5

CB or 1 of 5 HB practices. We compared sociodemographic characteristics and

comorbid conditions of patients seen in CB and HB practices using Chi-

squared tests or two-tailed t-tests as appropriate. We then compared quality

of care measures for preventive cancer screening, chronic disease management

(lipid control for coronary artery disease and A1c control for diabetes) and

resource utilization (emergency department (ED) visits and hospitalizations)

among CB and HB practices using logistic regression models controlling for

gender, age, income, education, marital status, primary language, and Charlson

comorbidity score.

RESULTS: Among 25,460 PC patients living in towns near a CB practice,

21,597 (84.8%) were seen in CB practices and 3,863 (15.2%) were seen in HB

practices. Patients seen in CB practices were younger, more likely to be not

married, non-White, less educated, and reside in less affluent census blocks.

Patients seen in HB practices had higher Charlson scores. Patients seen in HB
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practices were more likely to have completed breast (Adjusted Odds Ratio

[OR]=1.35; 95% confidence interval [CI]:1.16-1.57) and colorectal cancer

screening (OR=1.56; 95% CI:1.4-1.72). No significant differences were ob-

served in chronic disease measures between patients seen in CB and HB

practices. Patients in HB practices were more likely to have ≥2 inpatient

admissions in the last year (OR=1.35; 95% CI:1.06-1.74) and ≥2 ED visits

(OR=1.3; 95% CI:1.16-1.57).

CONCLUSIONS: Patient and clinical factors that lead primary care patients

to select a local, community practice versus traveling to a hospital based

practice are not well described. We observed differences in patient character-

istics between those seen in community- and hospital-based practices that may

exacerbate disparities in care. Future studies should explore how patients select

a PC practice and ways to ensure equitable access to services and optimal care

based upon the patient's health needs.

PATIENT CHARACTERISTICS AND SUBSEQUENT ALCOHOL-

RELATED DIAGNOSES FOR INPATIENTS WHO SCREEN POSI-

TIVE FOR ALCOHOL USE DISORDER Danielle Fine1; Susan Regan2;

Grace E. Herman2; Timothy WIlens2; Joshua Metlay3; Sarah E. Wakeman4.
1Massachusetts General Hospital, Brookline, MA; 2Massachusetts General

Hospital, Boston, MA; 3Internal Medicine, Massachusetts General Hospital,

Boston, MA; 4Massachusetts General Hospital, Charlestown,MA. (Control ID

#2945222)

BACKGROUND: Few recent studies have evaluated the prevalence of un-

healthy alcohol use utilizing the AUDIT-C among hospitalized patients or

assessed the association between a positive screen and chart documentation

of an alcohol use disorder (AUD)-related diagnosis. Our aims were to (1)

describe the patient characteristics associated with a positive AUDIT-C screen

for AUD in the inpatient setting; and (2) assess the degree to which patients

who screen positive on AUDIT-C receive an AUD-related diagnosis code on

discharge.

METHODS:We performed a prospective study to evaluate patients admitted

to a tertiary care medical center (01/2015-12/2015) who were screened on

admission for AUD using the AUDIT-C. We abstracted patient demographic

characteristics (age, sex, race/ethnicity, marital status, employment), history of

illicit drug use, and discharge diagnoses from the electronic medical record. An

AUDIT-C score greater than or equal to 8 was considered a positive screen

indicating AUD.We usedmultivariate logistic regression to assess associations

between patient characteristics and positive screens and chi-square tests to

compare the frequency of AUD-related diagnoses in patients who screen

positive versus negative using AUDIT-C.

RESULTS: Overall, 31,681 screens were completed on 21,492 inpatients, of

whom 1,229 (5.7%) screened positive for AUD at least once. Patients with the

following characteristics were significantly more likely to screen positive: (1)

marital status single (OR 2.5; 95% CI 2.1-3.0), divorced/separated/widowed

(OR 2.7; 95% CI 2.2-3.3), or unknown (OR 2.2; 95% CI 1.6-3.0); (2)

employment status retired/homemakers/not employed (OR 1.8; 95% CI 1.4-

2.2); (3) age 30-39 (OR 2.1; 95% CI 1.5-2.9), age 40-49 (OR 2.5; 95% CI 1.9-

3.4), age 50-59 (OR 2.5; 95% CI 1.9-3.2) versus age 18-30; and (4) prior

history of drug use (OR 2.4; 95% CI 2.1-2.9). Female gender (OR 0.33; 95%

CI 0.27-0.41), Black race (OR 0.67; 95% CI 0.49-.90), Asian race (OR 0.27;

95%CI 0.13-0.60), age 70-79 (OR 0.40; 95% CI 0.28-0.57), and age >80 (OR

0.21; 95% CI 0.13-.31) were negatively associated with a positive screen for

AUD. Overall, 633 (51.5%) of the 1,229 patients who screened positive and

622 (3.0%) of the 20,263 patients who screened negative had a documented

AUD-related diagnosis during hospitalization (p < 0.0001).

CONCLUSIONS: The 5.7% of inpatients who screened positive for AUD

were most often middle-aged, un-partnered, non-full time employed, white

males with a history of drug abuse. Although a positive screen for AUD was

significantly associated with subsequent documentation of AUD-related diag-

noses, almost half of all inpatients who screened positive had no subsequent

documentation of an AUD-related diagnosis. Further research is needed to

determine whether there are missed opportunities to diagnosis and treat AUD-

related diagnoses among inpatients who screen positive for AUD.

PATIENT NAVIGATION TO ADDRESS PATIENT IDENTIFIED

SOCIO-LEGAL BARRIERS TO CANCER CARE: A COMMUNITY-

ENGAGED COMPARATIVE EFFECTIVENESS STUDY Tracy A.

Battaglia1; Sharon Bak1; Christine M. Gunn1; Naomi Y. Ko2; Kerrie Nelson3;

Na Wang3; JoHanna Flacks4; Victoria A. Parker5; Deborah J. Bowen6;

Samantha Morton7. 1Boston University Medical Center, Boston, MA; 2Boston

Medical Center, Boston, MA; 3Boston University School of Public Health,

Boston,MA; 4Medical Legal Partnership | Boston, Boston,MA; 5University of

New Hampshire, Durham, NH; 6University of Washington, Seattle, WA;
7MLPB, Boston, MA. (Control ID #2943675)

BACKGROUND: Patient Navigation, defined as individualized assistance

offered to patients, families and caregivers to help overcome barriers and

facilitate timely access to quality cancer care, is becoming a standard of care.

The full potential of navigation is threatened by unmet barriers that require

resources not routinely available to, or within the expertise of, navigators.

Intervention studies targeting socio-legal barriers (such as income supports,

housing and utilities, and employment needs) do not exist and thus represent a

critical gap in disparities research.

METHODS: In partnership with patient, provider and health system stake-

holders, we conducted an RCT of newly diagnosed cancer patients seeking

services at a large urban safety-net medical center from 2014 through 2017.We

compared standard of care Patient Navigation (control) to Patient Navigation

partnered in a structured manner with legal advocates from MLPB (formerly

known as Medical Legal Partnership | Boston) (intervention) to identify and

address patients' socio-legal concerns. Breast and lung cancer patients were

eligible within 30 days of their diagnosis if they spoke English, Spanish or

Haitian Creole, and excluded if they had cancer in the past 5 years or cognitive

impairment. The main clinical outcome, initiation of timely treatment, was

captured from the electronic medical record via manual abstraction and defined

as receipt of definitive surgery, chemotherapy or hormonal therapy within 90

days. Patient-reported outcomes including distress, socio-legal concerns, self-

efficacy and satisfaction, were captured longitudinally via survey at 0, 3, 6 and

12months. Multivariable analyses controlled for age, race and health insurance

status.

RESULTS:A total of 306 breast and lung patients enrolled (77% response), of

which 222 (73%) had at least one socio-legal concern. Mean age of the study

cohort was 55 years; themajority were non-White (51%Black, 22%Hispanic);

20% spoke Spanish and 8% Haitian Creole; and 73% had public health

insurance. Among those reporting socio-legal concerns, more than half

(57%) reported two or more concerns, the most common being housing

(79%) followed by employment (48%). Preliminary analysis of 225 breast
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cancer participants found 168 (75%) initiated treatment within 60 days while

208 (93%) initiated treatment within 90 days. Preliminary multivariable anal-

yses found no significant effect of the intervention on the initiation of timely

treatment (aOR 0.70, CI 0.25, 1.97).

CONCLUSIONS: In preliminary analyses, among a racially/ethnically di-

verse inner-city population reporting socio-legal barriers to care, where Patient

Navigation is a standard of care, we did not identify significant delays in the

initiation of breast cancer care. Future analyses will determine the comparative

effectiveness of Patient Navigation partnered with legal advocacy on timely,

quality treatment and multiple patient reported outcomes.

PATIENT PANEL SIZE IN PRIMARY CARE: A META-NARRATIVE

REVIEWAbdMoain Abu Dabrh2; Jennifer Horn1; Robert Stroebel1; Wigdan

Farah1; M. Hassan Murad1; Richard Presutti2; Nilay Shah1. 1Mayo Clinic,

Rochester, MN; 2Mayo Clinic, Jacksonville, FL. (Control ID #2944603)

BACKGROUND: Panel Size is the number of patients under the care of a

specific clinician. Primary care practices continue to face the dilemma of

overwhelming or excessive patient panel size, threatening the quality of care.

The "optimum" panel size for a practice, the factors determining the ideal panel

size, and how it can be determined remains unclear.

METHODS:We synthesized the narrative evidence about patient panel size in

primary care practices by mapping out benchmarks or predictors in studies that

reported various panel sizes and the estimates that reasoned these panel sizes.We

also summarized reported outcomes, and the relationship between panel sizes

and these outcomes. The search for original studies included various electronic

databases through Dec. 2016. Outcomes of interest were; 1) patient-reported

outcomes; 2) patient-centered outcomes; 3) patient-centered services; 4) clini-

cians characteristics; 5) practice-centered outcomes; 6) cost and utilization; 7)

practice structure and infrastructure; and/or 8) system-related outcomes.

RESULTS: Thirty-eight original studies were included. Patient-centered ser-

vices generally were not significantly impacted by panel size. Patient-reported

and -centered outcomes often fared better in smaller practices but were influ-

enced by the managed condition. Utilization and cost were not associated with

clear effect. Community-based centers had smaller panels with higher female

clinicians, served poorer areas and patients with more comorbidity when

compared to their hospital-based setting. Adjusting for age and sex for pedi-

atric panels, while also accounting for clinical conditions complexity for adult

patients panel, were also recommended.

CONCLUSIONS: The paucity in reporting on panel characteristics creates

unclear or contradicting patterns to what might ideally predicts panel size. Deter-

mining panel size is a dynamic outcome ofmulti-factorial input that varies between

practices and settings - no one size fits all. Practicesmight benefit from ascertaining

the population characteristics, as patient-centered and patient-reported outcomes

have shown affinity to predict panel sizesmore than practice-related factors, though

the latter was scarcely reported, warranting further research.

PATIENT PERSPECTIVES ON POST-HOSPITALIZATION HEALTH

SERVICES AND READMISSIONS Naveed Q. Farrukh1; Jackson

Hoesley2; Sujan Ravi3; James H. Willig1; Kierstin C. Kennedy4. 1University

of Alabama at Birmingham, Vestavia, AL; 2Spring Hill College, Mobile, AL;
3University of Alabama at Birmingham Health System, Birmingham, AL;
4UAB, Birmingham, AL. (Control ID #2934893)

BACKGROUND: Literature on readmission focuses on the health system and

physician perspectives with most data coming from clinical and administrative

sources. Patient perspectives are rarely considered leaving a potential source of

new insights to better target interventions underexplored. We posit that the

collection of patient centered variables at the time of readmission, will provide

additional insight into underrecognized factors associated with readmissions,

and can therefore provide clinicians and the health system with additional

points of intervention.

METHODS: The population included patients readmitted within 30 days of

discharge to hospitalist units at a tertiary care center betweenMay 16, 2016 and

May 16, 2017. Patients completed a survey regarding demographic informa-

tion, primary care follow-up, and reasons for readmission. Survey questions

were derived from review of prior literature and recommendations from a panel

of hospitalists. After survey administration, four investigators jointly coded

patient responses into themes using inductive and deductive coding. Chi-

squared and Fisher Exact tests evaluated associations between demographic

data and patient responses with p-values <0.05 considered significant.

RESULTS: A total cohort of 111 patients was analyzed with a median age of 42

(range 22-93) years, 50% white and 50% black; 62% male; and 59% with no

partner. Themedian time fromdischarge at index admission to readmissionwas 6.1

(1-30) days.Overall, 57% (n=63) of patients reported acuteworsening of symptoms

as the most commonly perceived reason for readmission, whereas patient-centered

factors such as social fragility (lack of support), accountability, and access failures

(PCP, Pharmacy, etc.) were identified in 20% (n=22) of patients. While 78% of

patients reported having a PCP and 75% cited knowing the date of their scheduled

follow-up visit at discharge, 74% did not see their PCP prior to readmission. Blacks

were less likely to see their PCP than whites (19% vs. 34%, p=0.08). Among 47

patients who detailed their self-reported reasons for not seeing PCP, worsened

symptoms prior to PCP evaluation (43%, n=20) and lack of access (34%, n=16)

were most common. Stratifying this population by race reveals differences in the

most commonly reported reasons for not seeing PCP: 58% (n=15) of blacks report

worsening symptoms whereas 48% (n=10) of whites report access issues (p=0.07).

CONCLUSIONS: Our analysis suggests a mismatch between a plan for PCP

follow-up at discharge (existing relationship with PCP, scheduled follow-up)

and this follow-up occurring. Race affected the reported rates of and reasons

for lack of PCP follow-up. Larger cohorts and further research on patient-

centered perspectives underlying readmissions and how they vary amongst

different patient groups can help elucidate additional factors and better target

populations to enhance readmission prevention interventions.

PATIENT PERSPECTIVES ON WEIGHT MANAGEMENT IN PRI-

MARY CARE: CROSS-SECTIONAL ANALYSIS FROM THE PATH

CLINICAL DATA RESEARCH NETWORK Seema Jain1; Scott D.

Rothenberger2; Wendy L. Bennett4; JeanneM. Clark9; Molly Conroy3; Sharon

J. Herring8; Jennifer Kraschnewski5; Michelle R. Lent6; Carolyn Bramante7;

Nickie K. Cappella2; Harold Lehmann4; Kathleen M. McTigue2. 1UPMC,

Pittsburgh, PA; 2University of Pittsburgh, Pittsburgh, PA; 3University of Utah,

Salt Lake, UT; 4Johns Hopkins School of Medicine, Baltimore, MD; 5Penn

State Hershey Medical Center, Hershey, PA; 6Geisinger, Danville, PA; 7Johns

Hopkins, Baltimore, MD; 8Temple University, Philadelphia, PA; 9Johns Hop-

kins University, Baltimore, MD. (Control ID #2934761)

BACKGROUND: Patients with overweight and obesity have previously

reported not receiving weight loss counseling from their health care providers,
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despite convincing evidence of its utility. An updated examination of patient

perspectives on weight management could inform efforts to improve the health

care of patients with overweight and obesity. We surveyed primary care

patients across five health care systems to determine: 1. What are patients'

perceived weight status and weight-related goals? 2. To what extent are health

care providers counseling patients on weight, diet, and physical activity?

METHODS: Through the PaTH Clinical Data Research Network, online

surveys were distributed to adult patients of primary care providers (PCPs)

across five US health care systems (Geisinger Health, Johns Hopkins Univer-

sity, Penn State Medical Center, Temple University, and University of Pitts-

burgh). Demographics of survey participants were obtained from self-report

(and will ultimately be linked with data from the electronic health record).

Survey questions addressed height, weight, perceived weight status, weight-

related goals, and frequency of advice from health professionals regarding diet,

physical activity, and weight management. Those who reported receiving

advice on weight were also asked which health professionals provided this

advice.

RESULTS: Primary care patients surveyed (n=1308) had a mean age of 56.6

years; 67.4% were female; 79.7% were white; average BMI was 30.2 kg/m2.

Of patients classified as overweight (n=240) or obese (n=346), most (86.3%

and 91.6%, respectively) described their weight as slightly or very overweight.

While 76.3% of overweight patients and 88.1% of obese patients reported

currently trying to lose weight, the remainder reported either trying to maintain

weight or not doing anything about their weight. 55.6% of overweight patients

and 26.5% of obese patients reported receiving no weight-related advice from a

health professional in the past 12 months. Further, 51.7% of overweight

patients and 36.9% of obese patients reported their providers have not helped

them develop healthy diet and physical activity patterns in the past 12 months.

When patients with overweight and obesity did receive advice on weight,

89.2% reported that it came from their PCP. The most common other health

professionals to provide weight-related advice were nutritionists or dieticians

(15.4%), cardiologists (11.3%), orthopedic surgeons (9.7%), and nurse practi-

tioners or physician assistants (9.4%).

CONCLUSIONS:Over 85%of patients with overweight and obesity describe

themselves as overweight and over 75% report trying to lose weight. However,

a considerable percentage are still not receiving advice from providers about

weight, diet or physical activity. Patients report that PCPs are the primary

source of weight loss advice in the healthcare setting. Further study of inter-

ventions to improve weight-related counseling by PCPs is needed.

PATIENT REPORTED OUTCOME MEASURES ARE ASSOCIATED

WITH COSTS OF INPATIENT ADMISSION: DATA FROM EHR-

BASED EVALUATION TOOL Rachel D. Kroencke1; Zoe Gombart1; Ra-

chel Hess1; Yue Zhang1; Molly Conroy2. 1University of Utah, Salt Lake City,

UT; 2University of Utah, Salt Lake, UT. (Control ID #2944846)

BACKGROUND: Patient-reported outcomes measures (PROMs) quantify

patient health status with potential applications ranging from evaluating suc-

cess of medical treatments to improving health care costs. We sought to

determine if there was an association between the Patient Reported Outcomes

Measurement Information System (PROMIS) physical function and depres-

sion scores and hospitalization costs.

METHODS: In 2009, the University of Utah Health (U Health) began

collecting mental and physical health PROMs using PROMIS instruments

through a tool calledMy Evaluation, ormEVAL. In 2012, UHealth established

Value Driven Outcomes (VDO), a database cataloguing costs associated with

both inpatient and outpatient health care. Patients completed PROMIS instru-

ments prior to outpatient clinic visits either online or via iPad in the clinic. No

incentives were provided for survey completion. Index PROMIS physical

function and depression were collected from patients; here we look at those

who were also subsequently admitted to the hospital. Raw health care costs

from these admissions were extracted from the VDO database. Statistical

analysis was performed with a median regression model using (1) continuous

PROMIS physical function and depression and (2) categorical scores dichot-

omized as impaired (1.5 standard deviation worse than population average) or

not. All analyses were adjusted for sociodemographic and medical conditions,

including substance use, depression, and anxiety, all extracted from the patient

electronic health record.

RESULTS: A total of 9,256 patients who completed the mEVAL physical

function and depression were subsequently admitted and had information

related to admission costs available. Better physical function scores were

associated with lower median costs when examined as a continuous variable

(p<0.001) and dichotomized as impaired vs. not (p<0.001). Worse depression

scores were associated with higher median costs when examined as a contin-

uous variable (p=0.002) but not when dichotomized (p=0.19). This

corresponded to a median decrease of $97 per admission for every one point

improvement in the physical function score, a decrease of $2,740 per admis-

sion for an individual not having impaired physical function, and an increase of

$31 per admission for every one point worse PROMIS depression score.

CONCLUSIONS: Patient reports of physical function and depression are

strongly associated with inpatient health costs, controlling for other

sociodemographic and medical conditions, including substance use, depres-

sion, and anxiety. Although a causative relationship cannot be inferred, these

scores represent a potential tool for identifying individuals likely to have high

health care expenditures. Early recognition of these individuals in the outpa-

tient setting can target interventions aimed at helping to reduce inpatient health

care costs.

PATIENT SATISFACTION WITH CARE IN AN INNOVATIVE IN-

TERPROFESSIONAL TRAINING CLINIC Danielle Miller1; Christine

Cummings2; Yoowon Lim2; Lauren Block3; Jennifer Verbsky4; Daniel J.

Coletti3. 1St. John's University, Lake Ronkonkoma, NY; 2Donald and Barbara

Zucker School of Medicine at Hofstra/Northwell, Hempstead, NY; 3Northwell

Health, Lake Success, NY; 4North Shore LIJ Health System, Great Neck, NY.

(Control ID #2938988)

BACKGROUND: Studies suggest that patients treated by inter-professional

(IP) teams perceive higher overall quality of care. When assessing patient

satisfaction in an IP clinic, it is important to evaluate attitudes about the

effectiveness of clinical processes and teamwork alongside provider care and

competence. The objective of this investigation was to compare patient satis-

faction with care delivered through a novel IP team of trainees with standard

clinic care delivered by individual residents. We also sought to identify

demographic and other patient-related correlates of satisfaction.

METHODS: Patients receiving care at a suburban, hospital-affiliated resident

practice were asked to participate. This report represents part of the evaluation

of IMPACcT (Improving Patient Access, Care, & cost through Training), a 5-

year, grant-funded IP education and training program. Participants completed
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the 16-item Patients' Insight and Views of Teamwork (PIVOT), plus 14

additional items assessing perceived access and quality of care, and attention

to patient cost issues. Items used a five-point Likert Scale. Trained assistants

asked patients to complete the survey during waiting times. Information about

patient demographics, insurance status, and recent appointments was gathered

from electronic medical records. T-tests examined group differences and

Pearson r correlations assessed strength of association between continuous

variables.

RESULTS: We assessed 70 participants in the IP training clinic and 53

patients receiving standard clinic care (57.7% female, mean

age=55.43(16.03). PIVOTscores were high overall in both practices, and there

was a nonsignificant trend for scores to be higher in the IMPACcT clinic (M =

4.31(.59) than in standard resident care (M = 4.12(.59); (T=1.78, df=121

p=.08)). Item analysis suggested higher levels of satisfaction in the IP clinic

with coordination of care and understanding clinical team processes. Patients in

the IP training clinic were also more likely to endorse satisfaction with

attention to cost of care and communication about delays. Satisfaction scores

were uncorrelated with age, sex, race, insurance, or adherence to appointments.

CONCLUSIONS: In general, we observed high levels of patient satisfaction

with resident-led care in both groups as well as indications that patients

perceive team-delivered care as more coordinated and cost-conscious. We

were able to assess a diverse patient population and successfully expanded

the traditional assessment of patient experience with perceptions of teamwork.

Limitations included our use of a single study site, limited sample size, reliance

on a written survey requiring basic literacy, and possible social desirability

bias. Though our results suggest that patients perceive inter-professional teams

to be effective, larger samples and longitudinal assessment of patients are

necessary to identify the ways patients perceive interprofessional care and

optimize their experience.

PATIENT, PRIMARY CARE, AND ONCOLOGY PROVIDER PREF-

ERENCES FOR PHYSICIAN ROLES IN BREAST CANCER SURVI-

VORSHIP CARE DELIVERY Archana Radhakrishnan; Sarah Hawley;

Steven Katz; M C. McLeod; Lauren P. Wallner. University of Michigan, Ann

Arbor, MI. (Control ID #2941892)

BACKGROUND: Given a rapidly growing cancer survivor population, im-

proving coordination between primary care and oncology is critical to ensure

the delivery of high-quality care after primary treatment. Adoption of team-

based cancer care models has lagged in part due to uncertainty about which

physician—primary care provider (PCP) or oncologist—should manage this

follow-up care. We assessed the overlap in patient, PCP, and oncologist

preferences for who leads multiple aspects of follow-up care after primary

breast cancer treatment.

METHODS: Data from the Los Angeles and Georgia Surveillance, Epidemi-

ology, and End Results registries were used to identify and survey women

newly diagnosed with breast cancer between 2014-15 (N=3672, 70% response

rate). Participants identified their oncologist (N=491) and PCP (N=518) who

were also surveyed (61.9% oncologist, 60.8% PCP response rates). Patients

and providers were each asked their preferences for which physician should

handle cancer-related (follow-up mammograms) and non-cancer related

follow-up care (other cancer screenings, general preventive care and comor-

bidity management), with responses categorized as oncologist-led vs. PCP-led.

The distribution of patient, PCP and oncologist preferences for oncologist- vs.

PCP-led care was tabulated for each of the four services. The level of overall

agreement amongst all three (%) was then calculated for each service (N=237

triads).

RESULTS: Overall agreement among patients, PCPs, and oncologists for

physician role preferences was highest for follow-up mammograms (81% of

triads, majority preferred oncologist-led care) and comorbidity management

(81% of triads, majority preferred PCP-led care) and intermediate for general

preventive care (62% of triads, majority preferred PCP-led care) (Table 1).

Agreement was lowest for other cancer screenings (32% of triads), where 95%

of patients, 62% of oncologists, and 57% of PCPs preferred oncologists lead

other cancer screenings.

CONCLUSIONS: Breast cancer patients, PCPs, and oncologists largely

agreed on who should lead follow-up mammograms and comorbidity man-

agement but disagreed most on who should direct screening for other cancers

after primary breast cancer treatment. Targeting future efforts to clarify physi-

cian roles, especially as it relates to cancer vs. non-cancer related follow-up

care, will be important for leveraging the respective strengths of PCPs and

oncologists in team-based models of survivorship care delivery.

PATIENTS' AND PROVIDERS' VIEWSONTHECAUSESANDCON-

SEQUENCES OF HEALTHCARE FRAGMENTATION Lisa M. Kern;

Monika M. Safford; Masha J. Slavin; Evguenia Makovkina; Ahd Fudl; J.

Emilio Carrillo; Erika Abramson. Weill Cornell Medicine, New York, NY.

(Control ID #2944904)

BACKGROUND: American healthcare is often described as "fragmented."

Patients routinely see multiple outpatient providers, who may or may not

communicate with each other. Gaps in information across providers caring

for the same patient are unfortunately common and can lead to harm for

patients. However, the exact causes and consequences of fragmentation are

not understood well enough to design interventions to address them. Our

objective was to elicit patients' and providers' views on the causes and conse-

quences of healthcare fragmentation.

METHODS:We conducted a qualitative study with 3 focus groups of patients

and, separately, 3 focus groups of primary care providers (attending physicians

and nurse practitioners) at an academic hospital-based primary care practice in

New York City in June-August 2017. Patient participants were English-

speaking adults 18 years and older with 2 or more chronic conditions. Sam-

pling and recruitment involved electronic health record searches, primary care

physician referrals, and mail and telephone outreach. Each focus group lasted

one hour and asked the same two questions: "Why do you think some patients

receive care from many different doctors and other do not?" and "What do you

think happens as a result of patients receiving care from many different

doctors?" Data collection continued until thematic saturation was reached.

Thematic analysis was used to identify the dominant themes.

RESULTS: The study included 46 participants (25 patients and 21 providers).

The patients had an average age of 64 years, and 72% were female. On

average, patients had 12.0 outpatient visits in the past year with 4.1 providers.

Of the providers, 57% were female and the average provider had graduated

from medical school 22 years prior. Participants (patients and providers)

identified causes of fragmentation: patient-level, provider-level, organization-

level, and environment-level. Patient-level causes were driven by issues related

to access, satisfaction, and trust. Provider-level causes of fragmentation were

driven by issues such as limited time and specialist-to-specialist referrals.
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Organization-level causes included discharge processes from the hospital that

prompted the involvement of new outpatient specialists. Environment-level

causes included payer networks and urgent care clinics. Participants identified

24 consequences of fragmentation, of which 3 were positive (e.g. appropriate

medical consultation) and 21 were negative (e.g. medication errors, inappro-

priate referrals, failure to detect clinical patterns, higher costs, poor patient

outcomes, and provider burnout).

CONCLUSIONS: The causes of fragmentation are numerous, multi-factorial,

and extend beyond medical need. The adverse consequences of fragmentation

are numerous and serious. Future interventions to decrease healthcare frag-

mentation must address causes at the levels of the patient, provider, organiza-

tion and environment to be fully effective.

PATIENTS' INTERRACIAL ANXIETY AND THEIR RATINGS OF

PRIMARY CARE PROVIDERS Somnath Saha1, 2; Melissa Gatchell1;

Jeffrey T. Bates3; Howard Gordon4; Judith A. Long5; Donna L. Washington6;

Martha Gerrity2; Mary Catherine Beach7. 1VA Portland Health Care System,

Portland, OR; 2Oregon Health & Science University, Portland, OR; 3Baylor

College of Medicine, Houston, TX; 4VAMC and UIC, Chicago, IL; 5Univer-

sity of Pennsylvania, Perelman School of Medicine, Philadelphia, PA; 6VA

Greater Los Angeles Healthcare, UCLA, Los Angeles, CA; 7Johns Hopkins

University, Baltimore, MD. (Control ID #2946271)

BACKGROUND: Racial tension - defined as anxiety, discomfort, suspicion,

or animosity between people from different racial groups - has been rising in

the U.S. in recent years. This rise may affect how patients view and interact

with racially discordant physicians, but few studies have examined whether

patients' racial attitudes affect their perceptions and ratings of physicians.

METHODS: As part of a larger study of diabetes care among African

American (AA) and white patients at 4 VA medical centers, we measured

patients' "interracial anxiety" (IRA), a construct that captures a person's like-

lihood of feeling racial tension. We measured IRA using 3 scales evaluating

prior experiences with, concerns about, and discomfort interacting with white

people (for AA patients) and minorities (for white patients). We also evaluated

each patient's post-visit ratings of their primary care provider (PCP) on com-

munication quality, participatory decision-making (PDM), and trust. We ex-

amined associations between patient IRA and ratings of PCPs in linear regres-

sions adjusting for age, sex, education level, and health literacy, using gener-

alized estimating equations to account for clustering of patients within PCPs.

When IRA was associated with patient ratings, we examined whether this

effect differed by PCP race.

RESULTS: Among 906 patients, 94% were male, 66% AA, and 34% white.

Mean agewas 65. Themean IRA score was 8 (range 3-21). Among bothAA and

white patients, higher IRA scores were associated with lower ratings of PCPs on

communication, PDM, and trust (p < .001 for all tested associations). AmongAA

patients, the associations of IRAwith lower ratings were similar for both AA and

white PCPs. Amongwhite patients, these associations weremore pronounced for

nonwhite than for white PCPs. For instance, each 1-point increment in white

patients' IRA was associated with a decrement of -1.1 (95% CI: -1.84, -.37) in

ratings of communication for white PCPs but -2.4 (95% CI: -3.28, -1.53) for

nonwhite PCPs. Similar associations were seen between white patients' IRA and

their ratings of white and nonwhite physicians on PDM and trust (Table).

CONCLUSIONS: Patient IRA is associated with lower ratings of PCPs. This

effect is most pronounced among white patients seeing minority physicians.

Minority physicians may be adversely profiled by white patients with negative

interracial attitudes and may, as a result, receive lower scores for patient

experience that can affect physician performance measures and compensation.

PATIENTS' REQUESTS OF PHYSICIANS FOR DECEPTION Neil J.

Farber1; Benjamin Johnson2; John Fontanesi3. 1University of California, San

Diego, La Jolla, CA; 2University of California San Diego School of Medicine,

La Jolla, CA; 3UCSD, La Jolla, CA. (Control ID #2915248)

BACKGROUND: Studies have shown that physicians have lied in order to

obtain necessary health care for their patients. One of the most important

determinants of why physicians might deceive is the request of the patient

for the physician to do so. No studies to date have asked patients whether they

would actually ask physicians to deceive on their behalf. Therefore, we

undertook a study about individuals' likelihood of asking physicians to deceive

in various hypothetical scenarios.

METHODS: Two hundred ninety-one individuals in a university internal

medicine faculty practice were given a survey instrument which asked how

likely theywould ask their physician to deceive in ten different scenarios. Eight

scenarios were deemed unethical (three involving lying on forms, two related

to lying in order to obtain cosmetic surgery or cosmetic medications, and 3

involving lying to insurance companies formedically related issues), while two

scenarios were deemed acceptable for physicians to take action. Less than 10%

of subjects would ask physicians to lie on forms, but one-third to one-half of

subjects would request falsification to obtain cosmetic surgery, medications, or

medical evaluations or procedures.

RESULTS: Subjects were well-educated, with most having at least some

college experience. The two scenarios involving acceptable physician actions

were likely to be requested by more than 75% of the respondents. Those

involving requests for doubling of medication doses (48%), lying to obtain a

coronary artery CT scan (36%) and lying to obtain a brain MRI (26%) were

likely to be requested by a large percent of subjects. Cosmetic drugs and

surgery were likely to be requested by 8% and 33% of subjects respectively,

while lying on forms was likely to be requested by only 6-12% of respondents.

One-quarter of the respondents indicated that physicians should lie when

insurance companies deny needed procedures and those respondents were

more likely to indicate they would ask physicians to falsify information on

their behalf than respondents who disagreed that physicians should falsify

information (p = 0.021). Female respondents were also more likely to ask

physicians to lie on their behalf than did male respondents (p = 0.002).

CONCLUSIONS: Physicians may encounter patients who request falsifica-

tion of requests or records. Physicians must deny such requests since they are

unethical, illegal and unprofessional, yet be able to maintain the relationship

with their patients who make such requests. Communication, negotiation and

education of the patient are key elements in resolving these dilemmas.

PATTERNS OF MULTIMORBIDITY AND THEIR ASSOCIATION

WITH READMISSION: A MULTINATIONAL STUDY Carole E.

Aubert1; Jeffrey L. Schnipper2, 3; Andrew D. Auerbach4; Eyal Zimlichman13;

Sunil Kripalani5, 8; Eduard E. Vasilevskis6, 7; Edmondo Robinson9; Joshua

Metlay14; Grant S. Fletcher10; Pedro Marquez-Vidal11; Stirnemann Jérôme15;

Jacques Donze12, 2. 1Inselspital, Bern University Hospital, Bern, Switzerland;
2Brigham and Women's Hospital, Boston, MA; 3Harvard Medical School,
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Boston, MA; 4UCSF Division of Hospital Medicine, San Francisco, CA;
5Vanderbilt University Medical Center, Nashville, TN; 6Vanderbilt University,

Nashville, TN; 7Geriatric Research, Education and Clinical Center, VA Ten-

nessee Valley Healthcare System, Nashville, TN; 8Center for Clinical Quality

and Implementation Research, Vanderbilt University, Nashville, TN;
9Christiana Care Health System, Wilmington, DE; 10Department of Medicine,

Harborview Medical Center, University of Washington, Seattle, WA; 11De-

partment of Internal Medicine, Lausanne University Hospital, Lausanne, Swit-

zerland; 12Bern University Hospital, Bern, Switzerland; 13Section of Hospital

Medicine, Division of General InternalMedicine and Public Health, Vanderbilt

University, Nashville, TN; 14Division of General Internal Medicine, Massa-

chusetts General Hospital, Boston, MA; 15Department of Internal Medicine,

Geneva University Hospital, Geneva, Switzerland. (Control ID #2935633)

BACKGROUND: Multimorbidity is frequent and associated with high

healthcare costs and utilization. Little is known about patterns of

multimorbidity and which patterns increase healthcare resource utilization.

We identified the most frequent combinations of chronic diseases and their

association with hospital readmission.

METHODS:We used a retrospective cohort of 126,828 medical multimorbid

adults (11 large hospitals, 3 countries).We definedmultimorbidity as 2 or more

chronic diseases. We identified chronic diseases with the Chronic Condition

Indicator, and grouped them with the Clinical Classification Software, both

developed by the AHRQ. We described the 20 most frequent pairs of chronic

diseases and their association with 30-day readmission.

RESULTS: Median age was 64 with 52% males, and median number of

chronic diseases 5. The most common chronic diseases were coronary heart

disease (26%), cardiac dysrhythmias (24%), nonhypertensive congestive heart

failure (CHF, 18%) and chronic kidney disease (18%). The 3 most frequent

pairings, each identified in >8% of patients, included 2 cardiac disorders. The 2

including CHF increased the odds of readmission (Table). The 3 next most

common pairings, including a cardiac disorder with chronic kidney disease,

increased the odds of readmission up to 42%. Chronic obstructive pulmonary

disease with cardiac disorder increased the odds of readmission by 17-27%.

The 15 most frequent pairs of chronic diseases included a cardiac disorder.

CONCLUSIONS: The most frequent pairs of chronic diseases included a

cardiac disorder with a second cardiac disorder, chronic kidney disease or

chronic obstructive pulmonary disease. These pairs of combination increased

the risk of readmission by 20-40%. Recognizing these frequent combinations

of chronic diseases may help to identify patients with high burden of

multimorbidity and to improve their care.

PAYMENTSTOMEDICAREADVANTAGEPLANSANDPLANGEN-

EROSITY BEFORE AND AFTER THE AFFORDABLE CARE ACT

Zirui Song1, 2; Daria Pelech3. 1Harvard Medical School, Boston, MA; 2Mas-

sachusetts General Hospital, Boston, MA; 3Congressional Budget Office,

Washington, DC. (Control ID #2945830)

BACKGROUND: One third of Medicare beneficiaries are enrolled in private

plans through Medicare Advantage (MA), but recent cuts to plan payments

raise the question of whether current enrollment levels will be sustained. We

examine howMA plans responded to payment reductions after the Affordable

Care Act (ACA) and compare these post-ACA responses to their responses to

pre-ACA payment increases.

METHODS:We used 2006-2015MA plan- and county-level data fromCMS,

comprising an average of roughly 1,800 plans with about 7 million beneficia-

ries each year. We examined the impact of changes in the maximum federal

payments to plans ("benchmark") on plans' asking prices ("bids") and on

benefits received by beneficiaries before and after the ACA. (Plans provide

benefits via reductions in cost-sharing, additional covered benefits, and lower

premiums.) We assessed differences in plan behavior between plans facing

higher and lower levels of insurer competition. Statistical analyses used longi-

tudinal models that exploit the variation in benchmark changes, adjusted for

beneficiary risk, insurer competition, fee-for-service Medicare costs, and fixed

differences across counties and years.

RESULTS: In real terms, average monthly MA benchmarks grew by $35 pre-

ACA (2006-2009) and decreased by $81 after the ACA-related benchmark

cuts (2012-2015). Before the ACA, plans raised their bids by an average of

$0.60 (p<0.001) for every $1 increase in the benchmark and provided enrollees

with $0.30 in benefits (p<0.001). After the ACA, plans lowered their bids by

an average of $0.57 for every $1 decrease in the benchmark (p=0.03). This

symmetrical bid response post-ACA lessened potential declines in enrollee

benefits. Moreover, declines in final plan payments and enrollee benefits were

further offset by new bonuses from quality incentives and higher beneficiary

risk scores. After the ACA, plans reduced the generosity of cost-sharing and

covered benefits by about twice as much on the margin as they had increased

that generosity pre-ACA. In contrast, plans changed premiums (potentially

more salient to consumers) by similar amounts pre- and post-ACA in response

to benchmark changes. Plans inmore competitivemarkets were less responsive

to benchmark changes than plans in less competitive markets.

CONCLUSIONS: After growing before the ACA, MA benchmarks de-

creased post-ACA. Plans responded to payment cuts by lowering their bids,

and plans in less competitive markets lowered bids by more. These findings

suggest that plans were, on average, operating above average costs. This plan

bid response, combined with additional payments from quality bonuses and

growth in risk scores, helped plans lessen cuts in enrollee benefits, which may

explain the continued growth in MA enrollment. Reductions in federal pay-

ments have heretofore had a limited impact on enrollee benefits. However, if

future benefit reductions are larger or passed on to beneficiaries through more

salient channels, then payment reductions may slow growth inMA enrollment.

PEER TO PEER SUPPORT AND HEALTH CARE UTILIZATION

AMONG VULNERABLE OLDER ADULTS Elizabeth Jacobs1; Rebecca

J. Schwei2; Jerica Broeckling3; Jennifer Frumer5; Vivian Sauer4; Kali

DeYoung7; Jane E. Mahoney2; Scott Hetzel6; Kyungmann Kim6. 1University

of Texas at Austin, Austin, TX; 2School of Medicine and Public Health,

University of Wisconsin, Madison, WI; 3Alliance for Strong Families and

Communities, Milwaukee, WI; 4Jewish Family Service of Los Angeles, Los

Angeles, CA; 5Alpert Jewish Family & Children's Service of Palm Beach

County, Inc., West Palm Beach, FL; 6University of Wisconsin, Madison, WI;
7The Community Place, Rochester, NY. (Control ID #2938877)

BACKGROUND: The vast majority of older adults want to age in their

communities, yet they find it difficult because of how communities are con-

structed and their lack of services. In response, community-based organizations

have developed peer-to-peer support services to promote aging in place; they

train and employ community elders to provide support to other elders through

social visits and opportunities to access health and non-health related activities.
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It is not clear how effective these services are in promoting health. Our

objective was to compare the effectiveness of community-designed and im-

plemented peer-to-peer support to prevent hospitalization, emergency depart-

ment and urgent care use in vulnerable older adult populations.

METHODS: This was a non-randomized concurrent controlled trial of peer-

to-peer support (P2P) vs standard community services for adults 65 years old

or older living independently in Los Angeles, Palm Beach, and Rochester NY.

Participants were matched at each site on age, gender, and race. Participants

were surveyed at baseline, 3, 6, 9 and 12 months and asked, at each survey, if

they had been hospitalized or visited the Emergency Department (ED) or

Urgent Care (UC) in the previous 3 months. Reported healthcare utilization

was validated by medical records. We compared differences in health care

utilization between P2P vs. Control groups. Because this was a non-

randomized study we used propensity score analysis to control for differences

across groups and inverse probability weighted logistic models with a quasi-

binomial link to compare the outcome incidence.

RESULTS: We enrolled 442 older adults; 218 in the P2P group, 226 in the

control group. There were no differences in age (80.4 vs. 79.2 years), gender

(83.3% vs. 78.9% female), or race (77.3% vs. 78% white) in the P2P and

control groups respectively. Using the propensity score adjustment, we found

no significant differences between the groups in the composite outcome of any

health care utilization 31% vs. 30% [OR 1.03 (0.70,1.52)] nor hospitalization

17.3 % vs. 14.5% [OR 0.81(0.52, 1.26)] or ED use 13.1% vs.15.1% [OR 1.18

(0.74,1.88)] in the P2P and control groups respectively. However, UC use was

significantly lower in the P2P than control group [4.2% vs. 10.3% (OR

2.63(1.21-5.71)].

CONCLUSIONS:We found that P2Pwas associated with less urgent care use

only. We hypothesize that the support of the peer may help individuals in the

P2P group contact their primary physicians or get to timely appointments with

them to avoid use of urgent care settings. Given that the majority of older adults

and their families want them to age in place, the question of how to promote

aging in place among older adults is highly relevant and important and it

appears that P2P services have some benefit to older adults aging in place.

PERCEIVED AND COMPARATIVE RISK OF DEVELOPING DIA-

BETES: ASSOCIATIONS WITH GLYCEMIC STATUS AND OBJEC-

TIVERISK INA SAFETY-NETHEALTHSYSTEMMichael E. Bowen1;

Catherine Rochefort2; Jasmin Tiro1; Austin Baldwin2. 1UT Southwestern

Medical Center, Dallas, TX; 2Southern Methodist University, Dallas, TX.

(Control ID #2945950)

BACKGROUND: Perceived risk is critical for engaging in diabetes screening

and adopting behavior changes for diabetes prevention. However, associations

among perceived diabetes risk, objective diabetes risk, and glycemic status

determined by diabetes screening are not well described.

METHODS:We measured perceived risk using the validated Perceived Risk

of Developing Diabetes (RPS-DD) scale in 523 established primary care

patients ages 18-65 attending an integrated, safety-net health system. Patients

with no known diabetes or prediabetes diagnosis were recruited for a diabetes

screening study. Participants self-reported ten-year perceived risk of develop-

ing diabetes and perceived risk compared to others (comparative risk). Re-

sponses were dichotomized to low (score 1-2; almost no risk or slight risk) vs.

high risk (score 3-4;moderate or high risk). Objective riskwas calculated using

the American Diabetes Association (ADA) Risk score assessing current risk of

diabetes. Participants' glycemic state was classified as normal or dysglycemic

(A1C≥5.7% or fasting glucose (FBG)≥100 mg/dL) using A1C and fasting

glucose. We describe associations among glycemic state and the three types of

risk (perceived, comparative, objective). We also examined sociodemographic

factors associated with perceived risk.

RESULTS: Of 523 participants (mean age 47, BMI 30 kg/m2, 70% female,

68% Hispanic, 22% Black, 43% had hypertension, 25% had hyperlipidemia,

and 49% had a family history of diabetes), 48% had dysglycemia. Those with

higher perceived risk (n=197) were more likely to be female (76% vs. 67%;

p=0.03), have a family history of diabetes (62% vs. 41%; p<0.001), and have a

higher BMI (31.8 vs. 29.4 kg/m2; p<0.001). Among participants with

dysglycemia (n=250), 59% had low perceived risk of developing diabetes

and 47% had low comparative risk. As an objective measure of diabetes risk,

the ADA risk score was 65% sensitive for detecting dysglycemia. Among

those with high objective risk according to the ADA risk score (n=242), 55%

had low perceived risk and 47% had low comparative risk. In the full sample

(N=523), 43% of participants had discordant perceived risk and objective risk,

with 25% having low perceived risk of developing diabetes and high objective

diabetes risk.

CONCLUSIONS: Individuals at risk for developing diabetes underestimate

their own risk of developing diabetes and their risk compared to others. Further

studies exploring high perceived risk and BMI as moderators of diabetes

screening and diabetes prevention interventions are needed.

PERCEIVED IMPACT AND VALUE OF INTENSIVE PRIMARY

CARE TEAMS AS AN ADJUNCT TO VETERANS HEALTH ADMIN-

ISTRATION (VHA) PATIENT-CENTERED MEDICAL HOME Susan

E. Stockdale1, 2; Marian L. Katz1; Alicia Bergman1; Evelyn T. Chang1.
1Greater Los Angeles VA Healthcare System, Sepulveda, CA; 2University of

California, Los Angeles, Los Angeles, CA. (Control ID #2939559)

BACKGROUND: Although Patient Centered Medical Homes (PCMH) have

greater resources for care coordination and access than typical primary care

providers, PCMH struggle with complex patients who are at high risk for

hospitalization. In 2013, VHA funded a five-site demonstration of intensive

primary care (IPC) programs to support PCMH management of patients at

highest risk for hospitalization. Despite their growing popularity in the general

healthcare sector and some promising early results showing effectiveness of

IPC programs, little is known about the roles these types of programs play to

support PCMH teams in an integrated healthcare system. We explored PCMH

teammembers' perspectives on the impact of VHA IPC teams on primary care,

including care quality and value to the healthcare facility.

METHODS: We conducted semi-structured qualitative interviews by phone

with 24 PCMH teammembers (primary care providers (medical doctors, nurse

practitioners), registered nurses, and social workers) at 5 VHA clinics with IPC

teams (response rate 70.5%). Interviews lasted 30 minutes and included

questions about the impact of the IPC program on PCMH workload, impact

on patients, what PCMH teams learned from IPC teams, and the value added

by IPC teams. Interviews were audio-recorded, transcribed, and summarized.

We identified salient themes from the interview summaries, and explored

relationships among the themes within and across sites.

RESULTS: Perceptions of IPC programs varied across and within sites, and

by PCMH team member role. The programs were generally perceived as

valuable, although respondents with more contact with the IPC teams tended
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toward more favorable views. Most respondents reported reduced or neutral

impact on workload, but others suggested that the amount and type of com-

munication through the electronic health record (EHR) could be streamlined to

reduce workload impact. IPC teams also reduced PCMH teammembers' worry

and stress about high-risk patients getting the care they need. PCMH team

members reported that IPC teams extended PCMH's ability to care for high-

risk patients by performing assessments and medical care during home visits,

managing care transitions, and by identifying and linking patients to commu-

nity resources. Respondents reported learning about specific patients' needs,

community resources, and new approaches to caring for these patients from the

IPC teams. IPC teams were considered valuable to the facility because of

perceived improvements in primary care work flow, quality of care for high-

risk patients, patient/family satisfaction and trust, and perceived reduction of

unnecessary utilization.

CONCLUSIONS: PCMH teams felt that IPC teams were valuable resources

for high-risk patient care and that they were able acquire new skills and

knowledge from working with IPC teams. Interactions with the IPC team,

however, may affect PCMH workload. More research will be needed to

understand how to increase impact of IPC teams on PCMH while reducing

workload impact.

PERCEPTIONS OF AND PARTICIPATION IN UNPROFESSIONAL

BEHAVIORS IN OUTPATIENT INTERNAL MEDICINE CLINIC

DURING RESIDENCY Julie Oyler; Rebecca Harris; Lisa Kearns; Vineet

M. Arora. University of Chicago Medical Center, Chicago, IL. (Control ID

#2935820)

BACKGROUND: Unprofessional behaviors can negatively affect learning in

the outpatient environment and ultimately undermine quality of patient care.

While surveys and workshops have previously been used to address profes-

sionalism and practice behaviors in the inpatient environment, little has been

done to assess similar behaviors in the outpatient setting. The objective of this

study was to assess residents' perceptions of unprofessional behaviors and to

quantify observed and self-reported participation in such behaviors in an

outpatient clinic over three years of Internal Medicine (IM) residency.

METHODS: All residents in the University of Chicago Internal Medicine

Class of 2015 were invited to complete a survey during their intern orientation

to resident continuity clinic. The survey consisted of six sections. The first four

sections listed observable behaviors related to interactions with patients, inter-

actions with staff, interactions with peers/faculty, and personal conduct. Each

intern was asked to indicate if he or she had observed someone engaging in

each behavior and if he or she had participated in each behavior. The intern was

then asked to rate how professional or unprofessional each behavior is using a

Likert type scale. The final two sections of the survey consisted of questions

related to perceived burnout, overall morale, and career choices. An identical

follow up survey was administered to these same residents at the end of their

residencies three years later. Each participant had a constructed unique identi-

fier to allow researchers to study changes in participants' answers over time and

to maintain confidentiality since no identifying information was collected.

RESULTS: 29 of the 32 IM interns in the class of 2015 completed the initial

survey (response rate of 90.6%), and 21 of the original 29 interns completed

the follow up survey three years later (response rate of 72.4%). Data was

analyzed for the 21 residents who completed both surveys. Nearly all behaviors

were perceived as unprofessional (rated as "unprofessional" or "somewhat

unprofessional" on the 5 point Likert scale). There were high rates of self-

reported participation in many unprofessional behaviors in outpatient IM

clinic. For example, 86% of residents reported cutting corners during a phys-

ical exam to save time, 81% reported making fun of patients to others, and 67%

reported giving advice to patients when unsure of formal guidelines or recom-

mendations. Self-reported participation in some of these unprofessional be-

haviors also increased throughout residency. Of note, there was no self-

reported participation in the "most" unprofessional behaviors, such as looking

up colleagues' personal medical records or falsifying patient records.

CONCLUSIONS: Discrepancies exist between formally taught professional

behaviors and what is actually done in outpatient clinic. Such discrepancies

leave room for future interventions to improve professional behaviors in

outpatient clinic.

PERCEPTIONS OF FOURTH YEAR MEDICAL STUDENTS ON

WRITING AND PRESENTING CASE REPORTS Pinky Jha1; Sanjay

Bhandari2; Abhishek Thakur3. 1medical college of wisconsin, Milwaukee,

WI; 2Medical College of Wisconsin, Milwaukee, WI; 3Frank H. Netter MD

School of Medicine, Middletown, CT. (Control ID #2944645)

BACKGROUND:Writing and presenting case reports has educational bene-

fits for medical students by providing a platform for involvement in scholarly

activities and promoting scientific writing and critical thinking. This study

assesses medical students' perceived benefits, challenges, and barriers regard-

ing the process of writing and presenting case reports.

METHODS: A Qualtrics survey was emailed to 225 fourth year medical

students of the Medical College of Wisconsin. All of the questions in the

survey were focused on obtaining the students' perceptions on factors facili-

tating writing/presenting case report, its benefits and the perceived challenges

and barriers to writing and presenting case reports. Responses were obtained

on a 5-point Likert scales. We performed conventional quantitative analysis on

all the responses and data were analyzed as respective proportions. The

comparison between the responses between those who have and have not

presented case reports previously was performed using Chi-square test or

Fischer exact test.

RESULTS: Of the 84 medical students who responded to and completed the

survey (40.44% response rate with 7 excluded for incompletion), 67% had not

presented case reports in any regional/national meetings. 99% of the total students

believed (‘agreed' or ‘strongly agreed') that finding a goodmentorwas an important

factor in facilitatingwriting and presenting case reports, and 98%perceived finding

an interesting case as equally important. The top three benefits of writing/

presenting case reports included improving scientific writing skills (95%), enhanc-

ing curriculum vitae and securing residency positions (93%), and improving

presentation skills (90%). Barriers to writing/presenting case reports included lack

of formal training (74%) and lack ofmentor (71%). In a subgroup analysis, 95% of

the students who have never presented any case reports perceived that lack of

formal training in writing case reports and/or lack of a mentor were the major

barriers to writing/presenting case reports versus 79% of the students who have

previously presented case reports perceived the same, p=0.054.

CONCLUSIONS: The majority of respondents reported that the case report

writing has educational value despite considerable barriers. Our survey based

study also highlights the importance of a good mentor in case report writing. In

short, there is a need for developing a curriculum for supporting medical

students along with structured mentorship program
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PERCEPTIONS OF INTERNAL MEDICINE RESIDENTS ONWRIT-

INGANDPRESENTINGCASEREPORTS Pinky Jha1; Sanjay Bhandari2;

SARA DUNBAR2. 1medical college of wisconsin, Milwaukee, WI; 2Medical

College of Wisconsin, Milwaukee, WI. (Control ID #2944610)

BACKGROUND: Writing and presenting case reports provides opportunity

for scholarly activities and promotes scientific writing and critical thinking.

This study assesses Internal Medicine residents' perceived benefits, challenges,

and barriers regarding writing and presenting case reports

METHODS: A Qualtrics survey was emailed to total 125 Internal Medicine

Residents of the Medical College of Wisconsin. The survey questionnaire

aimed to assess if the residents have presented case reports previously, their

perceptions on factors facilitating case report writing, its benefits and the

barriers to writing and presenting case reports. Responses were obtained on a

5-point Likert scale. Data were analyzed as respective frequencies and per-

centages. The comparison between the responses between those who have and

have not presented case reports previously was performed using Fischer exact

test. All analyses were performed using SAS 9. 4.

RESULTS: Based on the preliminary data, 41 residents (33%) completed the

survey. 59% said they have not presented case reports previously (Figure 1).

95% of the residents believed ('agreed' or 'strongly agreed') that finding an

interesting case was an important factor in facilitating writing case reports,

while 81% perceived finding a goodmentor as equally important (Table 1). All

respondents (100%) thought case report writing/presenting can improve their

presentation skills. Other perceived benefits of case report writing/presenting

included improving scientific writing skills (98%), enhancing CVand securing

fellowship position (90%) and improving critical thinking (88%). Perceived

barriers to case report writing included lack of time during residency (59%),

lack of training in reviewing scientific literature (59%), lack of training in case

report writing (56%) and lack of a mentor (54%). The perceived barriers did

not differ between the residents who have not and those who have previously

presented case reports: lack of time during residency (63% vs 53%, p=0. 75),

lack of proper training in reviewing literature/writing case report (75% vs 53%,

p=0. 19), and lack of a mentor (54% vs 53%, p=1. 00). Taken all together, lack

of proper training and/or lack of mentor were perceived as the barrier by 88%

of those who have not presented versus 65% of those who have presented case

reports previously (p=0. 13).

CONCLUSIONS: Our survey-based study on Internal Medicine residents

showed that the majority have not presented case reports in any meetings.

While the residents believed case reports have multiple educational values,

there were some perceived barriers such as lack of time, proper training, and a

good mentor. Our survey highlights the importance of a structured mentorship

program with the capability of providing proper training to the residents with

some protective time allocated to the residents for scholarly activities.

PERFORMANCEOFTHE 2015U.S. PREVENTIVE SERVICESTASK

FORCE SCREENING CRITERIA FOR PREDIABETES AND UNDI-

AGNOSEDDIABETES, NHANES 2011-2014Matthew J. O'Brien1; KaiM.

Bullard2; Yan Zhang2; EdwardW.Gregg2;Mercedes R. Carnethon1; Namratha

Kandula1; Ronald T. Ackermann1. 1Northwestern University, Chicago, IL;
2Centers for Disease Control, Atlanta, GA. (Control ID #2940128)

BACKGROUND: In December 2015, the US Preventive Services Task Force

(USPSTF) recommended screening for prediabetes and undiagnosed diabetes

in overweight/obese adults aged 40-70 years. Our study examined the appli-

cation of these screening criteria to a nationally-representative sample of US

adults.

METHODS: Using 2011-2014 data from the National Health and Nutrition

Examination Survey, the study sample included 3,643 adults aged ≥20 years

without diagnosed diabetes. We excluded pregnant women and participants

with missing data for age, body mass index (BMI), or glycemic measures. The

key exposure, dysglycemia (i.e. prediabetes or undiagnosed diabetes), was

defined based on the following glycemic test results: hemoglobin A1c ≥5.7%,

fasting plasma glucose ≥100mg/dL, and/or 2-hour postload glucose ≥140mg/

dL. Screening eligibility was determined based on participants' age and mea-

sured BMI (≥25kg/m2). Among adults with dysglycemia, the association

between participant characteristics and USPSTF eligibility was evaluated

using Chi-square tests for categorical variables and t-tests for continuous

variables. In the full sample of adults without diagnosed diabetes, we assessed

the performance [sensitivity, specificity, positive predictive value (PPV), and

negative predictive value (NPV)] of the screening criteria for detecting

dysglycemia. We used SAS and SAS-callable SUDAAN to conduct statistical

analysis, accounting for NHANES' complex survey design.

RESULTS: Overall, 1,990 (49.7%) participants without diagnosed diabetes

had dysglycemia, representing 105.1 million American adults. Among these

individuals, 39.7% had an age outside the eligible range and 23.9% had a

normal body weight. The following participant characteristics were associated

with being ineligible for screening: educational attainment less than high

school, household income below the federal poverty level, and lack of health

insurance. The performance characteristics of the USPSTF screening criteria

were: sensitivity 47.3% (95% CI: 44.7%-50.0%), specificity 71.4% (95% CI:

67.3%-75.2%), PPV 62.0% (95% CI: 57.8%-66.1%), and NPV 57.8% (95%

CI: 54.9%-60.8%). The sensitivity of these screening criteria by race/ethnicity

were as follows: whites 49.8% (95% CI: 45.9%-53.7%), blacks 47.7% (95%

CI: 43.5%-51.9%), Hispanics 44.4% (95% CI: 39.4%-49.6%), and Asians

29.9% (95% CI: 23.4%-37.2%). Using the Asian overweight/obesity BMI

cutoff recommended by some expert groups (≥23kg/m2), the sensitivity in this

group was 43.4% (95% CI: 36.3%-50.9%).

CONCLUSIONS: Targeted diabetes screening based on the 2015 USPSTF

criteria will detect approximately half of U.S. adults with dysglycemia, includ-

ing proportionately fewer racial/ethnic minorities and adults with low socio-

economic status. Expanding these age- and weight-based screening criteria to

include other diabetes risk factors would improve detection of dysglycemia,

especially among vulnerable groups.

PERIOPERATIVE MEDICINE ROTATIONS IMPROVE RESIDENT

CONFIDENCE BUT NOT KNOWLEDGE Rebecca J. Helfrich1; John

Ragsdale1; Gaixin Du1; Carla Spagnoletti2. 1University of Kentucky, Lexing-

ton, KY; 2University of Pittsburgh, Pittsburgh, PA. (Control ID #2942199)

BACKGROUND: More internists are practicing perioperative medicine.

Many Internal Medicine (IM) residents and practicing internists feel like their

training in perioperative medicine was lacking. Our study assesses the impact

of participation in a perioperative medicine rotation on a resident's perceived

importance, confidence, and medical knowledge.

METHODS: We performed a multi-site on-line survey of 2nd, 3rd, and 4th

year IM and Medicine-Pediatric residents from 12 residency programs

throughout the United States. The survey included 4 sections: participant
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demographics, Likert-type scale assessing perceived importance of 7 domains

of perioperative medicine, Likert-type scale assessing confidence in

performing the same domains, and 7 multiple-choice perioperative knowledge

questions. The domains evaluated were (1) training in perioperative medicine

during residency, (2) performing preoperative cardiac risk assessment, (3)

managing antihypertensive medication in the perioperative period (PP), (4)

managing diabetic medication in the PP, (5) managing anticoagulation and

anti-platelet therapy in the PP, (6) managing VTE prophylaxis in post-surgical

patients, and (7) identifying the cause of postoperative fever. Our primary aim

was to determine if an association exists between participation in a perioper-

ative medicine rotation and importance, confidence, and knowledge in this

topic area. SAS software was used to perform Chi2 testing, Kruskal-Wallis

tests, and cumulative probability.

RESULTS: 146 residents out of the 788 invited (19%) participated in the

survey. Response rate per residency program ranged from 8-33%. A plurality

of responders were female (49%), second-year IM residents (45%), and iden-

tified sub-specialist as future career choice (53%). 33% of residents had

participated in a rotation ("rotators"), and 67% had not ("nonrotators"). All

domains received a mean rank of "very important" by rotators and nonrotators,

(4.21 vs 4.15, NS). Rotators had higher confidence rankings, (3.63 vs 3.11,

p<0.001), but there was no difference in the percentage of knowledge ques-

tions answered correctly (68.15% vs. 62.15%, p=0.08). 54-69% of rotators felt

extremely or very confident in each domain tested except in domains #5

(anticoagulation, 49%) and #6 (VTE prophylaxis, 44%). In these 2 domains,

the majority of rotators felt somewhat, slightly, or not at all confident. They

also correlated with 2 of the 3 knowledge questions with the lowest scores.

Confidence and knowledge were not associated with future career choice.

CONCLUSIONS: Although IM residents believe perioperative medicine

training is important, participation is associated with a moderate increase in

confidence and no increase in knowledge. Efforts to improve the effectiveness

of training in perioperative medicine offered in IM residency may be warrant-

ed, particularly regarding perioperative management of anticoagulation and

VTE prophylaxis.

PERIPROCEDURAL BRIDGING IN PATIENTS WITH VENOUS

THROMBOEMBOLISM: A SYSTEMATIC REVIEW Christine

Baumgartner1, 2; Ivan A. de Kouchkovsky1; Evans Whitaker1; Margaret

Fang1. 1University of California San Francisco, San Francisco, CA;
2Inselspital, Bern University Hospital, University of Bern, Bern, Switzerland.

(Control ID #2943100)

BACKGROUND: Approximately 250,000 people each year in the U.S. need

to temporarily interrupt oral anticoagulants in order to undergo invasive

procedures. Although the comparative risks and benefits of parenteral "bridg-

ing" anticoagulation during anticoagulant interruption has been studied in

patients with atrial fibrillation, less evidence is available in patients

anticoagulated for venous thromboembolism (VTE). We performed a system-

atic review to describe the risk of recurrent VTE and bleeding in patients taking

vitamin K antagonists (VKA) for VTE, comparing periprocedural bridging to

VKA interruption without bridging.

METHODS: We performed a systemic review of original articles in the

PubMed and EMBASE databases from inception through September, 2017

to identify studies reporting thrombotic or bleeding outcomes in patients on

chronic VKA for secondary VTE prevention who required temporary

interruption for an elective procedure. Two reviewers screened titles, abstracts,

and appropriate full texts, and abstracted data on study design, patient charac-

teristics, bridging strategies, and rates of recurrent VTE and major bleeding.

We then qualitatively synthesized the outcomes of patients receiving

periprocedural bridging and those who were not bridged. A logistic-normal

random-effects meta-analysis was performed to calculate the pooled incidence

of perioperative VTE and major bleeding in patients with bridging

anticoagulation and those without.

RESULTS: Out of 2476 articles screened, we identified 16 cohort studies and

0 randomized trials, for a total of 6399 procedures. Six studies compared

outcomes in bridged and non-bridged groups; 10 did not include a comparison

group. Baseline VTE risk of included patients was reported in 10 studies and

ranged from low to very high risk. Perioperative VTE events occurred in 23 of

2969 procedures in bridged patients (pooled incidence 0.8%; 95% confidence

interval [CI], 0.4-1.5%) and in 16 of 3430 procedures in non-bridged patients

(pooled incidence 0.5%; 95% CI, 0.3-0.8%). Major bleeding outcomes were

available in 9 studies and occurred in 27 of 1290 procedures in bridged patients

(pooled incidence 2.1%; 95% CI, 1.4-3.0%), and 12 of 2099 procedures in

non-bridged patients (pooled incidence 0.5%; 95% CI, 0.2-1.8%).

CONCLUSIONS:Our systematic review found relatively sparse observation-

al data and no clinical trial evidence to guide the optimal periprocedural

management of patients anticoagulated for VTE. Studies encompassed hetero-

geneous populations and often lacked control groups. The incidence of peri-

operative VTE during temporary anticoagulant interruption was low, even in

patients who did not receive periprocedural bridging, while the incidence of

major bleeding was substantially higher in bridged patients. High-quality

randomized trials are needed to further clarify the role of short-acting

anticoagulation during periods of VKA interruption in VTE.

PERSONS WITH MENTAL HEALTH DIAGNOSES, OPIOID USE,

AND SUBSTANCE USE DISORDER CONDITIONS AND HOME-

LESSNESS DOMINATE FREQUENT UTILIZATION OF INPATIENT

MEDICAL SERVICES: A PRELUDE TO AN INTERVENTION Jason

R. Carr; Peter Yarbrough; Adam Gordon; Paul Eleazer. Salt Lake City VA

Medical Center, Salt Lake City, UT. (Control ID #2947401)

BACKGROUND: Introduction: Personswho frequent emergency department

(ED) and hospital admissions ("Persons with High Utilization" (PHU) have

been defined in the current literature with focus onMedicare, private insurance,

and pediatric populations. PHU have not been described in the Veterans Affairs

(VA) population. Describing high utilization (HU) among the VA population is

important to better understand the needs of HU within the VA and to target

possible interventions to avoid PHU's use of emergency room and hospital

admissions.

METHODS: Methods: We performed a retrospective chart review for all

admissions to the Salt Lake City VA Medical Center from July 1st, 2016 to

June 30th, 2017 of persons who had 5 discharges. Once identified, from the

electronic medical record, we extracted demographic data, primary diagnosis,

Charlson Comorbidity Index (CCI), substance abuse, psychiatric comorbidi-

ties, and data related to emergency room and primary care utilization.

RESULTS: Results: We identified 90 PHU individuals (3% of all those

discharged from the hospital, 1% of those with an ED visit). These patients

accounted for 580 unique discharges and 781 ED visits (approximately 13% of

discharges and 4% of ED visits) at our facility in the reference time period. The
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average number of ED visits was 8.49 per person and the average number of

admissions was 6.34 per person. Primary care provider visits occurred within

14 days in 14% of discharges. Among the cohort, 98% were male, 94% were

white, average age of 61.8 years and average CCI 5.13. Psychiatric illness and

homelessness were common with a prevalence of 48% and 25% respectively.

144 unique primary diagnosis categories were identified with the most com-

mon being alcohol withdrawal (17%), post-procedure observation (8.3%),

systolic heart failure (5.5%), diastolic heart failure (5%), opioid withdrawal

(4.3%) and cellulitis (3.3%). The most frequent diagnoses varied based on age

and homelessness but always included opioid and alcohol abuse.

CONCLUSIONS: Conclusions: The HU population at a single tertiary care

VA represents a unique cohort of individuals with a predominance of mental

health, substance use disorder, and homelessness conditions. Further study is

needed to know if these features are present at other VAs and persist across

broader populations. Defining this population in wider detail is important to

help focus resources to address potentially avoidable hospitalizations

PERSPECTIVESONPREPPRESCRIBINGATSEVENVAMEDICAL

CENTERS Kelly Dvorin1; Rendelle Bolton1; Gemmae Fix1, 3; Allen L.

Gifford1, 3; Justeen Hyde1; Keith McInnes1, 3; Michael Ohl2; Victoria A.

Parker1, 4; Avy Skolnik1; Juliet Wu1; Barbara G. Bokhour1, 3. 1US Department

of Veterans Affairs, Bedford, MA; 2US Department of Veterans Affairs, Iowa

City, IA; 3Boston University, Boston, MA; 4University of New Hampshire,

Durham, NH. (Control ID #2941512)

BACKGROUND: Pre-exposure prophylaxis (PrEP) is a well-established

effective antiviral medication intended to prevent HIV infection. Nonetheless,

PrEP adoption in healthcare organizations may be limited by a lack of clinician

knowledge and buy-in, including perceptions regarding its safety and effec-

tiveness in preventing infection. Infectious Disease (ID) clinicians are likely to

play an important role in the uptake of PrEP. Therefore we sought to under-

stand ID clinicians' perspectives on PrEP prescribing.

METHODS: As part of a larger study of the structures and processes of care

for Veterans with HIV, we conducted semi-structured qualitative interviews

with 47 physicians, pharmacists, physician assistants, nurse practitioners,

registered nurses, mental health professionals, and medical support assistants

from ID clinics at 7 geographically diverse VA medical centers in 2016 and

2017. Participants were asked about their experiences prescribing PrEP. Inter-

view transcripts were coded by a team of researchers for PrEP-focused content,

including prescribing practices, perspectives, and barriers. Data were analyzed

using constant comparison analysis.

RESULTS: PrEP prescribing was in an early adoption phase and most sites

reported they had not yet identified an ideal practice model. Prescribing was

done in ID and Primary Care clinics. Referrals and patient requests for PrEP

were reported to be limited, but increasing. ID clinicians expressed a range of

clinical attitudes about PrEP prescribing: 1) Enthusiasm and support: these

providers believed PrEP worked well and was relatively easy to prescribe; 2)

Concern regarding clinical complexities around prescribing and patient adher-

ence: providers noted the need to adhere to an assessment and monitoring

protocol over time; 3) Concern about primary care clinicians' lack of knowl-

edge and skills to manage and counsel patients about PrEP; 4) Frustration with

current prescribing models. We identified two themes related to clinician

concerns that PrEP use could potentially increase spread of resistant strains

of HIV and other sexually transmitted infections (STIs): 1) Concerns that

patients would intentionally engage in risky and unsafe sexual practices. One

clinician stated patients are "using it as a way of having unprotected sex." 2)

Fear of poor adherence and improper use of medication. Clinician attitudes

were complicated by beliefs about patients characterized as being unreliable,

lacking knowledge of HIVand PrEP, or having unstable relationships.

CONCLUSIONS: PrEP has the potential to stem the spread of HIV but

increasing prescribing remains challenging. We found concern and skepticism

about PrEP among these VA ID clinicians. Adoption and spread of PrEP into

clinical practice may require shifts in discussions with patients, and a focus on

how frequently and to whom PrEP is prescribed. Efforts may be needed to

better understand ID clinicians' perceptions to address specific concerns about

patient behaviors and the spread of HIV and other STIs.

PHASE 1/2, RANDOMIZED, PLACEBO CONTROLLED AND OPEN

LABEL EXTENSION STUDIES OF GIVOSIRAN AN INVESTIGA-

TIONAL RNA INTERFERENCE (RNAI) THERAPEUTIC, IN PA-

TIENTSWITHACUTE INTERMITTENT PORPHYRIA John Phillips1;

Eliane Sardh2, 4; Pauline Harper2, 4; Manisha Balwani3; Penelope Stein5;

David C. Rees5; Joseph Bloomer6; D Montgomery Bissell7; Robert J.

Desnick3; Charles Parker1; Herbert Bonkovsky8; Nabil Al-Tawil2; Stephanie

Rock9; Craig Penz9; Amy Chan9; William Querbes9; Amy Simon9; Karl

Anderson10. 1University of Utah, Salt Lake City, UT; 2Karolinska University

Hospital, Karolinska Institute, Stockholm, Sweden; 3Icahn School ofMedicine

at Mount Sinai, New York, NY; 4Porphyria Centre Sweden, Stockholm,

Sweden; 5King's College Hospital, London, United Kingdom; 6University of

Alabama, Birmingham, AL; 7University of California, San Francisco, CA;
8Wake Forest University, Winston-Salem, NC; 9Alnylam, Cambridge, MA;
10University of Texas Medical Branch, Galveston, TX. (Control ID #2928874)

BACKGROUND: Acute hepatic porphyrias (AHPs) are a family of rare genetic

diseases that result from loss-of-function mutations in one of the enzymes respon-

sible for heme biosynthesis. Acute intermittent porphyria (AIP) is the most

common AHP. Central to the pathophysiology of all AHPs is the upregulation of

aminolevulinic acid synthase 1 (ALAS1), the first and rate-limiting enzyme in the

heme pathway. In AIP, this can lead to accumulation of the neurotoxic heme

intermediates aminolevulinic acid (ALA) and porphobilinogen (PBG) that are

causal for neurovisceral attacks and chronic symptoms. AIP diagnosis is based

on clinical presentation of symptoms, such as severe abdominal pain, nausea, and

fatigue, with elevated urine ALA and/or PBG and genetic testing to identify a

mutation in the respective causative gene. Givosiran acts via RNA interference

(RNAi) to inhibit synthesis of liver ALAS1 and is administrated via subcutaneous

(SC) injection. In patients with AHP treated with givosiran in a clinical study, a

reduction inALA and PBGaccumulationwas observed, aswell as an amelioration

in both attacks and the need for hemin treatment.

METHODS:APhase 1, multinational, randomized, placebo-controlled, study

was conducted in 3 parts; Part A single ascending dose, Part B multiple

ascending dose, and Part C multiple dose to evaluate the safety, tolerability,

pharmacokinetics, and pharmacodynamics of givosiran in patients with AIP.

Part C also had exploratory analyses of clinical activity, including the impact of

givosiran on attacks and hemin treatment (ClinicalTrials.gov Identifier:

NCT02452372). Patients completing Phase 1 were eligible to enrol in the open

label extension (OLE) study (NCT0294983).

RESULTS: Givosiran was generally well tolerated with no clinically signifi-

cant laboratory abnormalities related to study drug. The most common adverse
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events were abdominal pain, nausea/diarrhea, headache, and nasopharyngitis.

There was one unexpected serious adverse event (SAE; hypersensitivity) that

was related to study drug. Circulating ALAS1 mRNA levels mean (SEM)

maximal reduction of 70% ± 3% relative to baseline, with concomitant ALA

and PBG reductions of 77% and 76% compared to baseline, respectively, at the

2.5 mg/kg monthly dose. Patients treated with givosiran had a 73% mean

decrease in the annualized attack rate (requiring hospitalization, urgent care, or

hemin) compared to placebo, and a 73% mean decrease in the annualized

number of hemin doses in the treatment versus run-in period. The OLE (n=8)

data showed maintenance of clinical activity as seen in the primary Phase 1.

CONCLUSIONS: Givosiran was generally well tolerated and resulted in

rapid, dose-dependent, and durable lowering of neurotoxic intermediates

ALA and PBG. Importantly, this ALA and PBG lowering was associated with

marked reductions in both the annualized attack rate and annualized hemin use.

Complete Phase 1 study data will be presented along with interim study data

from the OLE study.

PHONE CALLS TO REDUCE MISSED APPOINTMENTS: AD-

DRESSING SOCIAL DETERMINANTS OF HEALTH PRIOR TO A

VISIT Miamoua Vang1; Mark Linzer2; Jeremiah S. Menk3; Nathan D.

Shippee3; Katherine Vickery2. 1Minneapolis Medical Research Foundation,

Minneapolis, MN; 2Hennepin County Medical Center, Minneapolis, MN;
3University of Minnesota, Minneapolis, MN. (Control ID #2939392)

BACKGROUND: Up to 30% of primary care appointments are missed. This

represents lost revenue for clinics and unaddressed care for patients. This is

especially concerning in safety net settings where patients with the greatest

health needs often face the most social barriers to attending appointments. We

sought to determine if a designated caller, addressing social determinants of

health which might interfere with an appointment, could reduce no show rates,

improve access and allow consideration of longer visits for complex patients.

METHODS: Patient calls in one unit within an urban, safety net hospital

based clinic with 60,000 visits per year began in September 2016, and were

expanded to all three units in February 2017. Calls were made one day prior to

scheduled appointments; they included a warm greeting, confirmation of

attendance, and if not, an offer to arrange transportation or re-book the

appointment. If the patient could not be reached, a message was left on voice

mail (VM), if available. For the first twomonths of the project, calls were made

in follow up if patients missed their appointments to determine reasons for non-

attendance. MA rates were tracked throughout the study period. Analyses

compared MA rates depending upon whether the patient was reached for a

discussion, if a message could be left on VM, or if no message could be left.

RESULTS:Before the program started,MA rates were approximately 30%. In

the 7,575 phone calls made in the first 8months of the program, the overallMA

rate was 21.3%. Fifty six percent of patients could be reached for a discussion

("Disc" group), 37% had a message left on voice mail ("VM") and 13% could

not be reached ("Unavailable"). MA rates were 14% for the Disc group, 25%

for VM, and 41% for unavailable. Odds ratios (ORs) for not attending an

appointment were 2.0 for VMvsDisc (odds of not attending visits were double

among patients who received a VM rather than having a discussion), and 4.3

for Unavailable vs Disc (p values for both ORs < 0.001). Representative

comments from patients who missed appointments included feeling they were

either too sick or too well for a visit; forgetting about the appointment; feeling

overwhelmed with managing health and personal responsibilities; concerns

with health insurance coverage; and not knowing why a visit was needed.

Patients were typically grateful for the call and the expression of concern.

CONCLUSIONS: Missed appointments occurred significantly less often in

patients who received a telephone call expressing concern, with an offer to

arrange transportation, or to reschedule the appointment if needed. Fewer

missed appointments can improve patient access, be effective in revenue

enhancement, and allow consideration of longer visits for complex patients.

Future research should address standard work for callers, an expanded skill set

to focus on being able to explain why the appointment is needed and answering

insurance related questions, and calculating cost effectiveness of such an

investment.

PHYSICIAN ATTITUDES AND MANAGEMENT OF SICKLE CELL

CRISIS: DO OUR FEELINGS ABOUT PATIENTS IMPACT HOW

AGGRESSIVELY WE MANAGE THEIR PAIN? Anna P. Goddu1;

Somnath Saha2; Monica E. Peek3; Mary Catherine Beach1. 1Johns Hopkins

University, Baltimore, MD; 2Portland VA Medical Center, Portland, OR;
3University of Chicago, Chicago, IL. (Control ID #2945316)

BACKGROUND: Medical education emphasizes that physicians-in-training

acquire knowledge and skills to deliver high quality clinical care. Attitudes like

compassion and empathy are considered important to promote good interper-

sonal interactions, but are not commonly thought to affect clinical decisions.

Patients with sickle cell disease (SCD) are particularly vulnerable to the

attitudes of physicians, as they often face implicit bias and explicit doubt about

the severity of their pain. The objective of this study was to evaluate whether

the attitudes of physicians-in-training predicted how aggressively they man-

aged the pain of a hypothetical patient with SCD.

METHODS: We conducted a secondary analysis of data from a randomized

vignette study. Internal medicine and emergency medicine residents at an

urban academic medical center took an online survey in which they read one

of two hypothetical chart notes. Both notes described a patient with SCD who

presented to the emergency room with a vaso-occlusive crisis and was admit-

ted. The two chart notes varied in the language used to describe the patient–one

stigmatizing, the other neutral–but presented clinically equivalent information.

We assessed resident pain management decisions using two multiple choice

questions, each presenting 4 pain management options of increasing intensity.

We then evaluated resident attitudes towards the patient with the previously

validated Positive Attitudes Towards Sickle Cell Patients Scale (PASS). We

performed linear regression to assess whether residents' attitudes towards the

patient described in the chart note were associated with how aggressively they

managed the patient's pain, adjusting for which chart note the participant read.

RESULTS:Respondents included 180 residents (144 in Internal Medicine, 36

in Emergency Medicine) across years of training (64 PGY1, 53 PGY2, 63

PGY3+). Participants' attitudes towards the patient were significantly associ-

ated with pain management decisions: residents with more positive attitudes

managed the patient's pain more aggressively (coefficient 0.062, p<0.001).

This association remained significant after controlling for which chart note the

participant read as well as participant race, comfort dosing opioids, year of

training, and program.

CONCLUSIONS: The attitudes of physicians towards a hypothetical patient

with SCD were associated with how aggressively they chose to manage the

patient's pain. This finding highlights that addressing attitudes towards patients

within medical education is important not only to ensure good interpersonal
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interactions but also to reduce discriminatory decision-making that may affect

the clinical care patients receive. It is particularly important that medical

training shape more positive attitudes towards patients who are perceived as

challenging to care for or who have stigmatizing illnesses or sociodemographic

characteristics. Addressing the attitudes of physicians-in-training may promote

high quality care and reduce healthcare disparities.

PHYSICIAN BELIEFS ABOUTONLINE REPORTINGOF QUALITY

AND EXPERIENCE DATA Tara Lagu1, 2; Daniel Harris3; Emily Cooper4;

Jacqueline Haskell4; Anne Murray5; Rebekah Gardner6. 1Baystate-University

of MassachusettsMedical School, Springfield,MA; 2Baystate Medical Center,

Springfield, MA; 3BrownUniversity, Providence, RI; 4Healthcentric Advisors,

Providence, RI; 5Providence Community Health Centers, Providence, RI;
6Warren Alpert School of Medicine, Providence, RI. (Control ID #2940587)

BACKGROUND:Most patients believe online reviews are an important tool

for choosing a physician. However, physicians have concerns about publicly

reported quality metrics and online patient reviews. Using data from a state-

wide survey, we examined physician beliefs about websites that report infor-

mation about quality of care and patient experience, including those that allow

patients to leave star reviews or narrative comments.

METHODS: In May 2017, the Rhode Island Department of Health (RIDOH)

surveyed all 4,197 practicing physicians in Rhode Island. With RIDOH and a

multi-stakeholder group, the authors developed and piloted two survey ques-

tions. The first, "How accurately do the following websites depict the quality of

care that physicians provide?" was followed by a list of websites that included

public reporting, health systems, commercial physician-rating, RIDOH, and

insurance companies. The second, "What information would be helpful to

include for patients choosing a new physician?" was followed by a list of

options that included board certification, quality metrics, and patient reviews.

The survey was sent via US mail and email (if an email address was available).

We used summary statistics in our analysis.

RESULTS: Among 1,792 respondents (response rate 43%), the majority felt

the depiction of care quality on most website types was inaccurate. This varied

by website type: 77% reported that commercial physician-rating websites were

either "not at all accurate" or "slightly accurate," compared to 63% for insur-

ance subscriber portals, and 59% for Medicare's public reporting websites.

There wasmore trust in websites run by health systems and RIDOH, with more

than half reporting that these sites were "somewhat accurate" or "very accu-

rate." While most physicians were aware of commercial physician-rating

websites, only 46% were aware that Medicare provides publicly available

information on physician and hospital quality. Physicians felt that patients

choosing a new physician would be most helped by information on board

certification (80%), clinical interests (76%), and languages spoken (67%).

However, 65% reported that performance-based quality measures are not

useful when choosing a physician, and 66% reported that reviews from other

patients are not useful.

CONCLUSIONS: Our study suggests that physicians do not trust the accu-

racy of information on websites that provide data on quality or experience of

care. Moreover, most physicians are not aware of longstanding public mech-

anisms for reporting care quality, such as Medicare's Hospital or Physician

Compare websites. Physicians are most skeptical of commercial physician-

rating websites, and the majority of physicians do not believe that patient-

generated reviews are helpful for patients. Because more than 60% of patients

seek out reviews and narratives when looking for a new doctor, there is a clear

disconnect between the information that patients are looking for and the

information that physicians believe would be useful.

PHYSICIANS PERSPECTIVES ON PHYSICIAN-ASSISTED SUI-

CIDE Peter T. Hetzler; James Nie; Amanda Zhou; Lydia S. Dugdale. Yale

School of Medicine, New Haven, CT. (Control ID #2941676)

BACKGROUND: Physician-assisted suicide (PAS), also known as aid-in-

dying, is one of the most contentious bioethical issues discussed in medicine.

The AMA states that, "PAS occurs when a physician facilitates a patient's death

by providing the necessary means and/or information to enable the patient to

perform the life-ending act." Currently, PAS is now legal in six US states and

decriminalized in one. In 2017, about half of states considered its legalization.

It is thus important to understand how physicians' views on this practice. In our

earlier study at a large academic medical center, we found that a discrepancy

exists between physicians' attitudes toward PAS legalization and their desire to

perform it. Seventy-three percent of physician respondents report that it is

sometimes necessary to hasten a patient's death in order to relieve suffering.

However, of that 73%, less than one-third agreed that they would actually

perform PAS if it were legal.1 What accounts for an incongruity between belief

and action is still unknown. The objective of our current study is to investigate

whether this discrepancy exists nationally and to determine what accounts for it

METHODS: We mailed a 36-question, multiple-choice survey to a random,

stratified sample of 1000 United States physicians. Avalidated survey tool was

designed by question drafting, validation of questions, and one round of survey

pretesting.2 Surveys were mailed three times during three consecutive months

to bolster response rate. Responses were coded and analyzed by two indepen-

dent researchers to minimize errors in data collection and reporting.

RESULTS: Preliminary data indicate that 75 % of physicians think PAS

should be legal, and 25 % think it should be illegal, a finding congruent with

our first study. Furthermore, in the national study, 33 % of those who thought it

should be legal would be unwilling to perform it, also similar to our previous

study.1 Those physicians who believe PAS should be legal but would not

perform it justify this discrepancy by reporting a lack of experience with PAS.

Such doctors are also more likely to agree that important ethical distinctions

exist between hastening death and withdrawing life-support and more likely to

disagree that PAS would improve the clinical care of patients at the end-of-life.

CONCLUSIONS: Our national study shows that although a majority of

physicians believe PAS should be legal, 33 % of those are not willing to

perform it. Our study also shows preliminarily that this discrepancy could be

due to experiential and ethical concerns as well as concerns about potential

impact on patient care. 1. Hetzler III PT, Dugdale LS. Academic Physician

Perspectives on the Legalization and Practice of Physician-Assisted Suicide.

ConnMed. 2016; 80(9): 559-561. 2. Barnieh L,McLaughlinK,Manns B, et al.

Development of a survey to identify barriers to living donation in kidney

transplant candidates. Progress in Transplantation. 2009;19:304-311.

PILOT AND FEASIBILITY TEST OF A MOBILE HEALTH-

SUPPORTED INTERVENTION FOR STOPPING HYPERTENSION

Himali Weerahandi1; LisaM.Quintiliani2; Soaptarshi Paul1; Sara K. Chokshi1;

Devin M. Mann1. 1NYU School of Medicine, New York, NY; 2Boston

University, Boston, MA. (Control ID #2908995)

JGIM ABSTRACTS S289



BACKGROUND: The burden of hypertension (HTN) creates a need for

effective, low risk interventions. The DASH study demonstrated the effective-

ness of diet to control HTN, however, effective implementation and dissemi-

nation of its principles have been limited. The ubiquitous technology of

"smartphones" presents an opportunity for a new platform to deliver behavioral

and lifestyle interventions like DASH. We hypothesize that a smartphone

version of the DASH diet that uses automatic data collection capabilities,

social networks, and "in the moment" feedback will be an effective medium

for the delivery of DASH.

METHODS: "DASH mobile" consisted of a 3-month intervention via 1) a

smartphone app that captures patients' behavioral data using intuitive self-

tracking for DASH diet intake and Bluetooth wireless sensors for blood

pressure, weight and physical activity and 2) a web-based coaching portal

through which health coaches log dietary and physical activity data based on

assessments made during 6 phone calls during the study period. Coaches then

respond to patients' behavioral data and assist them in setting goals for

changing behaviors consistent with their HTN behavior change plan.

RESULTS: Seventeen patients participated; they had a mean age of 59 years

(SD 6) and 60%were women. Engagement was high: out of 90 days, the mean

number of logged blood pressures was 63 (SD 46), recorded weights was 52

(SD 45), and recorded stepswas 55 (SD 36). 73%of coaching phone calls were

completed. The mean number of servings documented per patient for the

dietary assessment was 709 (SD 541), and patients set a mean number of 5

(SD 2) goals. Mean systolic and diastolic blood pressure, heart rate, weight,

body mass index (Table); or steps did not significantly change over time.

Calories burned decreased (1761.7 to 1494.2, mean change -267.5 [SD 526.1].

CONCLUSIONS: These findings support the conduct of a fully powered trial

to evaluate the efficacy of DASH mobile. Successful lifestyle change inter-

ventions require substantial patient motivation, engagement, and access to

experts. Our study was underpowered to evaluate for change in clinical

outcomes, however high engagement of DASH mobile suggests that the "in-

the-moment" delivery of DASH mobile may be a way to integrate and sustain

behavioral change.

PILOTING AN INTERPROFESSIONAL CLINIC WITH PRIMARY

CARE PROVIDERS AND HEALTH PSYCHOLOGISTS TO IM-

PROVE QUALITY OF LIFE AMONG PATIENTS WITH END-

STAGE HEART FAILURE Leila Haghighat3; Eugenia Betz3; Jonathan N.

Pumilia3; Janet Ku3; Benjamin Lu1, 3; Clinesha D. Johnson3; Noel Quinn3;

Rebecca Brienza2, 3; Susan Langerman3; Graham Taylor3; Sarwat Chaudhry4.
1Yale School of Medicine, New Haven, CT; 2VA Connecticut Healthcare

System,West Haven, CT; 3VACTHealthcare System,West Haven, CT; 4Yale,

New Haven, CT. (Control ID #2937285)

BACKGROUND: In the interest of improving the quality of life (QOL) of

patients with end-stage heart failure (HF), the American College of

Cardiology/American Heart Association recently has begun to recommend

palliative care. One of the major contributions of palliative care specialists is

symptom relief, which we posit can be addressed in the primary care setting by

providers collaborating with health psychologists (HPs). The Center of Excel-

lence in Primary Care Education (COE) within theWest Haven VAHospital in

Connecticut is an interprofessional primary care clinic where HPs are available

for co-visits during appointments scheduled with medical providers. HPs

encourage patients to implement behavioral changes related to health issues.

AmongHF patients, such issues can include anxiety, depression, insomnia, and

medication non-adherence. The goal of this study is to identify patients with

end-stage HF from within the COE panel and demonstrate the acceptability of

co-visits between HPs and primary care providers for these patients, aiming to

improve their QOL.

METHODS: Patients with HF in the COE were screened using the VA's

Primary Care Almanac tool. From this list, individual charts were reviewed to

identify patients with New York Heart Association (NYHA) Classes III-IV.

Demographics of these patients are reported here as the primary outcome.

These patients will receive information in the mail followed by a phone call to

schedule their co-visit. Secondary outcomes include the proportion of patients

screened for this study who agree to attend a co-visit. We will further analyze

the data to identify characteristics that may impact agreement to HP co-visits,

such as prior interaction with mental health providers.

RESULTS: From among the 1,974 patients that comprise the COE clinic, 20

patients were identified with NYHAStage III-IVHF and included in this study.

All were male with an average age of 77, BMI of 30.3, and ejection fraction of

46%. Co-morbidities of anxiety, depression, obstructive sleep apnea, and

tobacco use history were diagnosed by chart review in 25%, 35%, 40%, and

75% of patients, respectively. Advanced directives were on file for 60% of

patients. Palliative care specialists actively followed a single patient for reasons

unrelated to HF, and all but one patient had a cardiologist. Further results

pertaining to secondary outcomes will be reported at the time of abstract

presentation.

CONCLUSIONS: Within the COE, no patients receive palliative care ser-

vices for end-stage HF, suggesting a role for focusing on improved QOL in this

primary care setting. By piloting co-visits between primary care providers and

HPs, we aim to demonstrate the acceptability of such an approach that can be

used in other clinics. The outcomes from this study will be part of a larger

study, looking to see if specific measures of QOL related to HF improve before

and after our intervention.

PILOTING AND ITERATIVE DEVELOPMENT OF A TAILORED

PRACTICE FACILITATION STRATEGY TO IMPROVE PRIMARY

CAREPROVIDERMANAGEMENTOFMENTAL ILLNESSWITHIN

ATEAM-BASED MODEL Danielle F. Loeb6; Samantha Pelican Monson5;

Elizabeth A. Bayliss2, 3; Evette Ludman1; Donald E. Nease4; Ingrid A. Bin-

swanger6, 2; Danielle M. Kline6; Dhi G. Good6; Frank V. deGruy3. 1Group

Health, Seattle, WA; 2Kaiser Permanente and University of Colorado, Denver,

CO; 3University of Colorado SOM, Aurora, CO; 4University of Colorado -

Denver, Aurora, CO; 5Denver Health Hospital Administration, Denver, CO;
6University of Colorado School of Medicine, Aurora, CO. (Control ID

#2945449)

BACKGROUND: Team-based models of care based on the chronic care

model are efficacious population-based primary care models that improve

outcomes for patients with mental illness in primary care. However, primary

care clinics have been slow to adopt these evidence-basedmodels. In this study

we piloted and iteratively developed Tailored Practice Facilitation (TPF) to

optimize the implementation of evidence-based integrated behavioral health

models.

METHODS: In the TPF strategy, a practice facilitator (PF) with specialized

training in psychotherapy utilizes a subset of psychotherapy clinical supervi-

sory activities and standard practice facilitation practices in a two-part
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intervention. 1) PF shadows and coaches Primary Care Providers (PCPs) in

patient visits. 2) PF guides a Practice ChangeActivity Team (PCAT) to develop

and implement an evidence-based practice change. We piloted TPF in 2

primary care clinics associated with a Federally Qualified Health Center in

the southwest in 2017-18. PCPs were recruited for the full intervention. Clinic

staff, leadership and patients were recruited for the PCAT. Primary outcomes

were feasibility and acceptability. Secondary outcomes were PCP self-efficacy

in Mental Illness Management (MIM) and Team-based Care (TBC) me. We

conducted focus groups using semi-structured interviews with 3 different

participant groups: PCPs, staff and patients, and clinic leadership.

RESULTS: We recruited 10 PCPs; 7 staff; and 1 patient in clinic A; 8 PCPs;

10 staff; and 0 patients in clinic B. As clinic B is in progress, the following

results pertain to Clinic A. Acceptability survey results: response range of 1-4;

(N=16); mean score = 3.7 ; standard deviation = 0.3. In pre-post analysis PCPs

had a statistically significant increase in their MIM self-efficacy [change = 0.9,

p-value=0.04] and a trend in increase in TBC self-efficacy [1.0, p = 0.16] on

11-point likert scales. 8 PCPs, 3 leaders, 5 staff, and 1 patient participated in

focus groups. Participants generally reported positive experiences. We made a

series of changes in Clinic B based on constructive feedback (table), including:

1) PF shadowed patients from all PCPs in a clinical team rather than 1 PCP

during each clinic session; 2) added brief didactic interventions during

shadowing; and 3) added time before the last PCAT session to allow for initial

implementation of the practice change.

CONCLUSIONS:This study describes the iterative development and piloting

of TPF implementation strategy. TPF was feasible and highly acceptable. It led

to positive changes in PCP self efficacy in MIM and TBC. As a novel

implementation strategy, TPF has the potential to significantly impact out-

comes for patients with mental illness in primary care.

PLEASE GO TO THE NEAREST EMERGENCY ROOM: CONSEN-

SUS AND LACK THEREOF IN PROVIDER APPROACHES TO SE-

CURE MESSAGING WITH PATIENTS Joy L. Lee1, 2; Marianne S.

Matthias3; Richard M. Frankel1; Nir Menachemi4; Michael Weiner4. 1Indiana

University School of Medicine, Indianapolis, IN; 2Regnestrief Institute, Indi-

anapolis, IN; 3Roudebush VAMC, Indianapolis, IN; 4Indiana University, Indi-

anapolis, IN. (Control ID #2941665)

BACKGROUND: Health information technology has transformed how pa-

tients and health professionals communicate with each other. Secure messaging

is increasingly common and important in primary care. Spurred by federal

incentives, adoption of secure messaging has outpaced our understanding of

how it relates to the delivery of care and outcomes. Little research has focused

on the care delivered via messaging. In this study, we sought to uncover

variations in provider approaches to standardized clinical vignettes and secure

messages to understand the potential to improve care via this mode of

communication.

METHODS: This qualitative study included 4 primary care physicians and 2

nurses from a Midwestern Veterans Affairs medical center and an academic

medical center. Participants were presented with five short clinical vignettes

and corresponding secure messages from hypothetical patients and asked to

reply to each, they were then interviewed about their secure messaging process

and beliefs. Finally, they completed a survey about their use of secure mes-

saging. Recruitment is ongoing and will continue until the findings reach

saturation; 30 are expected.

RESULTS: We uncovered three key differences in how providers delivered

care. First, providers differed in how they managed secure messaging (how

much was delegated). Four out of six participants, including both physicians

and nurses, were responsible for answering most messages sent to their care

team. Second, providers differed in the circumstances in which they would use

secure messaging. Participants agreed completely on only one scenario regard-

ing whether they would have called the patient before using secure messaging.

Third, although provider responseswere uniformly respectful and sympathetic,

the content of the messages varied in several other ways, including the use of

social/nonmedical talk (e.g., "Congrats on the new grandbaby!!!" vs address-

ing the medical concern without pretext). Participants also differed in whether

they referred patients to other providers and resources, and the types of

providers and resources they referred (e.g., social work vs psychology vs crisis

hotline). Some messages contained clear instructions (e.g., "Please let me

know if this is OK, and I will get it sent out"), but many contained ambiguity

regarding next steps and whether a patient response was expected.

CONCLUSIONS: This study revealed variations in how physicians and

nurses approached scenarios involving secure messaging, and the content of

provider responses. These variations may reflect lack of consensus about how

care is delivered via secure messaging, and suggest the need for more guid-

ance. The extent to which variations are undesirable remains unknown. Inter-

ventions that could ensure the clarity of next steps conveyed in secure mes-

sages and improve coordination of care among multiple providers may be

helpful. Future work will need to explore the consequences of such variations,

including patient preferences for message content and management.

POINT-OF-CARE ULTRASOUND CURRICULA IN INTERNAL

MEDICINE RESIDENCY: A SCOPING REVIEW Christiana M. Zhang1;

Gigi Liu2; Julie Nanavati3; Brian T. Garibaldi2; Erin Goerlich2; Najlla

Nassery1. 1Johns Hopkins University, Baltimore, MD; 2Johns Hopkins Hos-

pital, Baltimore, MD; 3JohnsHopkins, Baltimore,MD. (Control ID #2940939)

BACKGROUND: Point-of-care ultrasound (POCUS) greatly enhances bed-

side clinical diagnosis, improves overall physical exam acumen in conjunction

with traditional physical exam, and enhances patient satisfaction. However,

formal training is lacking in internal medicine (IM) residency relative to

specialties like emergency medicine. The objective of this scoping review is

to provide an overview of the current literature on IM residency ultrasound

curricula.

METHODS: All searches were executed on November 13, 2017 in the

following databases: MEDLINE (PubMed), Cochrane Library, Embase, Web

of Science, and ERIC (EbscoHost). Searches were performed using key words

identified by the authors. All study types were included in the search. Two

independent reviewers screened the citation titles and abstracts; discrepancies

were resolved through consensus. Citations were included in the full text

review if the following criteria were met: POCUS curriculum, IM residency,

North America, and English language. The texts were assessed for curriculum

content, delivery method, and competency assessment.

RESULTS: The search yielded 1100 citations. Twenty-one articles were

included in the full-text review and described twenty distinct curricula at

sixteen institutions. Seven studies (33%) targeted IM interns; the remainder

focused on all resident levels. Content was diverse; the most common topics

included ultrasound physics (100% of articles that specified content) and

cardiac exam (52%). All curricula were delivered via a combination of didactic
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and hands-on sessions. A limited number of curricula used website and video

content (29% and 24% respectively). They were taught by a variety of

instructors; internists (45%), fellows/residents (45%), and cardiologists

(25%) were most common. Competency assessment of learners varied; knowl-

edge assessments and objective structured clinical examinations were most

frequently used (63% for each). Seven curricula (33%) employed case scenar-

ios to assess clinical application. Eight studies (38%) compared resident-

obtained images to expert-obtained images to assess competency. All ten

studies that assessed pre- and post-curriculum knowledge, skill, or confidence

showed statistically significant improvement. Three curricula (14%) were

longitudinal, ranging from three months to three years. Only three studies

assessed maintenance of knowledge, and all demonstrated a decline in knowl-

edge at six or twelve months in the absence of a longitudinal curriculum.

CONCLUSIONS: IM residency POCUS curricula in North America are

varied; there is no consensus on content, delivery method, or competency

assessment. A formal POCUS curriculum leads to a significant improvement

in knowledge and skill acquisition, but a longitudinal curriculum is required to

maintain competency. More IM residency programs should share and report

their curricular results to inform consensus on the best educational strategies to

aid residents in acquiring and retaining POCUS skills.

POOR PATIENTS IN GOOD NEIGHBORHOODS MAY BENEFIT

THE MOST FROM INTEGRATED CARE MANAGEMENT Jennifer

N. Goldstein1; Merwah Shinwari2; Daniel J. Elliott1; Paul Kolm1; LeRoi S.

Hicks1. 1Christiana Care Health System, Newark, DE; 2University of Dela-

ware, Newark, DE. (Control ID #2940676)

BACKGROUND: We examined whether an IT-driven, care management

platform (Bridges) developed and implemented at a regional health system in

Delaware reduced re-hospitalizations among patients with percutaneous coro-

nary intervention (PCI). Further, we assessed whether Bridges differentially

reduced socioeconomic disparity in PCI re-hospitalization rates.

METHODS: We examined data for Bridges patients from 2012-2015 com-

pared against a historical cohort from 2010-2011. Socioeconomic status was

assessed by insurance status and zip code-level poverty data from the US

Census. Patients were divided into tertiles based on the proportion of their zip

code of residence living under 100% of the federal poverty level. We examined

interaction terms to assess the joint effect of the intervention, insurance status

and poverty level for all covariates. Re-hospitalization rates were analyzed by

negative binomial regression as a composite of inpatient, observation, and

emergency room visits.

RESULTS:There were 5,710 total patients: 3,212 Pre and 2,498 Post-Bridges.

Demographic, clinical characteristics and re-hospitalization rates were similar

between groups. Overall, the Pre/Post adjusted 30-day re-hospitalization rate

was higher among Medicaid patients compared to those with Medicare and

Private insurance (p=0.034). This pattern was more pronounced among Med-

icaid patients residing in the poorest tertile. Among patients living in the

moderate-wealth tertile, Post-Bridges re-hospitalization rates were lower

among Medicaid patients compared to Medicare patients. In the wealthiest

tertile, Post-Bridges readmission rates were markedly lower among Medicaid

patients compared to those with Medicare or Private insurance (DID p=0.04).

CONCLUSIONS: The Bridges intervention reduced insurance-based health

disparity in all but the poorest of communities and differentially improved re-

hospitalization rates for Medicaid patients over those with Medicare or Private

insurance within Delaware's wealthier communities. Our findings demonstrate

the importance of defining subgroups for analysis a priori when designing

interventions, particularly those that address the needs of medically and so-

cially complex patients.

POPULATION AND PANEL MANAGEMENT APPROACHES TO

OPIOID PRESCRIBING IN PRIMARY CARE Charles D. MacLean1;

Constance van Eeghen1; Mark E. Pasanen2; Laura Thompson-Martin1. 1Uni-

versity of Vermont, Burlington, VT; 2University of Vermont, South Burlington,

VT. (Control ID #2938325)

BACKGROUND:Opioid prescribing for non-cancer pain has increased in the

past decade, as has opioid misuse. In 2016 the CDC published guidelines

regarding safe prescribing for chronic pain, which included "red flags" of high

dose opioids and concomitant use of gamma-aminobutyric acid (GABA)

agonists (benzodiazepines and hypnotics). Many states have implemented

controlled substance prescribing rules and quantity limits. While population

and panel management has been an effective approach to address chronic

health conditions, it not been widely adopted for improving opioid prescribing.

Our goal was to describe outpatient opioid prescribing in a multispecialty

health system, and to develop panel management reports of opioid prescribing

in primary care.

METHODS: We extracted controlled substance prescribing data for primary

care patients for 2016 from the Epic-based EMR of an academic medical center

in the Northeast US. Covariates included demographic characteristics, problem

list, medication orders, and prescriber characteristics. Primary care prescribers

(PCP) with a panel size of 100+ patients were included. Opioids were stan-

dardized to morphine mg equivalents (MME) and summarized at the patient,

prescriber, PCP, and practice levels. Chronic opioid use was defined as >=1000

MME/yr or >=5 Rx/yr. High dose was defined as >=90 MME/d averaged over

the year. Concomitant GABA use was defined as any GABA agonist during

the year, weekly use as >=52 pills/yr and daily use as >=365 pills/yr.

RESULTS: The study population comprised 62,606 patients, 55% female,

median age of 53, (range 18-90+), receiving primary care in 9 practice

locations from 81 PCPs. The median primary care panel was 812 patients

(IQR 548-1209). Of the 116.5 million opioid MMEs in 2016, 70% were

prescribed in primary care, to 10.6% of population. Of patients receiving

opioids, 31% were on chronic opioid therapy and 6.3% were on high dose.

Any GABA use was seen in 32%; weekly GABA use in 20%, and daily

GABA use in 9%. PCP prescriptions were larger (840MME, [IQR 336-2100])
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than those of specialists, (300 MME, [IQR 125-1200], p<0001). The standard-

ized opioid patient panel size (opioid patients per PCP, adjusted for panel size

of 1000) was 125 (IQR 103-158) or 12.5% of the population. The median

annual MME per PCP was 598K MME with a wide range (IQR 241K-1.6M).

At the practice level it was typical to see two or three higher volume prescribers

per practice site. A strength of panel management reporting is the ease of

integration with existing PCP chronic disease workflows; a limitation is that

reports are based on orders and not pharmacy fills, which biases toward over-

estimating medication use.

CONCLUSIONS: Panel management reports summarizing controlled sub-

stance prescribing from orders in the EMR demonstrate wide variability across

PCPs and practices. Next step, currently underway, is to share reports with

PCPs in order to further refine best practice approaches and further explore

prescribing variability.

POPULATION HEALTH TARGETING RULES FOR HOME BASED

PRIMARY CARE (HBPC): CLINICIAN REFERRED NEW

ENROLLEES ARE HIGH RISK, BUT DATA BASED RULES IM-

PROVE AND EQUALIZE RISK AMONG REFERRED VETERANS

Thomas Edes3; Darlene Davis3; Dayna Cooper3; Jiejin Li4; Sharon K. Dally5;

Orna Intrator4; Bruce Kinosian1, 2. 1University of Pennsylvania, Philadelphia,

PA; 2VA Medical Center (Philadelphia), Philadelphia, PA; 3Department of

Veterans Affairs, Washington, DC; 4VAMedical Center (Canandaigua), Roch-

ester, NY; 5VA Medical Center (Palo Alto), Palo Alto, CA. (Control ID

#2945489)

BACKGROUND: The Independence at Home (IAH) demonstration has

shown that interdisciplinary HBPC, when targeted to high risk patients, pro-

duces better care at lower cost. VA's HBPC program has produced savings of

10-16% between 2012-2015, with savings concentrated among HBPC patients

meeting IAH criteria. To increase the share of such high need, high risk

(HNHR) veterans served, in 2017 VA identified veterans who met IAH-Q

criteria for possible HBPC enrollment.

METHODS:UsingVA utilization demographic data, andMedicare claims for

enrolled veterans 2015, we applied IAH-qualifying criteria (hospitalization

prior 12 months, post-acute care prior 12months, 2 or more ADL impairments,

2 or more chronic conditions) for 2017. Due to limitations from absence of

current Medicare claims (primarily for post acute care), we included VA-paid

home health as a marker for post-acute care; we used the JEN frailty index as

an indicator for 2+ ADLs. The HNHR algorithm was applied to all VA users

monthly from October, 2016. VAMCs were provided with the lists of HNHR

veterans beginning May, 2017 along with monthly feedback on the share of

new enrollees who were HNHR veterans. We divided Veteran Integrated

Service Networks (VISNs) into tertiles of HNHR growth between Quarter 1

2017 (baseline) and Q3-4. Low-need, low risk (LNLR) veterans receiving

hbpc were identified from a CART analysis of the same prevalent HBPC

program participants.

RESULTS:Among 6.2M veteran users, 457,270 were IAH-Q; among 51,789

HBPC veterans, 21,429 were IAH-Q and 30,360 were non-IAH-Q. Non IAH-

Q HBPC veterans were similar to IAH-Q primary care patients (Nosos risk

score 3.5 v 3.4; hospitalization risk 21% v 25%; mortality 12% v 23%), while

less impaired than IAH-Q HBPC veterans (Nosos risk score 6.4; hospitaliza-

tion risk 30%, mortality 30%). LNLR veterans (n=6,855) were 13.2% of all

program participants, with mean cost of $14, 858, Nosos risk score <2.2. For

the 5 months ending FY 2017, 8411 veterans were enrolled in HBPC, of whom

1512 (18%) were identified from the HNHR list, compared to a baseline Q1

rate of 14.2%. Growth was greatest among the tertile with lowest Q1 HNHR

enrollment (127% growth, 10.3% HNHR), and least among the tertile with

highest Q1 HNHR enrollment (4% growth, 17%HNHR). By Q4, the shares of

HNHR enrollment were nearly equal across the tertiles (17.1%, 18.8%, 19.2%)

CONCLUSIONS: Usual primary care referral processes identify and refer

high risk veterans outside of algorithm identified patients— referred patients

who do not meet algorithm criteria are nearly as complex as primary care

patients who do meet HNHR criteria. Identifying HNHR veterans for potential

HBPC enrollment nearly equalized shares of HNHR veterans enrolled by

HBPC teams. Eligible HNHR veterans not receiving HBPC far exceed LNLR

veterans receiving HBPC, suggesting the need to expand capacity.

POPULATION WELL-BEING IS ASSOCIATED WITH LOWER

RATES OF HOSPITALIZATION Brita Roy1; Carley Riley2; Jeph Herrin1;

Erica S. Spatz1; Ashlin Jones3; Brent Hamar3; Kenneth Kell4; Elizabeth Y.

Rula4; Harlan M. Krumholz1. 1Yale University School of Medicine, New

Haven, CT; 2Cincinnati Children's Hospital Medical Center, Cincinnati, OH;
3Sharecare, Inc., Franklin, TN; 4Tivity Health, Franklin, TN. (Control ID

#2944441)

BACKGROUND: Environmental factors such as housing instability,

walkability, and pollution, explain a substantial amount of variation in rates

of hospitalization and re-hospitalization for cardiovascular and respiratory

diseases in the U.S. In addition to these physical environment factors, emerging

evidence suggests the social and emotional environments of a community also

affect health by affecting rates of adoption of healthy behaviors and by

buffering the chronic stress response. Because evidence suggests that the

effects of emotional health and healthy behaviors may propagate across one's

social network, we aimed to evaluate a community-level association between

well-being (defined as total physical, social, and emotional health of a person

or community) and hospitalization. We hypothesized that higher population

level well-being is associated with lower rates of hospitalization.

METHODS: We used data from a diverse set of 6 states to assess the cross-

sectional correlation between population well-being and hospitalization rate. All

variables were aggregated at the zip code level. Our main independent variable

was the Gallup-Sharecare Well-being Index (WBI) from 2010. Our primary

outcome was age-adjusted, all-cause hospitalization rate. Zip code level hospi-

talization rates per 100k in 2010 were obtained using all-payer claims databases

from: FL, IA, NE, NY, PA, and UT. Secondary outcomes included

cardiovascular-, respiratory-, and cancer-related hospitalization rates. Covariates

included population estimates for age, sex, race/ethnicity and median income

from the 2010 US Census, as well as the following healthcare intensity variables:

number of hospital beds, primary care physician density, and hospital density,

obtained from the Area Health Resource File, and admission rates for two low-

variation conditions for hospitalization not included as a secondary outcome (hip

fracture and gastrointestinal bleeding) from all-payer claims databases. We used

multivariable linear regression to explore associations between one standard

deviation (1SD) increase in WBI with zip-code hospitalization rates; we estimat-

ed an unadjusted model and a fully adjusted model that adjusted for age, sex,

race, income, and healthcare intensity variables, all at the zip code level.

RESULTS: In our unadjusted model, a 1SD higher WBI was associated with

73 fewer admissions/100k (p<0.001); in our fully adjusted model, a 1SD
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higher WBI was associated with 50 fewer admissions/100k (p<0.001). Results

were similar for cardiovascular- and respiratory-related admissions, but no

association remained for cancer-related hospitalization after adjustment.

CONCLUSIONS: Higher population well-being was associated with lower

rates of all-cause, cardiovascular, and respiratory hospital admissions, even

after adjusting for sociodemographic and healthcare intensity factors. These

results suggest that culture and policies supporting resident well-being may

lead to better population health outcomes.

POPULATION-BASED ANALYSIS OF AN EHR-EMBEDDED DECI-

SION SUPPORT TOOL FOR LEFT ATRIAL APPENDAGE CLO-

SURE DEVICE IN PATIENTSWITH ATRIAL FIBRILLATION Adam

C. Rose; Alexandru Costea; Roman Jandarov; Mark H. Eckman. University of

Cincinnati, Cincinnati, OH. (Control ID #2928772)

BACKGROUND: Atrial fibrillation (AF) is the most common cardiac ar-

rhythmia and the most powerful risk factor for thromboembolic stroke ac-

counting for 15% of all stroke cases. For patients with both a high risk for

ischemic stroke, a high bleeding risk, and a contraindication for long-term oral

anticoagulant therapy, treatment options have been limited. For those patients a

left atrial appendage closure (LAAC) device (WatchmanTM) was recently

approved by the FDA as a treatment option. Our group has embedded a clinical

decision support tool, the Atrial Fibrillation Decision Support Tool (AFDST),

with a decision analytic computational engine into UC Health's Epic-based

electronic health record (EHR) to assist clinicians making long-term

thromboprophylaxis decisions for patients with AF and enhance patient-

centered conversations. We hypothesized that the addition of a LAAC treat-

ment strategy to the AFDST would allow us to identify the characteristics of

patients who could potentially benefit from LAAC.

METHODS: 5,122 patients with non-valvular AF in the UC Health system

were identified using appropriate ICD-10 codes for any hospitalization or visit

at an ambulatory center over the one-year period from January through

December 2016. Data were extracted from the EHR for individual patients,

and patient-level analyses were performed by the AFDST to compare treat-

ment strategies, including the LAAC option, in terms of quality-adjusted life

years (QALYs). Our analysis focused on patients with a CHA2DS2VASc score

≥ 3, consistent with current CMS approval. To be a clear "winner", the best

strategy had to beat the next-best strategy by a minimum clinically significant

threshold of 0.1 QALYs.

RESULTS: Across the cohort of patients with AF in the UC Health network,

there were 3,486 with a CHA2DS2VASc ≥ 3. The AFDST recommended a

clear winner in 1,093 (31.4%) of these patients with the best strategy being a

direct oral anticoagulant (DOAC) for 1,024 patients (29.4%), no treatment for

57 (1.6%), and LAAC for 12 patients (0.3%). For most patients (68.6%) the

result was a toss-up between two or more strategies. Based on logistic regres-

sion, the risk factors most predictive of LAAC "winning" were abnormal

kidney function (OR 46.69, 22.2-101.55) and congestive heart failure (OR

31.84, 1.54-508.77). Of the toss-ups, LAAC was a contender 97.8% of the

time, and thus was a winning or competitive strategy in 67.5% of all patients

with a CHA2DS2VASc ≥ 3.

CONCLUSIONS: LAAC was not a clear winning strategy for most UC

Health patients with AF. Abnormal kidney function and CHF were most

predictive of LAAC "winning." Interestingly, for the majority of patients there

was a toss-up where more than one strategy was acceptable, and LAAC was

almost always a competitor. We believe the "close call" nature of these results

from a decision analytic perspective, supports the potential benefit patients

may gain from a formal shared decision-making discussion.

PORTALS OF CHANGE- A MEANINGFUL PORTAL EXPERIENCE

FOR ENGLISH AND LIMITED ENGLISH PROFICIENT PATIENTS

WITH CARDIOVASCULAR DISEASE RISK IN THE LOS ANGELES

SAFETY NET Alejandra Casillas1; Giselle Perez-Aguilar1; Anshu Abhat4;

Griselda Gutierrez4; Tanya Olmos-Ochoa2; Anish Mahajan4; Gerardo

Moreno3. 1UCLA David Geffen School of Medicine, Los Angeles, CA;
2VA, Greater LA and Long Beach Healthcare system, Los Angeles, CA;
3UCLA, Los Angeles, CA; 4Harbor-UCLA Medical Center, Torrance, CA.

(Control ID #2939320)

BACKGROUND: Online health portals (patient portals) allow patients to

manage their care from the convenience of an Internet-connected device.

Driven by the improved patient outcomes associated with portal use, and the

incentives of the 2009 HITECH Act, portal implementation has expanded into

the safety net. However, little attention has been paid to the factors that affect

portal accessibility by the vulnerable patients served by these health

systems—particularly those who are Limited English Proficient (LEP).

METHODS: The Los Angeles (LA) Department of Health Services (DHS),

the second largest safety net in the nation, launched its first portal, and one of

the few bilingual English-Spanish interfaces in existence, in March of 2015.

We conducted eight semi-structured focus groups with LA DHS primary care

patients with cardiovascular disease (CVD) risk and their caretakers from June-

July 2017. Our aims were to examine portal perception/awareness and to

generate strategies to increase uptake. Half of the 90-minute focus groups were

conducted in English and half in Spanish (LEP). We used open coding to

identify themes and examined these across English and LEP groups.

RESULTS: Of the 46 participants, 37 were patients and 9 caretakers; 23 English-

speaking, 23 Spanish-speaking (LEP). All patients had DM and/or HTN. Most

were African-American (22%) or Latino (63%), and female (59%). Over half had

an annual income <$10K, yet 78% of English-speaking and 65% of LEP partic-

ipants reported having at-home internet access. The most common of 10 major

themes identified was: perceived portal benefit. Thoughmost participants were not

previously aware of a DHS portal, they foresaw a positive impact on their health

and daily life after watching a video demonstrating portal tools (i.e. med refills).

Both LEP and English-speakers anticipated less travel to clinics, less time wasted

on phone, and less missed visits with a portal. LEP participants, in particular, noted

the potential to "bypass" communication barriers via the bilingual portal's direct

access to health information—thus feeling more prepared for clinical encounters

and allowing LEP family members to be more easily engaged in the patient's

health. Another major theme was meaningful implementation: key strategies

identified by both groups included clinic workflows to automate portal registration,

clinic space for portal education/practice, and a reliable contact for troubleshooting.

Community outreach about the portal, and physician validation were more fre-

quently mentioned implementation strategies among the LEP.

CONCLUSIONS: Safety net participants identified concrete benefits to the

portal, and emphasized the need for portal engagement that offered accessible

education, support, and resources in clinical and community settings. As noted

by LEP patients, the portal offers an additional opportunity to engage the

patient and family in their primary language with trusted and important health

information, and should be further developed in this capacity.
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POSITIVE EFFECT OF BETA-BLOCKERS ON LENGTH OF STAY

IN PATIENTS HOSPITALIZED FOR ACUTE EXACERBATION OF

COPD— A RETROSPECTIVE CHARTANALYSIS Ankita Aggarwal2;

Anubhav Jain2; Lubna Alhalabi1; Vesna Tegeltija3; Sarwan Kumar2.
1Crittenton Hills/Wayne State University, Rochester Hills, MI; 2Crittenton

Hospital/Wayne state university, Rochester, MI; 3Crittenton Hospital/Wayne

State University, Rochester Hills, MI. (Control ID #2945777)

BACKGROUND: Various studies have shown co-existence of chronic ob-

structive pulmonary disease (COPD) with other co-morbidities like diabetes,

hypertension and cardiovascular diseases. The most common co-morbidity in

COPD patients is hypertension with a prevalence of 35-45%. Beta blockers are

commonly used as one of the treatment modalities for hypertensive patients.

Our aim is to study the effect of hypertension and Beta-blockers on the length

of stay in COPD patients admitted with acute exacerbation.

METHODS: A retrospective study was conducted to assess the effect of

hypertension, other co-morbidities and Beta-blockers on the length of stay in

patients admitted for management of acute exacerbation of COPD in our

facility from January 2012 to October 2012. Patient charts were analyzed for

data on demographics, co-morbidities, medication list and length of stay. Mean

length of stay among hypertensive and non-hypertensive patients was com-

pared using the Student's t-test. Multiple linear regression analysis was

employed to assess the effect of other co-morbidities. The effect of Beta-

blockers on the mean length of stay was also analyzed.

RESULTS: A total of 537 patients (mean age of 67.8 ± 16.4 years, 55%

females) were studied. Hypertensive COPD patients had significantly reduced

mean length of stay as compared to non-hypertensive COPD patients (2.9 days

vs 4.5 days; p < 0.05). After adjusting for other co-morbidities, the results

remained significant. A sub-group analysis of hypertensives patients was done.

Hypertensive patients on Beta-blockers had a significant reduction in the mean

length of stay in comparison to hypertensive patients who were not on Beta-

blockers (2.6 days vs 3.6 days; p < 0.05). On further analysis, Beta-blockers

were found to have a similar effect among COPD patients irrespective of the

presence of hypertension. B blockers resulted in significant reduction in the

overall mean length of stay in COPD patients. (4.5 days vs 2.3 days; p<0.05).

CONCLUSIONS:We found a positive effect of Beta-blockers in decreasing

the length of stay among COPD patients hospitalized for acute exacerbation

regardless of the presence of hypertension or other cardiovascular co-

morbidities. Recent studies have suggested a role of Beta-blocker in reducing

mortality and frequency of acute exacerbation in COPD patients with concur-

rent heart failure or hypertension. Thus, further studies are required to explore

the full beneficial potential of Beta-blockers in COPD patients.

POTENTIAL COST-SAVINGS ARISING FROM A DIGITAL COLO-

RECTALCANCER SCREENING INTERVENTION Jennifer L. Troyer1;

Nancy M. Denizard-Thompson2; Michael P. Pignone3; Larry D. Case2; John

G. Spangler4; Kathryn Weaver2; Donna Lawler2; David P. Miller2. 1UNC

Charlotte, Charlotte, NC; 2Wake Forest School of Medicine, Winston-Salem,

NC; 3University of Texas Dell Medical School, Austin, TX; 4Wake Forest

School of Medicine, Winston Salem, NC. (Control ID #2939861)

BACKGROUND:Digital health interventions can improve care while saving

providers time but require ongoing technical support and other expenses.

Whether digital health interventions increase or lower cost is unknown. We

analyzed clinical operations data from a recently completed randomized con-

trolled trial of a digital health colorectal cancer (CRC) screening intervention to

estimate implementation costs. The intervention, called mPATH-CRC (mobile

PAtient Technology for Health), is an iPad program that informs patients of

their eligibility for CRC screening, reviews the available screening options

using a validated decision aid, allows patients to "self-order" their own CRC

screening tests, and sends follow-up text messages to encourage test comple-

tion. Patients use mPATH-CRC in their primary care office immediately before

a scheduled medical visit.

METHODS: The trial enrolled 450 patients (223 randomized to mPATH-

CRC, and 227 to usual care) in 6 community-based practices. We measured

costs for the mPATH-CRC intervention from the perspective of the primary

care clinic. Setup costs included equipment (iPad and server) and technical

support for installation. Operational costs included ongoing technology sup-

port time and nursing time to respond to patient phone calls about screening

(captured by digital phone logs), confirm eligibility for screening (estimated at

1 minute/test), enter patient "self-ordered" screening tests in the electronic

health record (1 minute/test), and enter scheduled colonoscopy dates in the

text messaging program (5 minutes/test). Potential physician time savings

associated with mPATH-CRC included removing the need to confirm screen-

ing eligibility (1 minute), discuss screening (3 minutes), or order tests (1

minute). All time costs were estimated using mean hourly wage values for

computer support specialists, registered nurses, and general internists from the

Bureau of Labor Statistics.

RESULTS: The total cost of the mPATH-CRC system in the trial was $1,936

($1,033 in set-up costs and $903 in excess operational costs compared to usual

care). Almost half of the mPATH-CRC patients (106/223) "self-ordered" a

screening test that was accepted by the primary care provider. Estimated

physician time savings were 14.1 hours or $1,369. Therefore, the average total

cost per patient enrolled in the mPATH-CRC group was $2.54, which reflects

an initial set-up cost of $4.63/patient and an operational cost savings of $2.09/

patient. The total cost would fall to zero if 337 patients used the program over 2

years (14/month). Compared to usual care, the mPATH-CRC intervention

resulted in an extra 33 completed screening tests.

CONCLUSIONS: Digital health interventions such as mPATH-CRC can

improve healthcare delivery while lowering operational costs. Tying

mPATH-CRC to the electronic health record would increase cost savings. In

addition, potential cost-savings will likely increase over time as additional

patients use mPATH-CRC, decreasing per patient set-up costs.

POTENTIAL EFFECTS OF A COMPRESSED INFLUENZAVACCI-

NATION STRATEGY TO MITIGATE WANING VACCINE EFFEC-

TIVENESS IN US SENIORS: A DECISION ANALYSIS Kenneth J.

Smith1; Glenson France1; Mary Patricia Nowalk1; Jonathan M. Raviotta1; Jay

DePasse2; Angela Wateska1; Eunha Shim3; Richard K. Zimmerman1. 1University

of Pittsburgh, Pittsburgh, PA; 2Pittsburgh Supercomputing Center, Pittsburgh, PA;
3Soongsil University, Seoul, Korea (the Republic of). (Control ID #2906289)

BACKGROUND: Tradeoffs exist between efforts to increase influenza vac-

cine uptake, including early season vaccination, and potential decreased vac-

cine effectiveness (VE) if protection wanes during flu season. In 2016-17,

13.5% of US seniors received influenza vaccination before October, with

increasing trends toward early vaccination. Influenza illness peaks vary from

December-April.
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METHODS: A Markov decision analysis model compared influenza likeli-

hood in adults aged ≥65 years with: 1) status quo vaccination, performed from
August-May (to maximize vaccine uptake); or 2) vaccination compressed to

October-May (to decrease waning VE impact). In published CDC analyses,

absolute VE decreased by 6-11%/month, depending on flu strain, favoring

vaccination later in the season. However, with compressed vaccination, missed

early season vaccination opportunities could decrease overall uptake. In the

model, influenza incidence was based on historical average monthly onset

(peaking in February), with early and late illness peaks also examined. Influ-

enza strain distributions from 2 seasons were modeled in separate scenarios.

Seniors could receive either standard-dose or high-dose vaccine. The model

time horizon was 10 months (a single influenza season). Multiple sensitivity

analyses were performed to test analysis robustness.

RESULTS: If it does not decrease annual vaccine uptake, compressed

October-May vaccination results in 11,903 fewer influenza cases in US seniors

compared to the status quo. However, if compressed vaccination decreases

vaccine uptake, more influenza can result regardless of strain distribution or

VE waning assumptions. In a probabilistic sensitivity analysis simultaneously

varying parameter values over distributions, compressed vaccination was

never favored if it decreased overall vaccine uptake to <60.0% (base case

65.3%), but was always favored if uptake was >64.1%.When influenza illness

was modeled to peak early, status quo vaccination was more favored, while

later influenza illness peaks made compressed vaccination more favorable

(Table).

CONCLUSIONS: Deferring influenza vaccination until October or after

could decrease waning VE impact and improve protection afforded by vacci-

nation if it does not result in decreased overall vaccine uptake. However, the

impact of compressed vaccination on uptake and resulting disease burden is as

yet unknown.

PRACTICES, ATTITUDES, AND BARRIERS FACED BY INTER-

NISTS AND PEDIATRICIANS IN TRANSITIONING PEDIATRIC PA-

TIENTS TOADULTMEDICINEReemHasan; Kayla J. Erspamer; Hannah

Jacob. OHSU, Portland, OR. (Control ID #2944749)

BACKGROUND: Continuity of care can be disrupted as young adults tran-

sition from the patient-physician relationship established in childhood to adult

primary care, leading to increase in hospitalizations and emergency department

visits for patients with chronic illness. Standardized transition programs exist to

prepare patients and families/caregivers for the adult care transition, resulting

in improved adherence to care. The purpose of this study is to examine

perspectives of clinicians at an academic medical center regarding current

practices, knowledge, and comfort in transitioning young adult patients to

adult care.

METHODS: Residents, fellows, faculty members, and advanced practice

providers in the Departments of Internal Medicine and Pediatrics were invited

to participate in emailed surveys specific to their department/role. Responses

were analyzed using descriptive statistics and calculation of proportions. IRB

approval was obtained.

RESULTS: A total of 49 pediatricians and 87 internists completed the survey.

Most pediatricians (94%) and internists (80%) were receptive to the develop-

ment of a standardized system for transitions of care. One-third (33%) of

pediatricians began discussing transition with pediatric patients prior to age

17. Only 17% of pediatricians indicated that they write a comprehensive

portable medical summary and 43% transfer medical records to adult-care

providers. The majority of internists (79%) reported not receiving medical

summaries from pediatric providers. Almost all internists reported such med-

ical summaries to be helpful. 96% of internists reported no formal training

related to themanagement of young adults with complexmedical conditions or

general transition care, and only 44% reported feeling comfortable managing a

young adult patient in their practice. The most commonly cited challenges

included uncertainty about management of a childhood condition and patients'

lack of knowledge about their own condition. Only 5% of internists followed

standard transition guidelines, and 85% of internists were not aware standard

guidelines existed.

CONCLUSIONS: Despite the challenges associated with the process of

transitioning pediatric patients to adult care, both pediatric and adult providers

agree on the importance of developing a standardized system to ensure conti-

nuity of care. A lack of knowledge and training, as well as low patient self-

management skills are barriers to transitioning young adult patients, especially

those with complex medical conditions. Providing accessible training oppor-

tunities for providers, developing structured programs that involve all members

of the interprofessional team, and optimizing use of electronic health record

capabilities as part of a formal young adult transition program are feasible and

measurable interventions indicated by the results of this study.

PRE-OPERATIVE EMPLOYMENT PREDICTS RETURN TOWORK

AMONG PATIENTSWHOELECT TO UNDERGO SPINE SURGERY

Yu-Po Lee1, 2; Saifal-Deen Farhan1; P. D. Kiester1; Charles Rosen1; Arif

Pendi1; Nitin Bhatia1. 1University of California, Irvine, Orange, CA; 2Univer-

sity of California, San Diego, La Jolla, CA. (Control ID #2936526)

BACKGROUND: The decision to undergo elective spine surgery is often

shared between the patient, primary care physician, and spine surgeon. Patients

who cannot work as result of disability due to spinal pathology or chronic pain

are often faced with a difficult question - will surgery allow them to return to

work (RTW)? Among those who receive workers' compensation (WC), it has

been well-documented that patients who undergo elective spinal operations

have low RTWrates. However, among the general non-workers' compensation

(non-WC) population, RTW rates are not well-defined. As a result, this study

of RTW rates among non-WC patients was performed, so that internists and

surgeons may best advise patients who are considering elective spine surgery

in hopes of resuming employment.

METHODS: A multi-center, retrospective chart review of non-WC patients

that underwent spine surgery from 2010 to 2014 was performed. Patients that

underwent spine surgery for disc herniation, stenosis, spondylolisthesis, de-

generative scoliosis, and traumatic injuries were included; patients younger

than 18 years of age or older than 75 years of age were excluded. Socio-

demographic variables, medical co-morbidities, primary diagnoses, surgical

data, postoperative complications, and pre- and post-operative work status

were recorded. Variables affecting postoperative RTW status were tested using

multivariate logistic regression analyses. Comparisons were reported as Odds

Ratios (OR) with 95% Confidence Intervals (CI) and p-values with a signifi-

cance level set at 0.05. A sample size test with alpha set at 0.05 and 80% power

to detect a 5% difference in the RTW percentage of non-WC patients yielded a

sample size of 219 patients to be adequate.

RESULTS: A total of 326 patients were incorporated into analyses. Pre-

operative employment status was the sole predictor of higher RTW rates
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(OR: 298.6; 95% CI: 85.75-1040.0, p-value: <0.001). In fact, of patients that

were previously employed (n=130), the majority returned to work (n=111,

85.4%). Furthermore, among patients that were positive for pre-operative

employment, co-morbidity status was the only variable linked to lower RTW

rates (OR: 0.19; 95% CI: 0.04-0.85; p-value: 0.03). Notably, neither spinal

fusion (as opposed to non-fusion surgery) nor "long" fusion (arthrodesis of

greater than 4 spinal vertebrae) were linked to lower RTW rates (ps>0.05).

CONCLUSIONS: It often falls to general internists to advise patients considering

undergoing elective spine surgery to return to employment. This study found that

patients from the non-WC population who were employed at least 3 months prior

to surgery were highly likely to return to work. Although having a co-morbidity

adversely impacted RTW rates, spinal fusion or fusion of greater than 4 spinal

vertebral bodies did not significantly reduce the likelihood of returning to work.

The results of this study may allow patients, internists, and surgeons to make more

informed decisions regarding whether to choose elective spine surgery.

PREDICTING BACTEREMIA IN HOSPITALIZED PATIENTS: AN

ANALYSIS OF ELECTRONIC HEALTH RECORD DATA James E.

Anstey; Sara Murray; Joanne W. Yim. University of California San Francisco,

San Francisco, CA. (Control ID #2945841)

BACKGROUND: Blood cultures are frequently ordered in hospitalized patients,

often to work up undifferentiated fever or leukocytosis. This leads to low rates of

positive cultures and high burden of false positive results resulting in avoidable

interventions and waste. A recent study in hospital medicine patients identified

several predictors of blood stream infection (BSI), but the sample size was small

and generalizability was limited. In the era of the Electronic Health Record (EHR),

we are collecting a multitude of clinical data that can be leveraged to address this

question on a larger scale. We used EHR data to investigate predictors of BSI in

patients hospitalized on the medicine service at a large academic medical center.

METHODS:Using EHR derived data, we created a retrospective cohort of all

patients with blood cultures ordered during 2016 on the hospital medicine

service. We excluded all culture episodes ordered in the Emergency Room or

Intensive Care Unit. Blood cultures were initially adjudicated based on organ-

ism. Possible non-pathogenic results then underwent expert review to further

characterize true and false positive cultures. Predictors of interest included vital

signs, white blood cell count, lactate, admission diagnosis, age, central line

presence, immunosuppression, and recent antibiotics. We then calculated

likelihood ratios (LR) of each predictor for BSI.

RESULTS: 3,131 blood cultures were ordered on the hospital medicine service

in 2016, of which 165 were true positives and 59 false positives (contaminated).

Significant predictors of true BSI included transient hypotension (LR 2.10, 95%

CI 1.25-3.5), lactate >3 (LR 1.98, 95% CI 1.06-3.71), central line access (LR

1.50, 95% CI 1.18-1.91) and admission diagnosis of bacteremia/intravascular

infection (LR 2.68, 95% CI 1.06-6.79). We did not find a relationship between

recent antibiotics, fever, or leukocytosis and BSI. When stratified by admission

diagnosis, we did find lower rates of BSI in patients with pneumonia (LR 0.75,

95% CI 0.34-1.66), urinary tract infection (LR 0.39, 95% CI 0.10-1.58), or

skin/soft tissue infection (LR 0.78, 95% CI 0.35-1.73) although confidence

intervals in these smaller groups were not statistically significant.

CONCLUSIONS: This is the first study to leverage clinical EHR data on a

large scale to investigate predictors of BSI. We demonstrated that commonly

referenced factors (fever, leukocytosis) are not predictive of blood stream

infection, while other factors (admission diagnosis, hypotension, elevated

lactate, age <65 years, and presence of a central line) are associated with

increased likelihood of BSI. This suggests a change in blood culture ordering

practices may be indicated. We conclude that these objective and readily

available EHR data can be used as predictors to create clinical decision support

to help clinicians identify patients at high or very low risk of BSI.

PREDICTING EARLY HOSPITAL READMISSIONS USING EHR

DATA Sameh Saleh; Anil N. Makam; Ethan Halm; Oanh K. Nguyen. UT

Southwestern Medical Center, DALLAS, TX. (Control ID #2936929)

BACKGROUND: Due to federal financial penalties, hospitals are focused on

preventing 30-day readmissions for a variety of medical conditions. However,

early readmissions (within 7 days of discharge) have been shown to be more

preventable than later readmissions (8-30 days). We assessed the utility of our

previously validated EHR-based multi-condition 30-day readmission risk pre-

diction model in predicting early readmissions.

METHODS: Using EHR data, we conducted an observational study on

hospitalizations for adult medicine inpatients from 2009-2010 from 6 diverse

hospitals in North Texas using a 50-50 split-sample derivation and validation

approach. We tested the discrimination and calibration of our original 30-day

readmission model on predicting early readmissions in our validation cohort.

We then re-derived our model coefficients for the same predictors as in our

original 30-day model to optimize prediction of only early readmissions and

evaluated changes in coefficients and model performance.

RESULTS:Of 32,922 index hospitalizations among unique patients, 12.7% had a

30-day readmission and 4.4% had an early readmission. Our original model had

moderately lower discrimination for predicting early vs. any 30-day readmission (C-

statistic of 0.66 vs. 0.69, p≤0.001). Our re-derivedmodel had similar discrimination
(C-statistic of 0.66) but improved calibration for predicting early readmissions,

particularly for those in the highest risk quintile (new model with 8.1% observed

and 9.7% predicted for early readmissions vs. original 30-day model with 8.0%

observed and 27.1%predicted). For the re-derivedmodel, certainmarkers of clinical

severity (hyponatremia, hypoalbuminemia, and vital sign instability at discharge)

were more predictive of early readmissions, while certain baseline characteristics

(Medicaid, widow, prior utilization) were less predictive (Figure 1).

CONCLUSIONS: Although early readmissions may be more preventable,

they are not optimally predicted using a previously validated 30-day readmis-

sion risk prediction model. Some clinical risk factors at discharge were more

predictive of early readmissions, while baseline sociodemographic character-

istics and utilization history were less predictive. Further improvements in

predicting early readmissions will likely require new modeling strategies that

incorporate additional novel risk factors.

Figure 1. Changes in relative strength of predictors for re-derived 7-day model

vs. original 30-day model

JGIM ABSTRACTS S297



PREDICTING RISK OF HOSPITALIZATION IN A HEALTHCARE

FOR THE HOMELESS POPULATION USING POPULATION SEG-

MENTS AND ARTIFICIAL NEURAL NETWORK MODELS Brian

Chan1, 2; Matthew Mitchell2; David A. Dorr3. 1Oregon Health & Science

University, Portland, OR; 2Central City Concern, Portland, OR; 3Oregon

Health & Science University School of Medicine, Portland, OR. (Control ID

#2945923)

BACKGROUND: Hospitalizations affect a large number of patients annually

and are costly. In 2012, the rate of hospitalization was 116.2 stays per 1,000

population and accounted for one-third of healthcare expenditures; low-

income populations have higher rates of hospitalization. Health systems are

interested in targeting those at highest risk of hospitalization. However, current

risk prediction models perform poorly. Artificial neural networks (ANN) may

be a useful method to identify patients at risk of hospitalization. We evaluated

whether including clinically-derived population segments in hospitalization

risk models improves prediction quality and whether ANNs can use this

information effectively.

METHODS:We conducted a cross-sectional analysis of patients enrolled at a

health care for the homeless site in Portland, OR. Using EHR data, we made

monthly observations of 6,167 patients in 2017 (N=74,124). Base predictors

included patient characteristics (age, diagnoses, housing status) and the prior

year's health care utilization (inpatient hospitalization, ED visits, completed

and no-show primary care visits). Base predictors were augmented with

population segments, which were identified by clinical consensus. We

modeled the likelihood of medical hospitalization in the next 30 days. Data

were divided into training and validation sets and we fit logistic regression

models and ANNs on both the base and augmented datasets. We compared the

area under the ROC curve (AUC) statistic to evaluate prediction quality.

RESULTS: The mean age of the cohort was 48 years, and 55.3% were

homeless. The base rate of hospitalization was 327.5 stays per 1,000 popula-

tion. Using only base predictors, the ANN resulted in better prediction quality

(AUC=0.83) than logistic regression (AUC=0.79). Augmenting the base pre-

dictors with population segments resulted in improvement for both the ANN

(AUC=0.88) and logistic regression (AUC=0.87). (Fig 1)

CONCLUSIONS: In a low-income population with high rates of hospitaliza-

tion, clinically-derived population segments improve risk predictions, while

ANNs performed similarly to logistic regression. This study included patients

from one clinic, limiting generalizability of results. Further investigation in use

of population segments to predict hospitalization is warranted.

PREDICTING THE RISK OF DISCHARGE TO A SKILLED NURS-

ING FACILITY FOLLOWING AN ACUTE HOSPITALIZATION

Andrew Oseran1; Sachin J. Shah2; Joshua Metlay1. 1Massachusetts General

Hospital, Boston, MA; 2University of California, San Francisco, San

Francisco, CA. (Control ID #2944232)

BACKGROUND: Discharge to a skilled nursing facility (SNF) following

acute hospitalization is common. Unfortunately care transition between the

inpatient setting and SNFs is hampered by poor coordination. Identifying

patients at risk of discharge to a SNF early in their hospital course allows for

new interventions to optimize care transition. Prior work predicting SNF use is

limited by poor discrimination, reliance on administrative data and use of

metrics available after discharge. To this end, we created a model to predict a

patient's risk of SNF discharge on hospital day one.

METHODS: We conducted a retrospective cohort study at Mass General

Hospital of 7029 patients, ≥ 50 yrs, admitted with a medical diagnosis

(7/2014-8/2015). Demographic, clinical and functional data were extracted.

We only included data available on hospital day one.We created derivation and

validation cohorts with an 80/20 split sample approach. From the derivation

cohort, we generated 1000 bootstrapped samples, performing a backward

selection model (p=0.1 to stay) on each. Predictors selected in ≥ 500 instances

were included in the final model. This was applied to the validation set to

assess discrimination (c-statistic) and calibration (Hosmer-Lemeshower test).

RESULTS: No differences in baseline characteristics existed between deriva-

tion and validation groups. The mean age was 70 yrs, most were men (55%),

white (82%), had Medicare (55%), did not live alone (75%) and had no ADL

impairments (69%). The final model included age, sex, living alone, race,

martial status, insurance type, admission mode, admitting diagnosis, ADL

impairment count and impaired mobility. The final model discriminated well

(derivation c=0.83, validation c=0.79) and was well calibrated (derivation

χ2=10.6, p=0.22; validation χ2=4.2, p=0.84).

CONCLUSIONS: It is possible to predict patients at risk of discharge

to SNF on hospital day one. Such a tool allows researchers to evaluate

current behavior and test new solutions to improve decision-making

surrounding care transition.
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PREDICTORS AND REASONSWHY PATIENTS DECLINE TO PAR-

TICIPATE IN HIGH TECH AND NOVEL SITES OF CARE: A HOME

HOSPITAL EXPERIENCE David M. Levine; Kimberly P. Burke; Mary

Paz; Jeffrey L. Schnipper. Brigham and Women's Hospital, Boston, MA.

(Control ID #2946090)

BACKGROUND: Hospitals are the standard of care for management

of acute illness, but hospital care can be unsafe, uncomfortable, and

expensive. Providing substitutive hospital-level care in a patient's

home potentially reduces cost while improving quality and safety.

While attractive, many patients decline enrollment. To our knowledge,

we provide the first analysis of those who enrolled versus declined to

enroll into a home hospital program.

METHODS: We analyzed data using a mixed-methods approach from our

ongoing randomized controlled trial of acute hospital-level care at home versus

usual care at an academic medical center and community hospital. Patients

who presented to the emergency department with any infection, heart failure

exacerbation, COPD/asthma exacerbation, and other diagnoseswere eligible to

enroll and be randomized only after an admission decision was made. Patients

randomized to home received at least 1 daily physician visit, 2 daily nurse

visits, 24/7 video and text contact with clinicians, and continuous vital signs

monitoring at no additional cost. We compared sociodemographics of patients

who enrolled versus those who declined. We then determined whether certain

characteristics were predictive of nonparticipation through multivariable logis-

tic regression, adjusting for enrollment site, diagnosis, age, gender,

race/ethnicity, language, partner status, smoking, code status, comorbidity

count, medication count, insurance, BMI, admissions in the prior 6 months,

and emergency visits in the prior 6months.We also analyzed patients' verbatim

reasons for nonparticipation. Using standard qualitative methods, we created a

codebook based on the themes of refusal reason. We then individually coded

reasons and adjudicated discrepancies by consensus.

RESULTS: Sixty-four percent (133/208) of patients declined enrollment. In

multivariable modeling, patients were significantly more likely to decline if

they initially presented at the community hospital compared to the academic

medical center (56% v 44%; adjusted OR, 2.2; p=0.03). Patients were signif-

icantly less likely to decline if they were partnered compared to not (23% v

77%; aOR, 0.41; p=0.03) and if they were younger (69.6 v 71.1; aOR, 0.97;

p=0.047). Qualitative themes for declining enrollment (and each frequency in

decreasing order) included comfort and ease of the traditional hospital (24%),

fear/safety at home (19%), clinician refusal for patient factors (14%), non-

therapeutic home (11%), other reason (8%), no concrete reason (6%), concern

for caregiver burden (6%), inability to reach a caregiver (5%), no response

captured (4%), and facility time constraints (2%).

CONCLUSIONS:Amajority of participants declined participation in a novel

technology-infused home-based substitute for hospitalization, mostly due to

fear of being home or comfort with traditional hospitalization. Public messag-

ing will likely be key to the success of novel sites of care programs as they

become standard of care.

PREDICTORS AND VARIATION IN LONG-TERM ACUTE CARE

HOSPITAL USE AMONG NON-MECHANICALLY VENTILATED

HOSPITALIZED OLDER ADULTS Anil N. Makam; Oanh K. Nguyen;

Lei Xuan; Michael Miller; Ethan Halm. UT Southwestern Medical Center,

Dallas, TX. (Control ID #2928770)

BACKGROUND: Despite providing a comparable level of care, it is un-

known why non-mechanically ventilated hospitalized older adults are trans-

ferred to long-term acute care hospitals (LTACs) versus remaining in the acute

care hospital.

METHODS: We conducted an observational study using national 5% Medi-

care data. We included all non-mechanically ventilated hospitalized adults ≥65
years with Medicare Parts A and B in 2012 who were transferred to an LTAC

or had a prolonged hospitalization without post-acute care transfer (≥ average

hospital length of stay among those transferred to an LTAC), and who had one

of the top 50 most common hospital diagnoses leading to LTAC transfer. We

assessed predictors of transfer with a multilevel mixed-effects logistic regres-

sion model adjusting for patient, hospital, and hospital referral region (HRR)-

level factors. We estimated proportions of variance at each level and adjusted

hospital- and HRR-specific LTAC transfer rates using sequential models.

RESULTS:Among 12,875 patients, 14.2%were transferred to an LTAC. The

strongest predictor of transfer was being hospitalized near an LTAC (0-1.4 vs

>33.6 miles, aOR 6.0, 95% CI 4.1-8.9). After adjusting for case-mix, differ-

ences between patients explained 56.7% of the variation in LTAC use (95% CI

51.5-61.8%). The remainder was attributable to hospital (15.5%, 95% CI 11.9-

19.1%) and regional (27.8%, 95% CI 22.1-33.5%) differences. Case-mix

adjusted LTAC use was very high in the South where most HRR transfer rates

were 10.4%-53.1%, compared to the Pacific Northwest, North, and Northeast

where most HRRs were <5.3%. From our fully adjusted model, the median

adjusted hospital LTAC transfer rate was 7.2% (IQR 2.7-17.5%), with sub-

stantial within-region variation (intraclass coefficient 0.25, 95% CI 0.21-0.30).

CONCLUSIONS:Nearly half of the variation in LTAC use is independent of

patients' illness severity and is explained by where the patient was hospitalized

and in what region, with far greater use in the South. Even among hospitals in

regions with similar potential LTAC access, there was considerable variation in

LTAC use. Because of the increased fragmentation of care and greater Medi-

care spending with LTAC transfers (since LTACs generate a separate bundled

payment from the acute care hospital), greater attention is needed to define the

optimal role of LTACs in caring for older adults requiring prolonged acute care.

PREDICTORS ASSOCIATEDWITH SURVIVAL AMONG ELDERLY

INPATIENTS WHO UNDERGO CARDIOPULMONARY RESUSCI-

TATION IN JAPAN: A RETROSPECTIVE COHORT STUDY Tetsuro

Hayashi1, 3; Masato Matsushima3; Seiji Bito2; Christina C. Wee1. 1Beth Israel

Deaconess Medical Center, Boston, MA; 2NHO Tokyo Medical Ceter, Tokyo,

Japan; 3JikeiUniversity School ofMedicine, Tokyo, Japan. (Control ID #2936398)

BACKGROUND:Among older adults, survival after cardiopulmonary resus-

citation (CPR) varies from 12% to 19% in the U.S. However, very little data are

available about the outcomes of CPR in other countries including Japan. The

aims of our study are to estimate the survival rate of CPR among elderly

inpatients in Japan, and to identify predictors associated with survival.

METHODS: This is a retrospective cohort study of 5,365 inpatients aged ≥65
who received CPR after day 2 of admission. Patients' data were extracted from

81 hospitals affiliated with the National Hospital Organization in Japan. We

conducted multivariable logistic regression model to identify patients' predic-

tors (e.g. sex, age, diagnosis, and level of acuity) and institutional/system

predictors (e.g. number of hospital beds) of survival to discharge after CPR.

RESULTS:Of 5,365 inpatients who had received CPR, 595 (11%) survived to

discharge. We found that age and greater score on the Charlson Comorbidity
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Index were significant predictors of reduced survival (Table). In contrast,

treatment in intensive care unit (ICU) were associated with greater survival.

Patients who received CPR during weekends or in small size hospital were

significantly less likely to survive compared with those who received CPR on

weekdays or in larger hospitals. Other factors such as sex, BMI, coma on

admission, and prior histories of enteral nutrition, total parental nutrition,

vasopressor, and ventilator treatments were not significant and not included

in the model. Among patients who survived to discharge, 279 (48%) patients

were transferred to other hospitals, 266 (26%) patients were discharged to

home, and 18 (3%) patients were transferred to nursery facilities.

CONCLUSIONS: Among elderly inpatients who received CPR in Japan,

approximately one in ten survived. In addition to clinical factors, system

factors may also be important.

PREDICTORS OF INAPPROPRIATE TESTING IN THE EVALUA-

TION OF SUSPECTED PULMONARY EMBOLISM Eugene J. Lucas;

Safiya Richardson; Sundas Khan; VinodhMechery; Thomas McGinn. Donald

and Barbara Zucker School of Medicine at Hofstra/Northwell, Manhasset, NY.

(Control ID #2945338)

BACKGROUND: Use of computed tomography pulmonary angiogra-

phy (CTPA) in the assessment for pulmonary embolism (PE) has

significantly increased over the past two decades. Each CTPA carries

a 14% risk of contrast induced nephropathy and a lifetime malignancy

risk that can be as high as 2.76%. Appropriate use of CTPA can be

assessed by monitoring CTPA yield, the percentage of tests positive

for PE. We have previously established a validated computerized

method of determining CTPA yield. Our objective was to determine

if several factors related to patient, provider, and the clinical environ-

ment are associated with different CTPA yields.

METHODS:An electronic chart review of 14,782 patient visits to two tertiary

care academic hospitals was performed for dates between June 1st, 2014 and

October 1st, 2017. The electronic health record (EHR) was queried for CTPAs

ordered in the Emergency Department (ED). We assessed the following patient

factors: age, gender, body mass index (BMI), number of comorbidities, race,

and ethnicity, provider factors: type (resident vs. attending), and environment

factors: patient to provider ratio at the time of the test, test time of day, and

month of ED visit.

RESULTS: A total of 1,366 patients were diagnosed with PE, making the

overall CTPAyield 9.24%. The CTPAyield was significantly lower in patients

with ages 18-30 (5.00% , P < 0.0001), ages 31-50 (7.46%, P < 0.0001 ), BMI's

< 18.5 (5.04%, P < 0.0001), and in patients whom indentify as Asian race

(4.00%, P < 0.0001), or Hispanic ethnicity (6.52%, P < 0.0001). No statistical

significance was appreciated for the relationship between CTPAyield and the

number of patient comorbidities (P = 0.1957), provider type (P = 0.8159),

patient to provider ratio (P = 0.1261), month of visit (P = 0.1261), or time of

day (P = 0.2278).

CONCLUSIONS: Our overall CTPA yield of 9.24% is consistent with other

US based studies but lower than rates in Europe and Canada. We found

decreased age, decreased BMI, Asian race, and Hispanic ethnicity to be

predictors of significantly lower CTPA yields. The results suggest that such

patient characteristics are associated with lower rates of PE. Targeting clinical

decision support to these circumstances may meaningfully improve testing

behaviors and limit inappropriate CTPA testing.

PREDICTORS OF INITIATION OF AND RETENTION ON PHAR-

MACOTHERAPY FOR ALCOHOL USE DISORDER IN A LARGE

U.S. COHORT OF PERSONS LIVING WITH AND WITHOUT HIV

Benjamin Oldfield1, 2; Kathleen A. McGinnis3; Kathleen M. Akgün4; Stephen

Crystal5; Lynn E. Fiellin6; J. R. Gaither6; Adam Gordon7; Joseph L. Goulet8;

Philip T. Korthuis9; Brandon D. Marshall10; Emily Williams11; Amy C.

Justice12; David A. Fiellin6; E. J. Edelman13; Kevin Kraemer14. 1Yale School

of Medicine, New Haven, CT; 2National Clinician Scholars Program, New

Haven, CT; 3VA Pittsburgh Healthcare System, Pittsburgh, PA; 4Yale Univer-

sity, VACT West Haven, New Haven, CT; 5Rutgers University, New Bruns-

wick, NJ; 6Yale University, New Haven, CT; 7University of Pittsburgh and VA

Pittsburgh Healthcare System, Pittsburgh, PA; 8VA, West Haven, CT; 9Oregon

Health & Science University, Portland, OR; 10Brown University, Providence,

RI; 11VA Puget Sound Healthcare System, Seattle, WA; 12Yale University,

West Haven, CT; 13Yale University School of Medicine, New Haven, CT;
14University of Pittsburgh Medical Center, Pittsburgh, PA. (Control ID

#2943434)

BACKGROUND: Among persons living with HIV (PLWH), alcohol use

disorder (AUD) is prevalent, contributing to HIV transmission and poor health

outcomes. Pharmacotherapy for AUD is substantially underutilized. To inform

clinical practice and policies, we examined predictors of AUD pharmacother-

apy initiation and retention among PLWH in comparison to uninfected

individuals.

METHODS: Using data from the Veterans Aging Cohort Study (VACS), a

national, prospective, observational cohort of PLWH and 1:2 matched unin-

fected controls receiving VA care, we identified new AUD episodes from

2000-2012 among 137,369 individuals (43,116 PLWH and 94,253 uninfect-

ed), defined as inpatient or outpatient encounters with a primary or secondary

AUD ICD-9 code diagnosis and, in the prior five months, no AUD pharma-

cotherapy or AUD ICD-9 code. After an AUD episode, pharmacotherapy

initiation was defined as a prescription fill for naltrexone, acamprosate, disul-

firam, gabapentin, or topiramate within 30 days. Among initiators, retention

was defined as being prescribed medication for ≥80% of days over the

following six-month period. We used logistic regression models to assess

independent predictors of AUD pharmacotherapy initiation and retention.

RESULTS: We identified 9,224 (21%) PLWH and 21,008 (22%) uninfected

individuals with at least one AUD episode. Of these, 1,039 (3.4%) individuals

initiated AUD pharmacotherapy within 30 days. Gabapentin was most com-

monly initiated (759, 2.5%), followed by naltrexone (137, 0.5%). Of the 1,039

who initiated, 216 (21%) were retained for at least six months. In the multi-

variate model, HIV status was not associated with initiation (AOR 0.90, 95%

CI 0.78-1.04) or retention (AOR 0.97, 95% CI 0.65-1.44). Younger age in 10-

year increments (AOR 0.92, 95%CI 0.85-0.99), concurrent opioid use disorder

(AOR 1.54, 95% CI 1.30-1.82) and episode year (AOR 1.10, 95% CI 1.07-

1.11) were associated with greater odds of initiating pharmacotherapy, whereas

being African American (AOR 0.57, 95% CI 0.50-0.65) was associated with

lower odds. Among those initiating, age in 10-year increments (AOR 1.45,

95% CI 1.15-1.82), episode year (AOR 1.09, 95% CI 1.04-1.14), and concur-

rent opioid use disorder (AOR 1.78, 95% CI 1.15-2.75) were associated with

greater odds of remaining on medication for six months. African Americans

(AOR 0.50, 95%CI 0.35-0.72), and those with hepatitis C (AOR 0.41, 95%CI

0.27-0.63) were less likely to be retained.

CONCLUSIONS: Initiation of AUD pharmacotherapy in a large cohort of

PLWH and uninfected matched individuals is uncommon and retention is sub-
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optimal, with disparities by race and comorbidities. HIV status was not

associatedwith AUD pharmacotherapy, but this treatment should be prioritized

among PLWH because of the harms related to AUD among this group.

Strategies to improve pharmacotherapy for AUD, particularly among African

Americans and older patients, are needed.

PREDICTORS OF MEDICATION DUPLICATIONS Amy Linsky1, 2;

Steven R. Simon1; Kelly Stolzmann1; Amy Rosen1, 3. 1VA Boston Healthcare

System, Boston, MA; 2Boston Medical Center, Boston, MA; 3Boston Univer-

sity School of Public Health, Boston, MA. (Control ID #2943984)

BACKGROUND: Medication discrepancies, including duplications, are as-

sociated with adverse drug events, which may negatively affect health out-

comes. Accumulating excess medication can be a safety concern, as well as

contribute to unnecessary costs. We determined the prevalence of medication

duplications and factors associated with them in the Veterans Health Admin-

istration (VA), a large integrated healthcare system.

METHODS:We examined the duration of overlap of identical dispensed

medications, requiring a minimum overlap of >10 days (the threshold set

by pharmacy for automatic refills). Our primary outcome, total overlap,

summed the number of duplication episodes per patient over nine months

(1/1/14-9/30/14), representing the potential number of days' worth of all

medications that could be accumulated. We included all patients prescribed

>=1 medication in Fiscal Year 2014 (FY14). Predictors obtained from

administrative data included age; gender; marital status; Elixhauser comor-

bidity score; number of sites of care, prescribers, primary care visits,

medical subspecialty visits, surgery visits, and psychiatry visits; proportion

of medications filled by the consolidated mail order pharmacy (CMOP);

proportion of medications filled as >=90 day supply; and copay require-

ment. Multivariable negative binomial regression analyses estimated the

rate ratio of each predictor with total overlap.

RESULTS: In FY14, there were 4,687,453 Veterans who received >=1

prescription (median 7, IQR 3-12). Of these, 63.9% of patients had >=1

duplication (median 3, IQR 1-5), with a median total overlap of 27 days

(IQR 0-96). In adjusted regression models, factors associated with the greatest

increase in rates of total overlap included proportion with >=90 day supply

(100%: 2.99 [95%CI 2.97-3.01]; >0 to <100%: 4.94 [95%CI 4.91-4.97]; 0%

[ref]); proportion filled by consolidated mail order pharmacy (100%: 3.10

[95%CI 3.08-3.13]; >0 to <100%: 4.13 [95%CI 4.10-4.17]; 0% [ref]); multiple

prescribers (>4: 2.58 [95%CI 2.56-2.60]; 2-4: 1.62 (95%CI 1.61-1.63); 1 [ref]);

mental health visits (>9: 1.57 [95%CI 1.56-1.59]; 1-9: 1.22 [95%CI 1.21-

1.23]; 0 [ref]); and Elixhauser score (>3: 3.13 [95%CI 3.11-3.15]; 1-3: 2.07

[95%CI 2.06-2.08]; 0 [ref]).

CONCLUSIONS: Medication duplication was relatively high among this

population of VA users, with nearly two-thirds of patients experiencing at least

one duplication. Factors associated with duplications included receiving some

or all medications from CMOP or as a 90-day supply, where having a

combination of filling locations (CMOP or local pharmacy) and durations

had higher rates than if single location or duration. Overlap was more likely

for Veterans with more prescribing providers or higher comorbidity scores. As

systems such as mail-order pharmacies and 90-day supply are implemented to

reduce costs and/or improve medication adherence, it is important to recognize

the associated potential for increased duplicative medications and subsequent

adverse drug events.

PREDICTORS OF SATISFYING AND IMPACTFUL CLINICAL

SHADOWING EXPERIENCES AMONG UNDERREPRESENTED

MINORITY HIGH SCHOOL STUDENTS INTERESTED IN

HEALTHCARE CAREERS Karla Kendrick1; Scott Wright2; Paul

O'Rourke1. 1Johns Hopkins University, Baltimore, MD; 2jhusom, Baltimore,

MD. (Control ID #2945831)

BACKGROUND: Diversity among healthcare professionals is lagging be-

hind the increasing racial and ethnic diversity of the United States population.

Increasing the diversity of the physician workforce might be an effective way

to decrease healthcare disparities. The MERIT Health Leadership Academy is

a 3-year longitudinal program that supports Baltimore City high school stu-

dents who are interested in health professions. MERIT offers academic sup-

port, mentorship from medical professionals, and exposure to many healthcare

fields. This study attempted to understand the factors that were associated with

highly satisfying and impactful clinical shadowing experiences.

METHODS: In this retrospective study, we analyzed data from scholars'

summer clinical shadowing experiences in 2016 and 2017. These shadowing

experiences involved clinical preceptors from a variety of health professional

careers; however physicians were the largest represented. We sought to deter-

mine if preceptor factors (e.g. racial and gender concordance with scholars), or

patient related variables (e.g. racial concordance with scholars and the volume

of patients seen per session) were associated with overall satisfaction with the

shadowing experience, the desire to pursue a similar career as their preceptor,

and viewing their preceptor as a role model. After each session, scholars

assessed their clinical experiences using a rating form with Likert scales.

Chi-square tests were primarily used in the data analysis.

RESULTS: Over the two summers, 65 high school junior MERIT Scholars

participated in the clinical immersions for an average of 14 half-day shadowing

sessions. Shadowing rating forms were completed for more than 95% of these

sessions (>800 assessments). Eighty percent of scholars were URM. Of the

patient and preceptor factors, only high patient volume (≥five patients) was

significantly associated with high satisfaction with the experience (p <0.0001)

and viewing the preceptor as a role model (p=0.005). The impact of patient and

scholar racial concordance on considering the preceptor to be an outstanding

role model approached statistical significance (p=0.058).

CONCLUSIONS: Because little is known about best practices for inspiring

URM students to pursue healthcare careers, insights into what interests and

excites them is valuable. Higher patient volumes, which exposed the Scholars

to more clinical medicine, was an important predictor of a satisfying

shadowing experience among URM high school students interested in the

health professions.

PREDISPOSING, ENABLING, ANDHIGHRISK BEHAVIORS ASSO-

CIATED WITH HEALTHCARE ENGAGEMENT AMONG YOUNG,

HIV-NEGATIVEMSM IN NEWYORKCITY Irene Swanenberg1; Vishal

Shah1; Janine Knudsen1; Shreya P. Trivedi1; Colleen C. Gillespie2; Richard E.

Greene1; Farzana Kapadia2; Perry N. Halkitis2. 1New York University School

of Medicine, New York, NY; 2New York University, New York, NY. (Control

ID #2946593)

BACKGROUND:Men who have sex with men (MSM) continue to be one of

the most severely affected groups by HIV in the United States, representing

more than two-thirds of new HIV diagnoses each year. Particularly vulnerable
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subgroups include young black and Latino men, whose rates of new HIV

infection are four times that of the overall MSM population. Identifying factors

associated with healthcare engagement among this high-risk group may guide

efforts to improve access to care and reduce new HIV infections. Our study

sought to identify features associated with healthcare engagement among this

vulnerable population.

METHODS: Our study utilized an existing database of 592 racially diverse,

young adult, HIV-negative MSM living in New York City. We developed a

logistic regression model to assess the impact of predisposing characteristics

(race/ethnicity, socioeconomic status, housing instability), enabling resources

(sexual identify, community connectedness, perceived health), and high risk

behaviors (drug use, sex work) on healthcare engagement. Engagement was

defined as self-identified access to a primary care provider, recent mental

health visit, or recent STD testing. Our regression model was developed by

identifying significant variables through bivariate modeling and incorporating

them into a multivariate regression model.

RESULTS: In our bivariate model, youngMSMwith poor healthcare engage-

ment were more likely to be black/non-Hispanic (p=0.022), have lower per-

ceived family socioeconomic status (p=0.001), experience housing instability

(p<0.001), and live alone without family or friends (p=0.01). Both younger age

at time of first male partner (14.67 vs. 15.48 years, p=0.005) and severe

depression (69% vs. 87%, p=0.002) were negatively associatedwith healthcare

engagement. Interestingly, enabling factors such as outness, connectedness to

gay community and sexual identity were not associated with healthcare en-

gagement. Prior STD infection and multiple partners were also not associated

with healthcare engagement. In our logistic regression model many of these

variables were no longer significant after controlling for self-reported poor

"health status" (OR 0.51; p=0.014). In this model, significant variables includ-

ed living alone (OR 0.34; p=0.09) and having insurance coverage (OR 4.5;

p<0.001).

CONCLUSIONS: Effective strategies to engage young MSM in healthcare

are urgently needed given their disproportionate risk for acquiring HIV. This

cohort study attempts to identify risk factors associated with poor healthcare

access and engagement in this under-studied group. While numerous demo-

graphic, protective, and behavioral factors were associated with poor access in

a bivariate analysis, only self-reported health status, social isolation, and

insurance coverage were significant in our multivariate regression model.

Interventions targeted at engaging young MSM with poor perceived health

status, lack of insurance, and social connectedness may help address this

crucial public health topic.

PREGNANCY INTENTIONSCREENING ISNEGATIVELY IMPACT-

ED BY STAFFING TRANSITIONS IN A PRIMARY CARE INTER-

NAL MEDICINE CLINIC Erin Murphy2, 3; Rebecca Petersen1; Daniel

Topp3, 2; Leanne Rupp3; Carol A. Stamm2, 3; Christine Gilroy4. 1Kaiser

Permanente, Denver, CO; 2University of Colorado, Denver, CO; 3The Colo-

rado Health Foundation, Denver, CO; 4University of Colorado Anschutz

Medical Campus, Denver, CO. (Control ID #2940744)

BACKGROUND: Unintended pregnancy is a major public health issue with

expansive societal effects. One-half of pregnancies in the US each year are

unintended— a higher rate than in other developed countries. Efforts to

improve contraceptive counseling and provision rates by primary care pro-

viders might alleviate this public health problem. No national quality

assessment metrics evaluating efficacy of pregnancy intention screening and

contraception prescription in primary care visits exist. For this study, we

adopted the Oregon metric for pregnancy intention, asking ONE KEYQUES-

TION [OKQ] (Do you wish to become pregnant within the next year?), with

the aim to better prompt clinicians to address women's reproductive needs.

METHODS: This is a prospective quality improvement study utilizing chart

review (EMR coding query [EMR] and manual chart review [MCR]) to

evaluate frequency of documented contraception/preconception counseling.

All female patients age 18-50 cared for by 6 internal medicine interns were

included. Prior to the study, interns received education about contraception/

preconception counseling and billing.Medical Assistants (MA) were trained to

screen for pregnancy intention using OKQ during patient intake. De-identified

data from interval time points over 1 year were compared longitudinally,

examining frequency of OKQ asked and frequencies of contraception/

preconception counseling documentation and billing.

RESULTS: Documentation of OKQ and contraceptive counseling ceased

after the 3-month interval, despite ongoing qualifying encounters (Figure 1).

CONCLUSIONS: -Consistency of MA implementation of OKQ decreased

over time. One MA involved in the creation of this project left the clinic after

the 5-week interval; MA documentation of OKQ ceased after that time point.

-Results of this study are limited since the primary intervention was not

consistently implemented; however, subsequent studies should consider how

social desirability bias might limit honest screening question responses.

-Counseling sessions, when documented, were not coded via billing. Re-

searchers speculate that 1) providers are unaccustomed to coding for counsel-

ing even when completing it (as seen inMCR documentation but not EMR); 2)

when diagnostics or prescriptions are not ordered, providers are less likely to

bill a counseling code due to lack of incentive.

PREVALENCE OF BULLYING IN INTERNAL MEDICINE RESI-

DENCIES: RESULTS OF A NATIONAL SURVEY OF INTERNAL

MEDICINE RESIDENTS Manasa Ayyala1; Rebeca Rios2; Scott Wright3.
1Rutgers New Jersey Medical School, Newark, NJ; 2Georgetown University

School of Medicine, Washington, DC; 3Johns Hopkins University School of

Medicine, Baltimore, MD. (Control ID #2945244)

BACKGROUND: Bullying in medical education has been cited as a problem

with far-reaching negative consequences; from personal well-being of trainees to

compromised patient care. There is limited data in the published literature regarding

the true prevalence of bullying of medical trainees. The objective of this study was

to describe the prevalence of bullying among internal medicine (IM) trainees.
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METHODS: All internal medicine residents in the US who were eligible to

take the IM In-Training Exam (ITE) in 2016 were exposed to this cross-

sectional survey. 26,021 IM trainees took the exam; 24,104 completed the

survey (93%). Data were analyzed from 21,212 trainees (82%) who agreed to

have their responses used for research. 19,393 (91.4%) of these traineeswere in

US residency programs. We computed descriptive statistics to summarize

trainee and program characteristics. We looked for associations between en-

dorsement of bullying with trainee and program characteristic using bivariate

Pearson chi-squares. Logistic regression models identified independent pre-

dictors of bullying, and tested whether bullying associations were modified by

resident gender or post-graduate year. Because of concern about possible

clustering of bullying within residency programs, we computed the Pearson

chi-square goodness-of-fit statistic/deviance statistic divided by degrees of

freedom.

RESULTS: 13.6% of survey respondents (n=2875) reported having been

bullied during their residency training. In bivariate analyses, trainee character-

istics significantly associated with endorsement of bullying during residency

were male gender, non-English native language, graduating from a non-US

medical school, higher post-graduate year, being in a non-categorical track,

being in a non-US residency program, and being in the lowest tertile of ITE

examination scores (all p<0.05). In logistic regression, the following charac-

teristics were all independently associated with having been bullied during

residency training: non-English native language, higher post-graduate year,

graduating from a non-US medical school, and being in a preliminary program

track (all p<0.05).

CONCLUSIONS: This is the first national study to characterize the preva-

lence of bullying among internal medicine trainees. With more than one in ten

internal medicine residents endorsing bullying nationwide, bullying needs to

be assessed and considered when evaluating any learning environment in

medical education. Bullying must be eliminated because of the priority

assigned to wellness and concerns about rates of burnout.

PREVALENCE OF CLOSTRIDIUM DIFFICILE CARRIERS IN AN

URBAN ACADEMIC MEDICAL CENTER Sarah W. Baron1; Belinda

Ostrowsky2, 1;WilliamSouthern1. 1Montefiore, Bronx, NY; 2CDC, NewYork,

NY. (Control ID #2928207)

BACKGROUND: There are over 400,000 cases and 30,000 deaths from

Clostridium difficile (C. diff) infections in the United States annually. Efforts

to reduce the transmission of C. diff have focused on patients with diarrhea,

however, many patients with C. diff are carriers who do not have symptoms.

Because they are not isolated, carriers serve as a reservoir for transmission.

Identification of carriers via a screening program of high risk patients, com-

bined with isolation of the identified carriers, may reduce the transmission of

C. diff. Patients from Subacute Nursing Facilities (SNF), who historically have

a high risk of being carriers, may be a reasonable initial group. To test

feasibility, estimate the prevalence of C. diff carriers, and determine if admis-

sion from SNF is a risk for being a carrier, we established a pilot screening

program in a large urban hospital.

METHODS: This prospective cohort study was conducted in a large, aca-

demic medical center in the Bronx with mostly Medicare or Medicaid eligible

patients. A sample of admitted patients was approached if they met the

following criteria: ≥21 years old, admitted from the Emergency Department

within the previous 24 hours, and on any service other than Pediatrics,

Obstetrics or Psychiatry. Patients with active diarrhea or colostomy were

excluded. Patients admitted from SNF were deliberately over-sampled. Spec-

imens were collected and a C. diff carrier was defined as a patient with any

positive Toxin or Polymerase Chain Reaction test. Data sources included

results of testing as well as demographic and clinical variables from the

Electronic Medical Record. Prevalences of C. diff carriers in the SNF and

non-SNF populations were calculated, and Chi-squared testing determined

whether differences in prevalence were significant.

RESULTS:Of the 240 patients evaluated for this study, 148 were tested. Most

patients were from SNF (81%) and female (53%). Among patients admitted

from SNF, 12/120 (10%) were carriers. Among the non-SNF population 1/28

(4%)were carriers. This difference was not significant (p=0.27). Of the 13 total

identified C. diff carriers, 5/13 (38%) were subsequently tested for symptom-

atic C. diff during their hospitalization, which occurred an average of 5 days

after admission (range 1 to 12 days).

CONCLUSIONS: There is a significant prevalence of C. diff carriers among

patients admitted to our large academic medical center. These carriers may

contribute to transmission ofC. diff. Our findings supported our hypothesis that

patients from SNF have a higher risk of being carriers than patients not from

SNF. We plan to expand the screening program to refine our estimate of the

prevalence of C. diff carriers, identify risk factors, and determine the frequency

of C. diff transmission from carriers.

PREVALENCE OF MALIGNANCY DIAGNOSES AMONG HIV POS-

ITIVE AND HIV NEGATIVE VETERANS HEALTH ADMINISTRA-

TION (VHA) USERS, 2016-2017 Collette E. Abbott1; Ina M. Gylys-

Colwell2; Marissa M. Maier3, 4; Lauren Beste2, 1. 1University of Washington,

Seattle,WA; 2VAPuget SoundHealth Care System, Seattle,WA; 3PortlandVA

Medical Center, Portland, OR; 4Oregon Health and Sciences University,

Portland, OR. (Control ID #2945609)

BACKGROUND: VHA provides care to the largest cohort of HIV+ patients

in the U.S. HIV+ individuals are thought to be at higher risk for some types of

cancer than HIV- individuals. Malignancy prevalence estimates are needed to

inform cancer screening practices in patients with HIV.

METHODS: We performed a retrospective cohort study, including all patients

with ≥1 inpatient or outpatient visit to a VHA facility from July 2016 to June 2017.

HIVand malignancy were defined by the presence of ≥2 disease-specific inpatient
or outpatient ICD9/10 codes in the electronic medical record since 2000. We

calculated rate of cancer diagnosis per 100,000 and odds ratios, comparing preva-

lence of malignancy byHIV status.We also examined the prevalence of any cancer

diagnosis by age group (<30, 30-40, 40-50, 50-60, 60-70, 70-80 and >80 years).

RESULTS:Of 5,898,907 Veterans in care, those with HIV (n=29,658) tended

to bemale (96%vs 88%), African American (50% vs 17%) and younger (mean

57.4 vs. 62.8 years). HIV was associated with higher odds for malignancy in

the following categories: lip/oral cavity/pharynx, colorectal/anal, liver,

lung/bronchus, Kaposi sarcoma, cervix (females only), leukemia and anal

dysplasia (Table 1). The prevalence of melanoma, lymphoma, breast and

prostate cancer (males only) was lower in HIV+ patients. No statistical differ-

ence was found in malignancies of pancreas or kidney/renal pelvis. Prevalence

of any cancer diagnosis was higher for HIV+ versus HIV- patients for each

decade of life, most notably in patients <30 years old (OR 3.7 [95%CI 1.4-

9.9]), 30-40 years old (OR 7.4 [95%CI 5.9-9.1]), and 40-50 years old (OR 5.0

[95%CI 4.4-5.6]).
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CONCLUSIONS: Prevalence of multiple types of cancers is higher among

HIV+ versus HIV- Veterans, especially in younger age groups. Further research

is needed to determine whether cancer screening practices should be intensified

among individuals with HIV across a wide range of malignancies. Further

work is needed to adjust the risk of cancer for gender, CD4 count, and other

risk factors.

PREVALENCE, TREATMENT, AND OUTCOMES ASSOCIATED

WITH HEART FAILURE AMONG PATIENTS HOSPITALIZED

WITH PNEUMONIA Niti Patel; Pei-Chun Yu; Michael B. Rothberg. Cleve-

land Clinic, Lakewood, OH. (Control ID #2913823)

BACKGROUND: Hospitalized patients are complex and often receive con-

current treatment for multiple diseases. Patients presenting with shortness of

breath and infiltrates on chest x-ray may be treated for pneumonia, congestive

heart failure (CHF) or both. Fluid and blood pressure management may be

particularly challenging for these patients. Our goal was to define the impact of

CHF on pneumonia treatment and outcomes in hospitalized patients.

METHODS: We conducted a retrospective cohort study of patients

admitted with pneumonia between July 2010 and June 2015 to 651

US hospitals that contributed data to the Perspective (Premier Inc)

database. We included patients aged ≥18 years with a principal dis-

charge diagnosis of pneumonia who underwent chest radiography and

received antibiotics by hospital day 1. We compared patients with and

without a secondary diagnosis of CHF. The primary outcome was

inpatient mortality. Secondary outcomes included late initiation (after

hospital day 2) of a vasopressor, invasive mechanical ventilation, or

transfer to the intensive care unit (ICU); hospital length of stay, 30-

day readmissions, and cost. We compared characteristics of patients

with CHF to those without using chi-square or nonparametric Kruskal-

Wallis tests. We used generalized linear mixed models to assess the

associations between CHF and our primary and secondary outcomes

while adjusting for the effects of age, sex, race/ethnicity, insurance

payer, comorbidities and initial severity of illness.

RESULTS: Of 762,671 patients included, 206,725 (27%) had a secondary

diagnosis of CHF. Compared to patients without CHF, patients with CHF were

older (78 vs. 70 years, p<0.001) and had higher combined comorbidity scores (5

vs. 2, p<0.001). On the first hospital day, patients with CHF were less likely to

receive fluids (46% vs 58%, p<0.001) and more likely to receive loop diuretics

(37% vs. 8%, p<0.001). Of patients who received diuretics on the first day, 38%

also received intravenous fluids, and 7.5% of patients with CHF received both

fluids and diuretics on two consecutive days. Compared to patients with diastolic

dysfunction, those with systolic dysfunction were more likely to receive

ACEI/ARB (47.5% vs, 36.6%) and beta-blockers (71.7% vs. 56.4%) during

hospitalization; 82% of patients in both groups received diuretics. Compared to

patients without CHF, patients with CHF hadworse adjusted outcomes: inpatient

mortality [OR 1.07 (1.04-1.09)], cost [Ratio 1.08 (1.07-1.09)], length of stay

[Ratio 1.07 (1.06-1.08)], 30-day readmissions [OR 1.06 (1.02-1.10)], late ICU

transfer [OR 1.30 (1.27-1.34)], late vasopressor use [OR 1.13 (1.10-1.16)], and

late mechanical ventilation [OR 1.33 (1.29-1.37)].

CONCLUSIONS: After adjusting for differences in demographics and

co-morbidities and initial severity of illness, patients with CHF had

worse outcomes. Concomitant treatment with diuretic and fluids was

common.

PREVENTABLE READMISSIONS FOLLOWING COMMON CAN-

CER OPERATIONS IN NEW YORK STATE Melinda Katz1; Yael

Feferman1; Natalia Egorova1; Umut Sarpel1; Nina A. Bickell2. 1Icahn School

ofMedicine atMount Sinai, NewYork, NY; 2Mount Sinai School ofMedicine,

New York, NY. (Control ID #2938344)

BACKGROUND: Thirty-day readmission rates are currently used as a mea-

sure of health care quality and affect hospital reimbursement. Readmissions are

viewed as potentially preventable if an improvement in the health care delivery

process could eliminate the need for readmission. Potentially preventable

readmissions of surgical oncology patients offer opportunities to improve

quality of care. We sought to identify factors associated with potentially

preventable readmissions after index cancer operation using a statewide pop-

ulation sample to identify areas with potential for improvement in outcomes

and possible cost saving.

METHODS: Data were derived from New York State's hospital discharge

data to identify patients undergoing common cancer operations between 2010

and 2014. Following an extensive literature review, a working group of

surgical oncology surgeons, internal medicine physicians, and health policy

specialists formulated a list of potentially preventable readmissions reasons

following major cancer operations. The causes of potentially preventable

readmissions were classified as follows: surgical site infection, urinary tract

infection (UTI), pneumonia, sepsis, venous thromboembolic event, post-

operative cardiovascular event, dehydration/malnutrition/electrolyte disorders,

pain, line complications, altered mental status, and other surgery related

complications. Risk factors for potentially preventable readmissions were

analyzed using competing risk analysis where competing event was death.

RESULTS: A total of 53,740 cancer operations performed for the following

tumor types were analyzed: colorectal (CRC) (42%), kidney (22%), liver (2%),

lung (25%), ovary (4%), pancreas (4%), and uterine (1%). The overall 30-day

readmission rate was 11.97%, 47% of which were identified as potentially

preventable. The most common cause of potentially preventable readmissions

was sepsis (48%). Pancreatic cancer had the highest overall readmission rate

(22%) and CRC had the highest percentage of potentially preventable

readmissions (51%, hazard ratio (HR) =1.42; 1.28-1.61). Risk factors associated

with preventable readmissions included discharge disposition to a skilled nursing

facility (HR=2.22; 1.99-2.48) and the need for home health care (HR=1.61; 1.48-

1.75). Years prior to the Affordable Care Act's Hospital Readmissions Reduction

Program were associated with higher readmission rates (HR=1.13; 1.03-1.23).

CONCLUSIONS: The goal of identifying potentially preventable

readmissions is to empower healthcare facilities with strategies to provide

more patient-centered care and to reduce unnecessary costs while improving

patient outcomes. Almost half of the 30-day readmissions were potentially

preventable and attributed to high rates of sepsis, surgical site infections,

dehydration and electrolyte disorders, and offer targets for improvement.

PRIMARY CARE PHYSICIAN-PATIENT BOUNDARIES: RESULTS

OFA NATIONAL SURVEYAND POLLING ON VIEWS AND PRAC-

TICESHarry Reyes Nieva1, 2; Elise L. Ruan1, 3; GordonD. Schiff1, 2. 1Brigham

and Women's Hospital, Boston, MA; 2Harvard Medical School, Boston, MA;
3Tufts University School of Medicine, Boston, MA. (Control ID #2944916)

BACKGROUND: The essence of humanism in medicine and health care is

relationships - caring relationships between clinicians and patients. While
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enhancing the quality, depth, and meaningfulness of those relationships would

appear to be an important and unambiguous goal, many have raised concerns

about "side effects" when these relationships go "too far" and/or cross bound-

aries with potentially negative consequences for patients and providers. To

better understand such issues, we surveyed primary care physicians (PCPs)

about their attitudes and practices related to acts that have been questioned as

"inappropriate" or "unethical" crossing of professional-patient boundaries.

METHODS: We polled PCPs about 6 controversial scenarios including

helping pay for medications, finding a job, employing a patient, giving a ride

home, caring for a friend, and having dinner with a patient. We asked PCPs, "If

you heard that a colleague did something similar to what is described, how

acceptable do you consider this behavior?" using a 5-point Likert scale and

"Have you ever personally done anything similar to what is described?" We

conducted an email-based survey of a random sample of 6,000 primary care

physicians found in the American Medical Association (AMA) physician

master file (a mailed survey is underway) and anonymous polls at 18 grand

rounds-style presentations conducted around the country. To identify indepen-

dent predictors of acceptability for each of our scenarios, we performed

multivariable logistic regression using provider demographics.

RESULTS: We received 391 responses to our email-based survey (Table 1;

7% response rate; 5%margin of error) and 743 audience poll responses (mean,

41 responses per session). Responses to the email-based survey and audience

polling were remarkably similar in distribution. Multivariable logistic regres-

sion identified several independent predictors of acceptability for each of our

six scenarios: giving ride home (older age [odds ratio (OR) 2.05; p-value <

.003], smaller practice size [OR 2.52; p<.015]), helping find job (caring for

more uninsured [OR 3.37; p<.047], fewer sessions per week [OR 2.85;

p<.012]), caring for friend (male gender [OR 2.27; p<.004]).

CONCLUSIONS: PCPs are deeply divided on questions related to drawing

lines about appropriate boundaries. Contrary to widespread proscriptions

against such practices, a significant minority report engaging in such practices

while a majority found them acceptable. Having caring relationships with

patients, in ways that are often frowned upon by lawyers, administrators, and

educators (with exception of dinner dates) appear to be considered appropriate

and widely practiced.

PRIMARY CARE PHYSICIANS' APPROACH TO PATIENTS WHO

REFUSE INFLUENZAVACCINE Laura P. Hurley2, 1; Sean T. O'Leary2, 3;

MeganC. Lindley4;MandyAllison2, 3; Lori A. Crane2, 5;Michaela Brtnikova2,

3; BrendaBeaty2; Allison Kempe2, 3. 1Denver Health, Denver, CO; 2University

of Colorado School of Medicine and Children's Hospital Colorado, Aurora,

CO; 3University of Colorado Anschutz Medical Campus, Aurora, CO; 4Cen-

ters for Disease Control and Prevention, Atlanta, GA; 5Colorado School of

Public Health, Aurora, CO. (Control ID #2929372)

BACKGROUND: Influenza vaccine has been recommended for all adults

since 2010, but only 43% of adults got one during the 2016-2017 season. Our

objectives were to assess adult primary care physicians':1) frequency of

recommending and perception of patients agreeing to receive influenza vaccine,

2) strategies employed to convince patients to receive influenza vaccine and 3)

barriers to routinely discussing the risks and benefits of influenza vaccine.

METHODS: We administered an Internet and mail survey from February to

March 2017 to national networks of 466 general internists and 464 family

physicians.

RESULTS: The response rate was 67% (620/930). Figure 1 shows how often

physicians reported recommending influenza vaccine to three age groups of

adult patients compared to how often physicians reported that these groups of

patients agreed to receive the vaccine. Physicians reported that patients refuse

influenza vaccine because they believe it makes them sick (57% ‘A lot'), that it

causes influenza (38% ‘A lot'), and that they are unlikely to get influenza (33%

‘A lot'). To convince patients who initially refuse influenza vaccine, physicians

most often reported telling patients they had received one themselves (63%),

discussing morbidity and mortality of influenza (56%), and the importance of

being vaccinated to protect others (55%). Sixty-eight percent reported they use

≥3 strategies often or always. Physicians viewed discussing being vaccinated

to protect other high-risk people who the patient is close to as the most effective

strategy (24% ‘very effective'). Common barriers to discussing the risk and

benefits of influenza vaccine in adults were other health issues taking prece-

dence (41%), the amount of time it takes (29%), and feeling they would be

unlikely to change a patient's mind (24%). Not knowing how to communicate

with a patient who is resistant, not being knowledgeable enough about the

severity of influenza and not feeling prepared to address unanticipated ques-

tions about the vaccine were not perceived as important barriers to discussing

the risks and benefits of influenza vaccine.

CONCLUSIONS: Physicians reported that adults frequently refuse influenza

vaccine despite their recommendation. Most physicians reported using a

variety of strategies to address refusal, but did not think the strategies they

employ are effective, suggesting a need for novel tools to broaden influenza

vaccine acceptance among adults.

PRIMARY CARE PHYSICIANS' PERSPECTIVES ON RESPIRATO-

RY SYNCYTIALVIRUS (RSV) DISEASE INADULTSANDAPOTEN-

TIAL RSV VACCINE FOR ADULTS Laura P. Hurley2, 1; Mandy Allison2,

3; Lindsay Kim4; Sean T. O'Leary2, 3; Lori A. Crane2, 5; Michaela Brtnikova2,

3; Brenda Beaty2; Kristen Allen4; Sarah Poser4; Megan C. Lindley4; Allison

Kempe2, 3. 1Denver Health, Denver, CO; 2University of Colorado School of

Medicine and Children's Hospital Colorado, Aurora, CO; 3University of Col-

orado Anschutz Medical Campus, Aurora, CO; 4Centers for Disease Control

and Prevention, Atlanta, GA; 5Colorado School of Public Health, Aurora, CO.

(Control ID #2929433)

BACKGROUND: Deaths attributable to respiratory syncytial virus (RSV)

among adults have been estimated to exceed 11,000 annually, and annual

hospitalizations for adults with RSVmay be comparable to those for influenza.

No guidelines are available for testing for RSV in a general adult population.

An RSV vaccine for older adults is in development. This is the first study to

assess among general internists (GIM) and family physicians (FP): 1)
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perception of the burden of RSV disease; 2) testing for RSV; and 3) anticipated

barriers to adoption of a new RSV vaccine.

METHODS: We administered a 6-question Internet and mail survey from

February to March 2017 to national networks of 466 GIMs and 464 FPs who

were members of the American College of Physicians and American Academy

of Family Physicians. We asked questions with response options that included

4-point Likert scales. For analysis, we combined ‘strongly' and ‘somewhat'

agree into ‘agree' and ‘major' and ‘moderate' barrier into ‘barrier.'

RESULTS: Response rate was 67% (620/930). GIM and FP results were

similar and are presented together. Forty-nine percent (n=303) were excluded

from analysis as they reported they had never or rarely taken care of an adult

patient with possible RSV disease in the previous 12 months. Eighty-six

percent of the final study cohort of 317 physicians agreed they needed more

information about burden of RSV disease among adult patients. Fifty-seven

percent and 56% perceived RSV to be a ‘very important' pathogen in immu-

nocompromised adults and adults ≥65 with cardiopulmonary disease, respec-

tively, compared to only 15% and 2% reporting it a ‘very important' pathogen

in patients ≥65 or adults 50-64 without cardiopulmonary disease, respectively.

In patients ≥50 years, 73% of physicians agreed that influenza is generally

more severe than RSV and that they rarely consider RSV as a potential

pathogen (57%). Most agreed (61%) that they do not test for RSV because

there is no available treatment, though 21% had ordered a viral diagnostic test

specifically looking for RSV in the past 12 months. The two most commonly

reported anticipated barriers to a RSV vaccine were potential out of pocket

expenses for patients if the vaccine is not covered by insurance (93%) and lack

of reimbursement for vaccination (74%).

CONCLUSIONS:While physicians perceived that RSV is a more important

pathogen for immunocompromised persons and individuals with underlying

cardiopulmonary disease than those without, they reported little experience

with RSV disease, are generally not testing for it, and mostly believed that

influenza disease is more severe. Physicians will require more information

about RSV disease in adults to demonstrate the potential need for a vaccine in

their patients.

PRIMARY CARE TEAMS' PERCEPTIONS OF IMPLEMENTATION

OF A REGIONAL HYPERTENSION QUALITY IMPROVEMENT

PROJECT Gabriela Horwath2; Steven Lewis1; Jonathan Lever3; Wanda

Ali-Matlock3; Adam T. Perzynski4; Shari Bolen1, 3. 1MetroHealth/Case West-

ern Reserve University, Cleveland, OH; 2Hawkins High School, Cleveland,

OH; 3Better Health Partnership, Cleveland, OH; 4Case Western Reserve Uni-

versity at MetroHealth, Cleveland, OH. (Control ID #2942754)

BACKGROUND: Many primary care clinics are implementing quality im-

provement projects around blood pressure (BP) control, yet little is known

regarding how primary care teams view implementation of these programs or

how their perceptions compare to objective implementation measures.

METHODS: We conducted baseline and 6-month follow-up surveys of all

staff and providers at each of 8 safety net primary care clinics (from 4 health

systems) participating in a hypertension quality improvement (QI) project

across the region. Survey questions assessed barriers to implementation at

baseline and 6 months, and assessed perceptions of implementation at 6

months using a 0-100 scale for implementation, with 100 being complete

implementation. We used descriptive statistics to report 6-month perceptions

and objective measures of implementation of timely follow-up. Chi-square

tests were used to examine pre- and post-survey responses for barriers and

facilitators. In addition, we descriptively compare perceptions to objective

electronic health record (EHR) data for one element of the hypertension project

(i.e. followup within 35 days if the last blood pressure was elevated).

RESULTS: The survey response rate was 84% at baseline (N=41) and 83% at

6 months (N=40). Respondents had diverse roles at the clinic (8% front desk

staff, 18% Medical Assistants, 32% providers, 32% nurses, and 10% other).

The top 3 perceived barriers to implementation decreased significantly after 6

months (p<0.05), including insufficient personnel (37% to 10%), lack of

teamwork (39% to 8%), and insufficient interest (32% to 13%). Perceptions

of insufficient time as a barrier increased from 24% to 33%. Three other

perceived barriers emerged from the "other" category: lack of patient commit-

ment (reported at baseline and follow-up), difficulty in changing provider

behavior (baseline only), and staff inconsistency (follow-up only). Primary

care teams perceived that they were implementing the hypertension program

completely at 6 months (all but one reported above 75 on the 0-100 scale).

Teams perceived they were consistently implementing timely follow-up (one

element of the program) with a median score of 4 on a 5-point Likert scale

(IQR 4-5). However, the objective EHR measure for timely follow-up (i.e.

percent of patients with elevated BP and follow-up scheduled in the next 35

days) ranged from 1%-67% at the 8 clinics, with only one clinic >50%,

suggesting that clinical team members consistently overestimate the efficacy

of their QI implementation efforts.

CONCLUSIONS: Implementation of the hypertension program was associated

with an increase in the perceived barrier of insufficient time and a decrease in

insufficient teamwork, personnel and interest. While self-reported measures can

provide insights into the acceptance level and challenges of implementation,

objective (EHR-based) measures are critical for appraising progress toward QI

goals. Further focus onworkflowefficiency and patient engagementmay be useful.

PRIMARY CARE, HEALTH PROMOTION AND DISEASE PREVEN-

TION IN MICHIGAN'S MEDICAID EXPANSION Susan D. Goold1;

Renuka Tipirneni1; Tammy Chang1; Matthias Kirch1; Corey Bryant1; Erica

Solway1; Sunghee Lee1; Sarah J. Clark1; Erin Sears1; Jennifer Skillicorn1; John

Z. Ayanian1; Jeffrey T. Kullgren2. 1University of Michigan, Ann Arbor, MI;
2Ann Arbor VA Healthcare System and University of Michigan, Ann Arbor,

MI. (Control ID #2943906)

BACKGROUND: Medicaid expansion in Michigan, known as the Healthy

Michigan Plan (HMP), emphasizes primary care (PC), and includes incentives

for beneficiaries to complete a Health Risk Assessment (HRA) at a PC visit.

We studied the impact of expanded access to primary care and knowledge of

incentives on receipt of preventive services.

METHODS: 4,090 HMP enrollees aged 19-64 enrolled in HMP for ≥12
months were sampled, stratified by income and region. A computer-assisted

telephone interview conducted in English, Arabic and Spanish from January-

November 2016 (response rate = 53.7%) measured demographics, health,

access to and use of healthcare before and after enrollment in HMP, health

risks and behaviors, receipt of counseling related to health behavior, and

knowledge of incentives for HRA completion. Utilization of preventive ser-

vices was based on claims from the state's DataWarehouse. Logistic regression

adjusted for age, gender, race and ethnicity, urbanicity, self-reported health

status, and self-reported chronic conditions and included weights for sampling

probability and nonresponse.
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RESULTS: About a fifth (20.6%) of respondents reported that, before enroll-

ment in HMP, it had been at least 5 years since their last primary care visit.

Among those who reported having a primary care provider (PCP) through

HMP, 85.2% reported seeing a PCPwithin the past years. Of these, 91.1% said

they discussed health promotion. Nearly all (86.8%) enrollees had at least one

preventive service (e.g., vaccine, cancer screening) based on claims data.

Enrollees with a self-reported primary care visit in the past 12 months of

HMP enrollment, or a primary care visit in claims, were significantly more

likely: 1) to have claims for many preventive services (e.g., aOR 2.13 [95%CI

1.53, 2.96] for dental visit, aOR=15.00 [4.64, 48.44] for prescription for

varenicline or nicotine replacement); 2) to report completing a Health Risk

Assessment (aOR=1.85, p<.001); 3) To report being counseled about exercise

(aOR=3.50, p<.001), nutrition (aOR=3.39, p<.001), tobacco cessation

(aOR=3.58, p<.001), or alcohol use (aOR=3.24, p=.008) by a healthcare

professional; 4) to report a new diagnosis of a chronic condition after HMP

enrollment (aOR=2.97, p<.001). Respondents who knew some services had no

copays were more likely than those who did not to receive at least one

preventive service, (88.6% vs. 81.3%, p<.001). Enrollee knowledge that

completing an HRA could result in lower fees was not associated with any

preventive service use.

CONCLUSIONS: Primary care visits were associated with more disease

prevention and health promotion counseling, as well as detection of chronic

disease. Medicaid expansion emphasizing primary care has potential to im-

prove population health. Knowledge about copayments, but not other incen-

tives for HRA completion, was associated with preventive service use. Greater

knowledge of no copays for preventive services could either result from or lead

to greater use of preventive services, or both.

PRIOR METFORMIN USE IS ASSOCIATED WITH LOWER MOR-

TALITY FOR PATIENTS WITH DIABETES WHO ARE HOSPITAL-

IZEDWITH PNEUMONIA Eric Mortensen2, 1; Carlos Alvarez2, 3. 1UConn

Health, Farmington, CT; 2VA North Texas Health Care System, Dallas, TX;
3Texas Tech College of Pharmacy, Dallas, TX. (Control ID #2945666)

BACKGROUND: Recent studies suggest that metformin use may be associ-

ated with improved infectious disease-related outcomes while other papers

suggest potentially worse outcomes in those with acute respiratory distress

syndrome and/or septic shock. Our purpose was to examine the association of

prior outpatient receipt of metformin on 30-day mortality for older patients

with preexisting diabetes hospitalized with pneumonia.

METHODS: We conducted a retrospective cohort study using national De-

partment of Veterans Affairs data of patients > 65 years with a prior history of

diabetes who were hospitalized with pneumonia over a 10-year period (fiscal

years 2002-2012.) For our primary analysis, we used a multilevel regression

model to examine the association of prior metformin use with 30-daymortality,

after controlling for sociodemographics, comorbid conditions, prior outpatient

health care utilization, other diabetic medications, and severity of illness, as

well as for the admitting hospital. For a secondary analysis, we created a

propensity score using the same variables as above, and matched metformin

users to non-users 1:1.

RESULTS: We identified 36,990 patients who meet the inclusion criteria,

20.1% of which were receiving metformin. Overall mortality at 30-days was

14.3% (9.7%metformin users vs. 14.4% non-users, p<0.001.) In the multilevel

regression model, metformin use was associated with lower 30-day mortality

(adjusted odds ratio 0.75, 95% confidence interval 0.69-0.83). For the propen-

sity score model, we matched 7,424 metformin users to 7,424 non-users. We

found similar results as our primary analyses (odds ratio 0.80, 95% confidence

interval 0.72-0.88.)

CONCLUSIONS: Prior receipt of metformin was associated with significant-

ly lower mortality after adjusting for potential confounders. Additional re-

search is needed to examine the safety of metformin use in patients with severe

bacterial infections.

PROACTIVE POPULATION HEALTH STRATEGY TO OFFER TO-

BACCO DEPENDENCE TREATMENT TO SMOKERS IN A PRIMA-

RY CARE PRACTICE NETWORK Sara Kalkhoran1, 2; Elizabeth Inman1;

Jennifer H. Kulesa Kelley1; Jeffrey M. Ashburner1, 2; Nancy A. Rigotti1, 2.
1Massachusetts General Hospital, Boston, MA; 2Harvard Medical School,

Boston, MA. (Control ID #2935280)

BACKGROUND: Health care systems typically provide tobacco cessation

treatment at office visits. Offering treatment outside of office visits is a

population-based strategy that could expand treatment reach and support

clinicians' office-based efforts. Using electronic health record (EHR) data, a

system can identify current smokers and proactively reach out to offer tobacco

treatment. How best to engage and deliver tobacco treatment to smokers

outside the office is not clear.

METHODS: A 3-arm pragmatic randomized controlled trial based in a

primary care network explored the feasibility and reach of a proactive outreach

effort and compared 2 strategies for delivering tobacco cessation treatment vs.

usual care (UC). Current smokers with primary care providers (PCPs) at 5

community health centers in MAwere identified via the EHR and proactively

recruited and consented using automated interactive voice response phone

calls. Two intervention groups that offered proactive tobacco counseling and

medications in different ways were compared to UC. Group 1: A health center-

based Tobacco Care Coordinator provided brief counseling, coordinated med-

ications with PCPs, and linked a smoker to additional care (in-person, phone

call or text). Group 2: Smokers were transferred directly to a community-based

Quitline for counseling and a free sample of nicotine replacement therapy. The

primary outcome was the proportion of smokers with evidence-based cessation

treatment documented in EHR or Quitline records in the 6 months after

enrollment. We compared a pooled intervention group (Group 1 + Group 2)

to UC. Secondary analyses compared treatment use in Group 1 vs. Group 2.

Exploratory outcomes assessed self-reported past-30 day cigarette abstinence

at 6 months. Chi-square tests were used for analyses.

RESULTS: Between 4/2016-2/2017, automated calls were made to 5,225

smokers, of whom 640 (12%) answered the call. 234 (4.5%) were eligible,

consented, and were randomly assigned to Group 1 (n=79), Group 2 (n=79), or

UC (n=76). Groups were comparable in baseline demographic and tobacco use

characteristics. At 6-month follow-up, the pooled intervention group vs. UC

had a higher documented rate of any smoking cessation treatment (63% vs.

34%, p<0.001), any counseling (47% vs. 9%, p<0.001) and any cessation

medication prescription (53% vs. 30%, p=0.001). Group 1 participants re-

ceived more cessation treatment than Group 2 (76% vs 51%, p=0.001). There

was no significant difference in self-reported past-30-day cigarette abstinence

among the 3 groups (14.5%, Group 1; 14.3%, Group 2; and 8.8%, UC).

CONCLUSIONS: A population health strategy of outreach to smokers using

automated phone calls was feasible but had modest reach. Both interventions
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outperformed UC in providing tobacco cessation treatment to smokers who

responded to the outreach, and the internal coordinator model outperformed the

external quitline referral. Future work should aim to improve population reach

and test the effect on smoking cessation rates.

PROACTIVE TOBACCO TREATMENT FOR SMOKERS USING VA

MENTAL HEALTH CLINICS: A RANDOMIZED CONTROLLED

TRIAL Erin Rogers1, 2; Steven Fu4, 3; Paul Krebs2, 1; Siamak Noorbaloochi4;

Sean Nugent4; Amy Gravely4; Scott Sherman5, 2. 1NYU School of Medicine,

New York, NY; 2VA NY Harbor Healthcare System, New York, NY; 3University

of Minnesota, Minneapolis, MN; 4Minneapolis VA Health Care System, Minne-

apolis, MN; 5VANewYork Harbor HCS, NewYork, NY. (Control ID #2927943)

BACKGROUND: Veterans with a mental health diagnosis have high rates of

tobacco use, but encounter low rates of treatment and referrals from providers

and limited treatment approaches addressing their unique barriers to cessation.

This study aimed to determine whether an intensive proactive tobacco treat-

ment approach increases treatment engagement and long-term abstinence rates

in Department of Veterans Affairs (VA) mental health patients compared to

visit-based usual tobacco care.

METHODS: The study used a randomized controlled trial design. Investiga-

tors used the electronic medical record at four VA facilities to identify patients

documented as current smokers and who had a mental health clinic visit in the

past 12 months. Patients were sent an introductory letter and baseline survey.

Survey respondents were randomized to intervention (n=969) or control

(n=969). Control participants received a list of usual VA smoking services.

Intervention participants received a motivational outreach call, multi-session

telephone counseling, and assistance with obtaining nicotine replacement

therapy (NRT). Participants completed telephone surveys at 6 and 12 months

to assess use of treatment, 7-day abstinence and prolonged 6-month abstinence.

The primary outcome was self-reported 7-day abstinence from smoking at 12-

month follow-up. Secondary outcomes included use of cessation treatment,

self-reported 7-day abstinence at 6-month follow-up, and 6-month prolonged

abstinence at 12-month follow-up. Mailed saliva samples were collected to

verify self-reported 7-day abstinence at 12 months.

RESULTS:At 12 months, Intervention participants were more likely to report

using telephone counseling (19% vs 3%, OR=7.34, 95%CI=4.59-11.74), NRT

(47% vs 35%, OR=1.63, 95%CI=1.31-2.03) or both counseling and NRT

(16% vs 2%, OR=11.93, 95%CI=6.34-22.47) compared to Control patients

with access to usual care. Intervention participants were more likely to report 7-

day abstinence (19% vs. 14%, OR=1.50, 95%CI=1.12-2.01) and prolonged 6-

month abstinence (16% vs 9%, OR=1.87, 95%CI=1.34-2.61). After adjusting

for non-ignorable missingness at follow-up, the intervention effects on 7-day

and prolonged abstinence remained significant (p<.05).

CONCLUSIONS: Proactive tobacco treatment was more effective than usual

VA care at increasing treatment engagement and long-term abstinence in

mental health patients.

PROGRAM PARTICIPATION AND POLICY EVALUATION WITH-

OUT ADMINISTRATIVE DATA: IS HOMEMADE REALLY BET-

TER? Ulysses Isidro1; Joseph Martinez1; Amol S. Navathe2. 1Perelman

School of Medicine at the University of Pennsylvania, Philadelphia, PA;
2University of Pennsylvania, Philadelphia, PA. (Control ID #2945442)

BACKGROUND: Medicare recently announced an increased focus on phy-

sician leadership in alternative payment models (APMs) moving forward.1 In

2013, the Centers for Medicare and Medicaid Services (CMS) expanded its

bundled payment APM nationally through its Bundled Payment for Care

Improvement (BPCI) Initiative. Although the impact at participating hospitals

has been measured, evaluation of effects at participating physician practices

has been delayed. An important reason was an initial lack of publicly available

lists of participating physicians. We examined the accuracy of identifying

BPCI physicians using non-CMS data since many such evaluations comparing

to recent CMS-released lists are likely underway.

METHODS: We identified National Provider Identifiers (NPI) for individual

physicians participating in phase 2 of BPCI model 2 through a physician group

practice (PGP). We used the SK&A office-based physician dataset, NPI

registry, and manual website searches to collect physician NPIs, assigning

them to PGPs based on organization name and address to create the "Other

Data Source List" (referred to as "ODSL"). CMS subsequently made lists

(referred to as "CMS List") of participating physicians available for 2015

and 2016; comparing allowed assessment of ODSL. We restricted both lists

to PGPs participating in the largest single episode (major joint replacement of

the lower extremity), linking data to SK&A to compare physician characteris-

tics. We performed chi-squared tests to determine whether ODSL-identified

physicians differed meaningfully from those in the CMS List.

RESULTS:ODSL contained 46.4% (5,456/11,758) of physicians in the CMS

List, and 62.3% (5,456/8,757) of ODSL physicians were actually in BPCI.

Chi-squared tests performed by specialty, geographic region, and PGP size all

rejected equivalence of theODS andCMS lists (P < 0.001). On average, 70.9%

(range 0-100%) of CMS-identified physicians in each specialty and 22.0% of

CMS-identified orthopedic surgeons were missing from ODSL; 42.5% of

ODSL-identified internists were missing in the CMS List. 61% (20-100%) of

CMS-identified physicians in each state were missing in ODSL. 49% (10-

88%), 27% (0-92%), and 14% (0-93%) of CMS identified physicians in large

(50+ physicians), medium (10-49), and small PGPs (<10), respectively, were

missing in ODSL. However, 22%, 53%, and 74% (each 0-100%) of ODSL

physicians in large, medium, and small PGPs, respectively, were missing in the

CMS List.

CONCLUSIONS:We found that ODSL had significant limitations in identi-

fying participating BPCI physicians. Although most similar for orthopedic

surgeons and physical medicine/rehabilitation specialists, physicians located in

the South, and physicians practicing in large PGPs, ODSL was statistically

different from the CMS List. This suggests that policy evaluations using

physicians identified using non-CMS data may have a large degree of inaccu-

racy. 1Verma, Seema. "Medicare and Medicaid Need Innovation." Wall Street

Journal N.p., 19 Sept. 2017. Web. 2 Jan 2018.

PROJECTED IMPACT OF A SUGAR- SWEETENED BEVERAGE

TAX POLICY ON DIABETES AND CARDIOVASCULAR DISEASE

IN ARGENTINA: A MODELING STUDY Maria V. Salgado1; Pamela G.

Coxson3; JonatanKonfino1; Joanne Penko4; Alicia Fernandez4; RaulMejia1, 2.
1CEDES, Buenos Aires, Argentina; 2Hospital de Clinicas, Buenos Aires,

Argentina; 3UT Southwestern Medical Center, San Francisco, CA; 4UCSF,

San Francisco, CA. (Control ID #2943939)

BACKGROUND:Argentina is one of the world's highest consumers of Sugar

Sweetened Beverages (SSB), particularly sodas, with an average per capita
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consumption of 131 liters per year. High SSB intake is associated with elevated

risk for obesity, diabetes, and hypertension, and therefore coronary heart

disease (CHD). Estimates of health benefits associated with consumption

reduction are needed for health policy debates.

METHODS: We used the CVD Policy Model-Argentina, a well-established

model of heart disease previously adapted to Argentina to project the impact of

10% and 20% reduction of SSB consumption on health outcomes among

Argentinean adults 35 years old and older. Estimates of the impact on body

mass index, diabetes risk, and blood pressure were derived from the interna-

tional literature. We then projected avoided cases of diabetes, stroke, myocar-

dial infarction and overall mortality between 2015 and 2024.

RESULTS: Over the next decade, a 10% and 20% SSB consumption reduc-

tion is projected to result in a significant reduction in diabetes, myocardial

infarction, stroke an dtotal deaths, as shown in table

CONCLUSIONS: Reduction of SSB consumption in ranges achievable

through current policy options could yield substantial population health ben-

efits in Argentina

PROMOTING APPROPRIATE PROTON PUMP INHIBITOR USE IN

THE VETERAN OUTPATIENT POPULATION Alice Grant2; Sumit

Kumar2; Jonathan Stock2; Mona Lalehzari2; Tamara Bystrak2, 5; Caroline

Falker6; Van Vu2; Clinesha D. Johnson2; Sharen E. McKay1, 2; Rachel Laff2;

Faith Harrington3; Yungah Lee4, 2; Danielle Wojtaszek5, 2; Rebecca Brienza2,

4. 1Yale University School of Medicine, West Haven, CT; 2VA CT Healthcare

Systems, West Haven, CT; 3VA CT HCS, West Haven, CT; 4Yale New Haven

Hospital, New Haven, CT; 5VA Connecticut Healthcare System, West Haven,

CT; 6Yale School of Medicine, New Haven, CT. (Control ID #2936267)

BACKGROUND: Proton pump inhibitors (PPIs) are effective in treating

nearly all acid-related disorders and are among the most commonly prescribed

medications at over 113 million prescriptions annually, not including over-the-

counter purchases. Numerous studies have shown that a majority of PPIs are

used inappropriately and this may be associatedwith increased healthcare costs

as well as potential complications including kidney disease, increased risk of

developing C. difficile colitis, community acquired pneumonia, dementia,

gastric atrophy, osteoporosis, and electrolyte disturbances

METHODS: This was a quality improvement study aimed to identify inap-

propriate use of PPIs in our Veteran population. Patients with active PPI

prescriptions for greater than three months were selected from two provider

panels at an interprofessional education primary care clinic (Center of Excel-

lence in Primary Care Education) located at the Veterans Affairs (VA) Con-

necticut Healthcare System, West Haven Campus. According to the Food and

Drug Administration (FDA) and the American College of Gastroenterology

(ACG) guidelines, clear indications for PPI use include: 1) GERD on PPI less

than 8 weeks, 2) erosive esophagitis on PPI less than 8 weeks, 3) duodenal

ulcer treatment on PPI less than 6 months, 4) Barrett's esophagus, and 5)

H. Pylori eradication on PPI less than 14 days. A chart review was performed

to evaluate the indications of PPI use according to these guidelines. Providers

were then given a list of patients with unclear indications for PPI use. A

pharmacist educated providers on the following: 1) appropriate PPI use, 2)

PPI tapering techniques, 3) proper prescribing of PPIs, and 4) lifestyle

modifications.

RESULTS:Of the total 742 patients, 162 (21.8%) were on PPIs. Of those, 136

(84%) did not meet the above guidelines for appropriate PPI use. It was

determined that 103 (63.6%) of these patients could benefit from the discon-

tinuation of PPI based on lack of clear documentation of PPI use. The

remaining 33 (20.4%) had documented reasoning supporting ongoing PPI

use including: 1) chronic reflux symptoms with prior unsuccessful trial off

PPI, 2) chronic esophagitis, 3) esophageal strictures, and 4) laryngeal or

esophageal cancers. Descriptive statistics were gathered on 1) PPI dosing

and formulary (47.5% 20mg QD, 37% 40 mg QD, 5.6% 20mg BID, 9.3%

40mg BID), 2) patient demographics (e.g., Median age=72 yrs), 3) history of

mental health disorders (37.6% had history of diagnosis of PTSD, depression,

or anxiety), 4) bleeding risk (12.3% of patients had a history of GI bleeding) ,

and 5) prior gastrointestinal diagnostics (43.2% had undergone EGD.)

CONCLUSIONS: Preliminary results are consistent with prior studies in

regard to the high prevalence of inappropriate PPI use. Providers may benefit

from additional education on appropriate indications for PPIs and effective

tapering strategies. Universal guidelines for appropriate PPI use may be

helpful.

PROMOTING WEIGHT MAINTENANCE THROUGH ELECTRON-

IC HEALTH RECORD-BASED COACHING IN A PRIMARY CARE

SETTING: 24-MONTHRESULTSFROMTHEMAINTAIN-PCTRIAL

Molly Conroy1; Kathleen McTigue2; Cindy L. Bryce2; Dana Tudorascu2;

Bethany Barone Gibbs2; Jonathan Arnold3; Diane Comer2; Rachel Hess4;

Kimberly Huber2; Laurey R. Simkin-Silverman2; Gary Fischer2. 1University

of Utah, Salt Lake, UT; 2University of Pittsburgh, Pittsburgh, PA; 3University

of Pittsburgh Medical Center, Pittsburgh, PA; 4University of Utah, Salt Lake

City, UT. (Control ID #2939505)

BACKGROUND: Weight regain after intentional loss is common. Few

studies have addressed this aspect of the obesity epidemic. Our goal was to

evaluate the use of self-monitoring (i.e., tracking) tools delivered through an

electronic health record (EHR), with or without health coach support, to help

primary care patients maintain weight loss.

METHODS: Maintaining Activity and Nutrition through Technology-

Assisted Innovation in Primary Care (MAINTAIN-pc) was a randomized

clinical trial conducted from 2012-2017 in practices in Pittsburgh, PA. Partic-

ipants were randomized 1:1 to EHR tracking tools (flowsheets) with additional

customized coaching (CC) or EHR tracking only (TO). Participants were age

18-75 years with intentional 5%weight loss in the past 2 years, prior BMI ≥ 25
kg/m2, and no bariatric procedures in the past 5 years. We screened 721

individuals between October 2013 and February 2015 and enrolled 194

participants (98 CC; 96 TO). EHR tools in both arms included flowsheets for

tracking weight, dietary, and physical activity (PA); standardized surveys; and

weekly reminders to complete tracking. CC surveys focused on lifestyle

choices and barriers, whereas TO surveys focused on general prevention

topics. In addition, CC participants received 24 months of coaching through

the EHR patient portal. Our primary outcome was weight change at 24months.

A linear mixed model was estimated with treatment group and time, as well as

their interactions (where significant), as our primary predictors.

RESULTS: At baseline, participants were 53.4 (SD 12.2) years old, 74%

female, and 88% white. Average weight and BMI at baseline were 189.1 (SD

42.1) lbs. and 30.4 (5.9) kg/m2, respectively, with no significant difference

between the study arms. Participants lost an average of 11.3% (SD 6.6) of body

weight before enrolling. Compared to TO participants, the CC participants had

less weight regain at each follow-up assessment, including the 24-month
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primary outcome (6 months -1.0 (5.4) kg CC vs. 0.9 (4.2) kg TO; p=0.008; 12

months 0.7 (7.0) kg CC vs. 1.9 (5.0)) kg TO; p=0.19; 24 months 1.9 (7.9) kg

CC vs. 4.9 (7.2) kg TO; p=0.01). In the repeatedmeasures analysis, there was a

significant difference in weight change between groups at 6 and 24 months:

β=-1.92 (SE=0.85), 95%CI (-3.59, -0.25), p=0.02 for time x group interaction

at 6 months; andβ=-2.86 (SE=0.89), 95%CI (-4.61, -1.12), p=0.001 for time x

group interaction at 24 months.

CONCLUSIONS: Weight regain after intentional loss may be offset by

offering patients structured coaching and self-monitoring tools through the

patient portal of an EHR.

PROVIDER KNOWLEDGE INFLUENCES LUNG CANCER

SCREENINGPRACTICES Jennifer Lewis2, 1; Heidi Chen1; KathrynWeav-

er3; Lucy B. Spalluto2, 1; Leora Horn1; Kim L. Sandler1; Robert S. Dittus2, 4;

Pierre Massion2, 1; Christianne Roumie2, 4; Hilary A. Tindle2, 4. 1Vanderbilt

University Medical Center, Nashville, TN; 2Veterans Health Administration-

Tennessee Valley Healthcare System, Nashville, TN; 3Wake Forest University

School of Medicine, Winston-Salem, NC; 4Vanderbilt University, Nashville,

TN. (Control ID #2941704)

BACKGROUND: Low-dose computed tomography (LDCT) screening is a

Grade B recommendation by the U.S Preventive Services Task Force

(USPSTF) for current and former smokers at high-risk for lung cancer. We

tested the hypothesis that provider knowledge of lung cancer screening (LCS)

is associated with provider-reported LDCT screening practices.

METHODS: We electronically surveyed all General Internal Medicine

(GIM), Pulmonology, Hematology/Oncology, and Gynecology providers

(MDs/NPs/PAs) (n = 625) at a large academic institution in the Mid-South

and affiliated Veterans Affairs (VA) healthcare system from February-

May 2017. We adapted validated items on: USPSTF LCS guideline/CMS

coverage criteria (6 knowledge items: start age, stop age, smoking status,

smoking history, screening interval, comorbidity status), self-reported LCS

practices within the past 12 months (order for LDCT/referral, chest x-ray,

and sputum cytology), and demographics. We defined LCS knowledge as

correctly identifying: (1) start age as 55, (2) smoking history as 30 pack-

years, and (3) smoking status as current or former. The primary outcome was

self-reported order for LDCT/referral. We used multivariable logistic regres-

sion to adjust for specialty, healthcare system (academic vs VA), and years in

practice. A sensitivity analysis varied the definition of LCS knowledge. We

tested for effect modification by healthcare system (academic vs VA) and

practice location (hospital-based clinic vs community clinic).

RESULTS: The overall response rate was 65% (69% academic, 56% VA).

Respondents were 57% female, 90% MDs, 52% had 1-10 years in practice,

and 72% hospital-based clinic. GIM providers comprised 53% of the sample.

Only 38% correctly answered all 3 items defining LCS knowledge. Fifty-nine

percent reported at least one LDCT order/referral within the past 12 months.

More providers with lack of LCS knowledge (54/233) reported ordering

screening chest x-ray compared to providers with LCS knowledge (20/145)

(p=0.03). In adjusted multivariable logistic regression, the odds of reported

LDCT order/referral were lower among providers without LCS knowledge

(OR 0.41 [95% CI 0.24 to 0.70], p = 0.001) versus providers with LCS

knowledge. Results were consistent among varying definitions of LCS knowl-

edge in adjusted multivariable logistic regression; correctly identifying any 3

knowledge items (OR 0.29, 95% CI 0.17-0.51), 4 specific knowledge items

(OR 0.44, 95% CI 0.24-0.82), or any 4 knowledge items (OR 0.37, 95% CI

0.22-0.63). Results were consistent among healthcare systems: academic (OR

0.48, 95% CI 0.25-0.92) or VA (OR 0.24, 95% CI 0.06-0.98); and practice

location: hospital-based clinic (OR 0.35, 95% CI 0.18-0.68) or community

clinic (OR 0.29, 95% CI 0.08-1.10).

CONCLUSIONS: Knowledge of USPSTF LCS guidelines and CMS cover-

age criteria is low among providers surveyed. LCS knowledge is strongly and

independently associated with provider-reported LCS practices. Future inter-

ventions to advance LCS should address provider knowledge.

PROVIDER PERCEPTION OF INTERHOSPITAL TRANSFERS TO

INTERNAL MEDICINE SERVICES AT AN ACADEMIC MEDICAL

CENTER Marc Heincelman1; Samuel O. Schumann1; Ashley Duckett2;

Phillip Warr1; Patrick D. Mauldin1; Jingwen Zhang2; William P. Moran1.
1Medical University of South Carolina, Charleston, SC; 2MUSC, Charleston,

SC. (Control ID #2940463)

BACKGROUND: Interhospital transfer (IHT) of patients to academic medi-

cal centers (AMC) are performed for several reasons, including the need for

specialized procedures and consultation that cannot be provided at community

hospitals. However, it is well known that IHT patients have poorer outcomes

compared to patients admitted to AMCs directly from the emergency depart-

ment. Specifically, IHT patients have increased length of stay, increased in-

hospital mortality, increased hospital costs, and decreased number of dis-

charges to home. At the Medical University of South Carolina (MUSC),

10% of admissions to the internal medicine (IM) services are IHTs. In a

previous study at MUSC examining the top 10% highest cost, highest utiliza-

tion IM inpatients, one-third of the patients were interhospital transfers. Fur-

ther, greater than 25% of this cohort experienced in-hospital mortality or

transition to hospice. Although there are many potential factors that contribute

to the worse outcomes of IHTs, one hypothesis is that the transfer process itself

leads to discontinuity of care and potential adverse safety events. The objective

of this study is to gauge provider perception of the interhospital transfer process

focusing on key aspects of patient safety.

METHODS: This study was a cross-sectional survey administered to all IM

physicians involved in the IHTof patients toMUSC inDecember 2017. This 20-

question survey was modified from a recently published survey and focused on

several key aspects of the interhospital transfer: access to outside hospital

medical records at the time of arrival, time of day of arrival, patient stability at

the time of arrival, time delay between acceptance and arrival of patient, need for

escalation of care within 4hours of arrival, and patient/family expectations.

RESULTS: Of the 117 internal medicine physicians invited to complete the

survey, 83 responded, for an overall response rate of 71%. In regard to access to

records at the time of transfer, 68 physicians (82%) responded that availability

to outside hospital medical records contribute to the safety of the transfer.

Interestingly, 22 physicians (27%) state nearly every interhospital transfer

patient arrives without necessary records, while 40 physicians (48%) describe

this occurrence as very frequently. In regard to time delay between acceptance

and arrival of the patient, 44 physicians (53%) responded that time delay

contributes to safety of the transfer process. 69 physicians (83%) describe the

occurrence of patients arriving to MUSC more than 24hours after being

accepted for transfer as very frequently or somewhat frequently. In regard to

patient stability on arrival, 45 physicians (54%) describe the occurrence of

patients arriving unstable as very frequently or somewhat frequently.
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CONCLUSIONS: Interhospital transfer patients to IM services at MUSC

represent a population associated with high risk of poor outcomes. Internal

medicine provider perception suggests that the transfer process itself is unsafe.

PROVIDER PERCEPTIONS AND COSTS OUTCOMES OF A

COMMUNITY-HEALTH CENTER BASED PATIENT NAVIGATION

PROGRAM FOR LUNG CANCER SCREENING Sanja Percac-Lima1;

Dominic Hodgkin2; Jeffrey M. Ashburner1; Pari Pandharipande1; Elyse R.

Park1; Emily Gorton1; Steven J. Atlas1. 1Massachusetts General Hospital,

Boston, MA; 2Brandeis University, Waltham, MA. (Control ID #2945548)

BACKGROUND: Annual low-dose chest computed tomography (CT)

screening can decrease lung cancer mortality in high-risk smokers. We

implemented a lung cancer screening (LCS) patient navigation pro-

gram for current smokers at five community health centers affiliated

with an academic hospital, and found - in a randomized controlled

trial - that patients assigned to the LCS program had nearly a three-

fold higher rate of LCS CTs compared to patients receiving usual care.

The objectives of this study were to assess primary care provider

(PCP) perceptions of the program and its implementation costs, in-

cluding the cost per patient screened.

METHODS: We surveyed providers whose patients were enrolled in

the program, asking them to rate the usefulness of navigator's activi-

ties and its impact on their time spent to achieve LCS. We estimated

the total cost of the navigator intervention and the portion likely to be

recurrent by applying labor costs (including fringe benefits) to the

estimated staff time spent on intervention-related activities, including

navigator training and supervision. Non-labor costs included software

purchase and mailings. The value of PCP time saved was computed

by applying their labor rate to the mean time saved, as reported in the

surveys. Finally, we computed the recurrent cost per additional LCS

CT achieved.

RESULTS:Of 51 eligible providers, 31 completed the survey (response rate=

61%). They rated as extremely useful navigator activities including: determin-

ing patients' eligibility (51%), reminders to order LCS (66%), engaging pa-

tients in shared decision making (SDM) (53%), smoking cessation advice and

reminders to follow-up abnormal results (46% each). These interventions,

according to over half of PCPs surveyed (59%), saved time compared to

screening control patients. The total cost of the 11-month program was esti-

mated to be $112,673, of which $58,395 would be a recurrent cost. From

provider surveys, the mean time saved was 16 minutes per patient screened in

the navigated group, resulting in total time savings of $3,724. After subtracting

those savings from the gross cost, the intervention's net cost was $108,949.

During the trial, 59 additional patients received LCS at an annual recurrent cost

of $1,080 per test completed.

CONCLUSIONS: Providers felt the LCS patient navigation program

was most valuable in determining patients' eligibility for LCS and in

reminding PCPs to order the test. The cost per additional LCS CT was

higher than current public payer reimbursement. Nevertheless, by

helping screen more community health center smokers, the patient

navigation program may improve equity in lung cancer screening

and decrease lung cancer mortality in vulnerable populations. Formal

cost-effectiveness analyses are needed to determine the value of this

intervention from a societal perspective.

PROVIDER PERSPECTIVES ON THE EFFECT OF POLITICAL

AND SOCIAL CONTEXT ONMIGRANTANDMINORITY HEALTH

Dennis Wang; Aniyizhai Annamalai. Yale University, New Haven, CT. (Con-

trol ID #2938303)

BACKGROUND: During the 2016 U.S. presidential campaign and after the

November election, a number of anecdotal reports surfaced suggesting that

election rhetoric as well as federal policies regarding refugees and undocu-

mented immigrants had directly and indirectly led to racism and discrimination

against migrants and minorities. Increases in hate crimes and changes in

refugee admissions and deportation programs, exemplified by the January

27, 2017 Executive Orders, may have directly led to changes in healthcare

utilization and health status, and may also have indirectly produced health

consequences associatedwith stress among these populations about their safety

and legal status. A paper by Diane Lauderdale showed significantly decreased

birthweight among women with Arabic-sounding surnames after 9/11, and

other studies have found similar effects among Latina women after immigra-

tion raids. A more recent review by David Williams called on researchers to

"systematically assess the health effects of the societal climate and policies."

METHODS: In an effort to collect some quantitative data from a more

representative sample, we surveyed 150+ American and Canadian healthcare

and other service providers at the North American Refugee Health Conference

in June 2017 who worked directly with migrants and minorities regarding

changes they had seen among the populations they served in the prior year. The

survey included multiple choice questions about provider type, population

served, patient/client volumes, patient/client concerns, and provider practices,

as well as narrative questions about barriers to health, and any observed effects

that racism, discrimination, immigration policy, or health policy may have had.

RESULTS: Compared to their Canadian counterparts, American providers

were more likely to report that their patient/client volumes had declined,

whereas more than half of Canadian providers saw their patient/client volumes

increase. 9 in 10 American providers said that more of their patients/clients had

mentioned concerns about the federal administration or about changes in

laws/policies, and 2 in 3 said that more of their patients/clients had experienced

racism or discrimination, or felt unsafe in their communities, at school, or at

work. Qualitatively, fear was the dominant theme that could be traced to the

U.S. political and social context in 2017, reported frequently by American but

not Canadian providers.

CONCLUSIONS: Fear of social or legal consequences relating to the cultural

and political shifts in the United States in 2017 have negatively impacted

immigrant health concerns and healthcare utilization behaviors. These barriers

require further attention in order to protect the health status of this vulnerable

population.

QUALITATIVE AND QUANTITATIVE EVALUATION OF A

RESIDENT-RUN HOME VISIT PROGRAM Hadas Reich1; Jessica

Tanenbaum2; Janine Knudsen3; Susan L. Creighton4; Sondra Zabar4; Kathleen

Hanley2. 1NYU, NEW YORK, NY; 2NYU, New York, NY; 3New york

university, New York, NY; 4NYU School of Medicine, New York, NY.

(Control ID #2944920)

BACKGROUND: The benefits of home care have been well documented,

including reduced hospitalizations, increased length of time at home, improved

patient satisfaction, and cost effectiveness. There is a smaller body of literature
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regarding home visits by resident physicians; most publications describe the

benefits to residents, such as improved home care and geriatric knowledge.

Most resident home visit programs in the literature are longitudinal, with

residents acting as primary care physicians (PCP) for homebound patients,

seeing them exclusively in the home. Benefits of briefer resident home visit

programs, as well description of the services provided during resident home

visits, are not well described.

METHODS: Patients were referred to the Resident Home Visit Program by

their PCP. The program was not intended to provide home-based primary care,

but rather offered 1-2 home visits to provide assessments for high yield inter-

ventions and a better understanding of the patient's home life for the PCP.

Medical assistants from the clinic accompanied residents and assisted in follow

up. This mixed method study describes both qualitative data and thematic

identification, through chart review. Demographic data was obtained from the

electronic medical record (EMR). Notes in the EMR written by residents about

their home visits, as well as subsequent notes by PCPs and other providers, were

reviewed for each patient. The range of services provided during the visit, themes

of the encounters, and evidence of impact providedwere identified. Two separate

readers conducted the chart review to ensure accuracy.

RESULTS: Between 8/2015 and 11/2017, 5 residents conducted 55 home

visits with 37 unique patients (average 1.4 visits per patient, range 1-7 visits).

The average patient was elderly (average age = 79.8), female (81%), and

Hispanic (73%). Most patients lived alone (32%) or with a child (24%). 62%

had some form of home care. Nearly all visits involved a medication reconcil-

iation (92%), with many including a medication adjustment. Fall assessments

were also performed in the majority of visits (61%), and durable medical

equipment was often ordered (27%). The home visits identified many new

issues such as patient safety concerns, food insecurity, social isolation, care-

taker fatigue, and other financial and social issues of which the PCP was

previously unaware. Patient education seemed to be enhanced through the

visits. Even when the PCPwas not the one conducting the visit, the relationship

between the PCP and the patient was often enhanced, by providing an im-

proved understanding of the patient's home condition by the physician.

CONCLUSIONS: Our resident home visit program explored a relatively

unique model for residents to conduct home visits for patients. A one-time

home visit may be a beneficial service to offer clinic patients, especially for

geriatric patients. Even with one visit, many issues can be identified and

addressed, while still allowing for future visits with the PCP in the clinic

setting.

QUALITY IMPROVEMENT MEASURES FOR ABDOMINAL AOR-

TIC ANEURYSM SCREENING IN AN INNER CITY COMMUNITY

HEALTH CLINIC Derya Arkonac1; Robin Reister1, 2; Alan Tso1, 2. 1Mount

Sinai Beth Israel, NewYork, NY; 2Ryan Nena Community Health Center, New

York, NY. (Control ID #2944534)

BACKGROUND: Abdominal aortic aneurysm is the 14th leading cause of

death in the United States, resulting in close to 10,000 deaths annually.1 As a

ruptured AAA has a fatality rate of 80%, many of which occur without a

known history of AAA there is a large at risk population that could benefit

from screening. 2 Kim et. al. found that there is a maintained benefit in the long

term for AAA screening.3 As a result the US Preventive Services Task Force

recommended a onetime screening with abdominal ultrasound for all men aged

65 to 75 years who had smoked, ever. 4,5

METHODS: Patients were identified through a search of our electronic

medical records for all men seen in the calendar year of 2016 who were

between the ages of 65 and 75 and had any kind of smoking history docu-

mented. We screened for any orders or documentation of an abdominal u/s of

the aorta or any other imaging modality that commented on the abdominal

aorta.

RESULTS:Of the 120 patients that fit our criteria seen in our clinic during the

calendar year, 33% hadAAA screening ordered. 48% of the providers ordering

the screening were residents, 52% were attendings. Of the total patients 43%

were current smokers and 57% were former smokers. Of the patients screened

for AAA 55%were current smokers while 45% were the former smokers. Out

of the total number of patients 37% were between the ages of 70 and 75 while

63% were between 65 and 69. Of the patients screened for AAA 42% were

between the ages of 70 and 75 and 58% were between the ages of 65 and 69.

From the same period 195men between ages of 65 and 75 who smoked passed

through the other Ryan sites and 45% of them were screened for AAA. From

this data we can see that there is a need to improve AAA screening in our

primary care practice.

CONCLUSIONS: While the US Preventive Services Task Force has a clear

recommendation of a simple one time screening with an abdominal ultrasound

for all men between the ages of 65 to 75 years who smoked, the adherence to

this recommendation is far from ideal. Federman et.al looked into the rate of

implementation of the evidence based recommendation in the primary care

setting within the VA Connecticut Healthcare System. They found that 30% of

their cohort was offered screening. The Screen Abdominal Aortic Aneurysms

Very Efficiently (SAAAVE) Act found that about 15% of the Medicare

population at risk received screening in 2009.7 While our screening rates are

better than these two studies there is still room for improvement for a disease

associated with such high mortality. With the advances in electronic medical

records, we have opportunities to create a system that will improve our AAA

screening.

QUALITY OF CARE FOR WOMEN WITH URINARY INCONTI-

NENCE IN THE VETERANS HEALTH ADMINISTRATION - COM-

PARISON WITH COMMUNITY SETTINGS Donna L. Washington1, 2;

Marjorie Danz1, 3; Lueng S. Tcheung2; LaShawnta S. Jackson1; Anita H.

Yuan1; Martin Lee1; Kristina M. Cordasco1, 2. 1VA HSR&D Center for the

Study of Healthcare Innovation, Implementation and Policy, Los Angeles, CA;
2VA Greater Los Angeles Healthcare System, UCLA, Los Angeles, CA;
3RAND Corporation, Santa Monica, CA. (Control ID #2944620)

BACKGROUND:Urinary incontinence (UI) is a common problem in women,

ranging in prevalence from 25% of 14-21 year olds, to 75% of women age 75+.

Quality deficiencies in UI care have been identified outside Veterans Health

Administration (VA). Given the low volume of women within VA, we sought to

assess UI care quality in VA primary care (PC) and contrast it to published data

from community settings providing PC and specialty care for UI.

METHODS: We reviewed electronic medical records (EMRs) of female VA

PC patients across four VA healthcare systems for data relevant to eight

published validated quality indicators for UI care that specify indicatedmedical

history assessment, diagnostic evaluation, and treatment that is appropriately

performed or initiated by PC.We included PC patients for whom a UI specialty

consultation was requested and/or a UI medication prescribed for new or

worsening bothersome UI symptoms from 6/2013-9/2015. Using a structured
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abstraction form, we reviewed each patient's PC notes, relevant orders, and

laboratory values in the 18 months prior to the consultation request or pre-

scription, to determine the proportion of patients receiving indicated care.

Community adherence in two settings was identified from the scientific liter-

ature, and compared to our findings using Fisher's Exact Test.

RESULTS: We identified 152 women who met our inclusion criteria. For

medical history assessment: 77.6% of EMRs documented determination of

whether stress and/or urge symptoms were present; 10.5% documented assess-

ment of prior UI pharmaceutical treatment; and 14.1% of EMRs reporting urge

UI documented assessment for lifestyle factors (e.g., amount of fluid intake).

For diagnostic evaluation: 51.3% of EMRs documented a pelvic exam, and

71.7% included a timely urinalysis. For treatment/management: 86.2% of

EMRs of overweight or obese women documented weight loss counseling;

29.5% of EMRs reporting urge UI or overactive bladder symptoms (OAB) also

revealed behavioral modification counseling (e.g., fluid restriction and bladder

training); and 51.9% of EMRs with anticholinergic medication prescriptions

documented urge UI or OAB. Compared to two community settings, docu-

mented VA indicator adherence was: higher for weight loss counseling

(p<0.001); lower for assessing prior pharmaceutical treatment, lifestyle factors,

and not offering anticholinergic therapy for stress UI (all p<0.001); and

differed inconsistently for the other indicators.

CONCLUSIONS: Quality of VA care for UI varied widely across indicators,

which is comparable to care in the community. Interventions to improve care

quality for women with UI in both VA and community healthcare settings

should focus on areas of deficits, including documenting relevant aspects of the

medical history, behavioral modification counseling content and skills, pelvic

exam barriers and skills, and indications for pharmacologic management.

Future research should identify determinants of quality deficits.

QUALITY OF CARE IN ADULT PRIMARY CARE PHYSICIANS IS

NOT ASSOCIATED WITH PHYSICIAN ELECTRONIC MEDICAL

RECORD EFFICIENCY Hannah Chang1; Jonathan Arnold2; Janel

Hanmer3. 1University of Pittsburgh School of Medicine, Pittsburgh, PA; 2Uni-

versity of PittsburghMedical Center, Pittsburgh, PA; 3University of Pittsburgh,

Pittsburgh, PA. (Control ID #2944653)

BACKGROUND: Electronic medical records (EMRs), such as Epic, have

been widely deployed in the United States. When surveyed, physicians have

reported reduced efficiency as a significant concern with EMR deployments.

The provider efficiency profile (PEP) is a tool developed by Epic Systems to

measure provider efficiency in the use of the Epic EMR. Quality metrics

(QMs) are used to measure how effectively physicians are applying generally

accepted standards of care to their patient populations. We hypothesize that

increased efficiency in EMR use as measured by PEP will be associated with

higher QM scores in primary care physicians (PCPs) when adjusting for

weighted relative value units (wRVUs).

METHODS: We conducted an analysis of the association between

overall QM scores for management of coronary artery disease

(CAD), diabetes mellitus (DM) and health maintenance/screening

(HM) with PEP score, and wRVUs for primary care physicians at a

large health system in Western Pennsylvania. We included all pro-

viders with at least 6 days of EMR usage from the PEP reporting

periods and quality metrics data from at least 50 patients for each of

the three domains during 2016. We performed separate analysis using

for each QM. The PEP score for EMR efficiency is reported on a 0-10

scale and was averaged between two time points 1 month apart. We

included wRVUs for the 2016 calendar year. We used multivariable

linear regression to evaluate the association between QMs and PEP

score, adjusted for wRVUs.

RESULTS: The study population includes 222 adult primary care providers

(internal medicine and family medicine specialties). After adjustment for

wRVUs, PEP scores were a significant positive predictor of HM QM

(p=0.014) and DM QM (p=0.003), but not CAD QM (p=0.08). Despite

statistical significance, very little variance in the QMs was explained by

efficiency scores; adjusted R-square was 0.02 for the HM QM and was 0.03

for the DM QM.

CONCLUSIONS: In this dataset of 222 adult primary care providers,

EMR efficiency is not associated with quality metrics; the quality of

care that a physician provides is independent from the physician's

EMR efficiency.

QUALITY OF CLINICAL OUTCOMES AND EFFECTIVENESS OF

HEART FAILURE EXACERBATION MANAGEMENT IN EMER-

GENCY ROOMOBSERVATION UNIT VERSUS CORONARY CARE

UNIT Jose G. Ruiz-Morales; Pujan Patel; Saif Ibrahim; Allan Miller. Univer-

sity of Florida-Jacksonville, Jacksonville, FL. (Control ID #2943686)

BACKGROUND: Heart Failure (HF) is among the leading causes of hospi-

talization and healthcare costs in the United States. 30-day readmission has

been the standard quality measure. There are increasing efforts in clinical

practice to reduce readmission rates and overall costs. We proposed utilizing

a non-acute emergency room facility (Clinical Decision Unit) for management

of mild exacerbations of volume overload under observation status rather

admission.

METHODS:We implemented the CDU-HF protocol in our hospital in

9/2015. After implementing a protocol to identify mild HF exacerba-

tion cases and observe those in the ER for 24 hours before deciding

on the need for a longer stay and CCU admission. We prospectively

followed 99 chronic HF patients who were observed and managed in

the ER from 9/2015-9/2016. The controls were mild exacerbation

patients who were directly admitted to the CCU before the protocol

implementation. For this we retrospectively reviewed 27 chronic HF

patients managed in the CCU from 9/2014 to 9/2015 as controls.

Patients managed in the ER were discharged within 24 hours from

admission for observation. Both groups met the criteria for mild

decompensation: absence of clinical signs of low output, acute coro-

nary syndrome, or significant arrhythmia. Patients needed mechanical

ventilatory support were admitted to the CCU.

RESULTS: The 2 groups were not significantly different in their baseline

characteristics including HF etiology (ischemic versus non-ischemic), age,

gender, and ejection fraction. In the ER group 28 were readmitted within 30

days (28.2%) versus 6 in the CCU group (22.22%) (p=0.94). 30 patients

(30.3%) in the ER group were readmitted within 90 days versus 11 (40.74%)

for CCU patients (p=0.304).

CONCLUSIONS: Managing mild HF exacerbation in the ER under obser-

vation is equally safe and more cost effective than managing those patient in

the CCU. Both groups had comparable 30- and 90- day readmission rates and

clinical outcome.
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QUALITY OF PRIMARY CARE FOR WOMEN'S HEALTH CONDI-

TIONS IN VA: COMPARING NURSE PRACTITIONERS AND PHY-

SICIAN ASSISTANTS TO PHYSICIANS Kristina M. Cordasco1, 2; Anita

H. Yuan1; Marjorie Danz1, 3; LaShawnta S. Jackson1; Melissa Farmer1; Lueng

Tcheung2; Donna L. Washington1, 2. 1VA Greater Los Angeles Healthcare

System, Los Angeles, CA; 2VA Greater Los Angeles Healthcare System/

UCLA, Los Angeles, CA; 3RAND Health, Santa Monica, CA. (Control ID

#2938145)

BACKGROUND: Prior research has found that the quality of primary

care delivered by independently-practicing nurse practitioners (NPs) or

physician assistants (PAs), is equal to or, on some measures, better than

care by physicians. Few studies, however, have examined similarities and

differences in management of women's health conditions by primary care

providers' (PCP) professional degree, and none have done so within the

Veterans Health Administration (VA). We assessed for variations in adher-

ence to quality measures between NP/PA and physician VA PCPs caring

for women Veterans with female-specific conditions.

METHODS: We performed a structured electronic medical record

abstraction to determine guideline adherence from 6/01/13 to 9/30/15

across four VA sites. We applied 15 quality measures to 309 episodes

of abnormal uterine bleeding (AUB) care, 8 quality measures to 152

episodes of urinary incontinence (UI) care, and 9 quality measures 602

episodes of hormone therapy (HT) prescriptions. Within each condi-

tion, we compared overall guideline adherence, across measures, com-

paring episodes cared for by NPs/PAs to those cared for by physi-

cians, using student t-tests and then, to compare quality for individual

measures, we used chi-squared tests.

RESULTS: For AUB care, overall guideline adherence was similar for

the 99 episodes cared for by NP/PAs (55%) and the 210 episodes

cared for by physicians (55% versus 52%, respectively, p=0.316).

Although NP/PAs were more likely than physicians to have performed

a pelvic examination (51% versus 38%, respectively, p=0.030), NP/

PAs were less likely to have assessed pregnancy status (24% versus

36%, respectively, p=0.039). For UI care, overall guideline adherence

was not statistically significantly different between the 38 episodes

cared for by NP/PAs and the 114 episodes cared for by physicians

(36% versus 41%, respectively p=0.188). There were also no differ-

ences in adherence to individual quality measures for UI. For meno-

pause HT prescriptions, overall guideline adherence was similar as

well: 64% for the 198 prescriptions written by NPs/PAs, and 61%

for the 404 prescriptions written by physicians (p=0.307). Among

newly-initiated HT prescriptions, NP/PAs were more likely (85%) than

physicians (68%) to have documented a guideline adherent indication

for HT (p=0.003).

CONCLUSIONS: Although some differences existed in individual quality

measure adherence for AUB and menopause care, overall adherence across

quality measures for AUB, UI, and menopause was similar between NPs/PAs

and physicians. Nonetheless, improvements in guideline adherence for

women's healthcare conditions are needed by both NP/PAs and physicians,

although specific targets for improvement differ slightly by group. As founda-

tion for quality improvement, future work should examine for the influence of

other provider characteristics, as well as patient, practice, and system level

factors associated with quality variations in care for women's healthcare

conditions in VA.

QUANTIFYING THE CONTRIBUTIONS OF GEOGRAPHY AND

CONTEXTUAL FACTORS TO WHITE-BLACK DISPARITIES IN

HOSPITAL QUALITY OF CARE FOR CORONARY HEART DIS-

EASE Ioana Popescu1; Joseph Pane3; Peter Huckfeldt2; Jose J. Escarce1.
1UCLA, Los Angeles, CA; 2University of Minnesota, Minneapolis, MN;
3RAND Corporation, Pitsburgh, PA. (Control ID #2941935)

BACKGROUND: White-black disparities in hospital quality of care for

coronary heart disease (CHD) have been documented, and are not fully

explained by differences in geographic access. Other factors influencing hos-

pital choice, including differences in physician networks and patient prefer-

ences, may play a role. Taken together, these factors determine racial differ-

ences in "hospital choice behavior". The objective of this study was to assess

the contributions of hospital choice behavior and geographic access to white-

black gaps in hospital quality for CHD.

METHODS:We used Medicare files to identify black and white beneficiaries

aged 65 or older admitted to the hospital July 2009 - December 2011 with acute

myocardial infarction (AMI) or undergoing coronary artery bypass graft sur-

gery (CABG). We assessed hospital quality using published CMS 30-day risk-

standardized AMI mortality rates. Hospitals were identified as low-quality if

they ranked in the top quintile, and high-quality if they ranked in the bottom

quintile of the mortality distribution. We estimated the relationship between

race and high/low quality hospital admission using multinomial conditional

logit models, which accounted for distances from patients' homes to available

hospitals. We used model estimates and decomposition techniques to calculate

the overall white-black gap in the use of high and low-quality hospitals, and the

contributions of the two components, racial differences in hospital choice

behavior and geographic access, to the gap.

RESULTS: The white-black gap in high-quality hospital use was positive for

both conditions but was significant only for CABG (2.3%, p = 0.18 for AMI, and

9.1%, p<.001 for CABG). For both conditions, the gap component due to racial

differences in hospital choice behavior was positive (i.e., given same access,

whites were more likely to choose high-quality hospitals) and significant (3.4%,

p<.001 for AMI and 7.7%, p<.001 for CABG).Moreover, differences in hospital

choice behavior accounted for nearly all the gap for CABG. In contrast, the

component due to geographic access was small and not significant for both

conditions (-1.1%, p=0.44 for AMI, and 1.3%, p=0.31 for CABG). The overall

gap in low-quality hospital use was not significant for either condition, but the

two components were significant for AMI, with opposite effects. Whites had

more access to low-quality hospitals (gap 1.8%, p=0.02) but were less likely than

blacks to use these hospitals (gap -1.6%, p<.01).

CONCLUSIONS: White-black disparities in high quality hospital use for

CHD were limited mostly to CABG, an elective procedure, and primarily

driven by factors that influence hospital choice beyond geographic access. To

address disparities, policy makers and other stakeholders need to understand

the contributions of these factors, including differences in physician referral

networks and differences in patient preferences, to racial differences in hospital

quality of care.

QUESTIONING BIASES: ASSESSING RESIDENT ATTITUDES TO-

WARDS OPIOID MAINENANCE THERAPY Divya Venkat1; Bruce

Ling2; Courtney Watson2; Herman Singh1; Elizabeth Cuevas2. 1Allegheny

General Hospital, Pittsburgh, PA; 2Allegheny Health Network, Pittsburgh,

PA. (Control ID #2944396)
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BACKGROUND:According to the Center for Disease Control, opioid related

death quadrupled from 2009 to 2015, led by West Virginia and Pennsylvania.

In light of the rising crisis, the Federal Drug Administration has developed a

series of medications as well as educational programs for providers to utilize

opioid maintenance therapy (e.g., buprenorphine). Despite these initiatives, a

majority of providers are uncertain about maintenance therapy in previous

opioid abusers. This Quality Improvement activity evaluates Internal Medicine

resident attitudes towards maintenance therapy in a patient population with a

high level of opioid use.

METHODS: The setting occurs in a residency program on the North Side of

Pittsburgh, an area that has a higher than average heroin and opioid use patient

population. Paper surveyswere given to residents. The questionswere centered

around resident comfort in utilizing maintenance therapies such as methadone

and buprenorphine. The questions then detailed possible concerns associated

with the medication in prescribing this medication on a scale of "very unlikely"

(1) to "very likely" (5). These responses were then tallied and analyzed using

paired t-tests to assess resident attitudes and beliefs.

RESULTS: Thirty three total internal medicine residents were surveyed. The

majority were likely or very likely to refer for methadone (61%) or suboxone

(64%) whereas only 24% for buprenorphine only. The most frequent concerns

regarding the use of opioid maintenance therapy was the commitment of

patients to sobriety closely followed by manipulative behavior by patients in

the clinic. The greatest barrier for residents to prescription of suboxone was the

lack of exposure on this subject (mean Likert score 3.4) with statistically

significant differences (p<.05) compared to the belief that the medication is

dangerous for patients (2.2), financial constraints (2.8), fear of prescribing

(2.9), concern for potential abuse (2.9), and a lack of time (3.0). While the

only significant difference found with lack of knowledge (3.2) was to the belief

that the medication is dangerous for patients (p<.05), there were trends for

differences between the lack of knowledge with concern for potential abuse

(p=.053), fear of prescribing (p=.054), financial constraints (p=.06), lack of

time (p=.09).

CONCLUSIONS: This survey was performed as a means to further under-

stand and assess the attitudes of residents trained in a hospital with a large

opioid abuse population. The results of this survey suggest that a majority of

these residents may utilize maintenance therapy in their patient population but

are concerned about manipulation and mistrust regarding sobriety. Addition-

ally, these residents also feel that their discomfort in prescribing these medica-

tions centers on lack of knowledge or prior exposure. This emphasizes the

importance of clinical education regarding opioid abuse and the proper man-

agement of sobriety to guide changes to current curriculum on the management

of opioid use disorder.

RACE, BUNDLED PAYMENT POLICY, AND DISCHARGE DESTI-

NATION AFTER TOTAL KNEE REPLACEMENT: THE EXPERI-

ENCE OFAN URBAN ACADEMIC HOSPITAL Michele Fang1; Eric L.

Hume2; Said A. Ibrahim1. 1University of Pennsylvania, Philadelphia, PA;
2Perlman School Medicine, U Pennsylvania, Philadelphia, PA. (Control ID

#2939971)

BACKGROUND: There is marked racial variation in discharge destination

after undergoing elective joint replacement surgery. Discharge destination has

significant implications in quality outcomes such as readmissions to acute care

and postoperative complications. New payment models such as the

Comprehensive Joint Replacement Model (CJR) are intended to incent better

post-discharge care coordination. It is unclear how these payment models

impact racial variations in discharge destination after elective surgery. We

examined trends in discharge destination before and after the CJR in AA and

white patients undergoing Total Knee Replacement (TKR).

METHODS: Our sample consisted of all patients who underwent primary

TKR at the University of Pennsylvania Penn Presbyterian Hospital between

2014 and 2017. We compared differences before and after the policy imple-

mentation in patient characteristics, discharge destination (Skilled Nursing

Facility (SNF), Inpatient Rehabilitation Facility (IRF), home, home with home

health (HH), or other), and outcomes. Paired t-tests were used with p <0.05

defined as significant difference.

RESULTS: We identified 2276 patients who underwent TKR. Table 1 sum-

marized key findings. Briefly, before payment policy changes, AA patients

were more likely to be discharged to SNF as opposed home (p<0.05). AA

patients who were discharged to SNF had higher rates of readmission to acute

care hospital compared white patients (p<0.05). Post policy, the differences

remained unchanged. We also found no significant racial differences pre or

post policy in rates of readmission, LOS, mortality, or ICU days.

CONCLUSIONS: In this sample of patients who underwent elective TKR at

one academic urban health system, we found no significant changes in racial

variations in discharge destination after elective TKR. Overall, more patients

were discharged home after the policy change. Payment reforms alone might

not be sufficient to address variation in post-op management following elective

surgery.

RACE, ETHNICITY, AND USE OF NON-VITAMIN K ANTAGONIST

ORAL ANTICOAGULANTS IN PATIENTS WITH ATRIAL FIBRIL-

LATION: A NATIONAL STUDY Utibe R. Essien1; Larry R. Jackson2;

DaJuanicia N. Holmes2; Jonathan Piccini2; Daniel E. Singer1. 1Massachusetts

General Hospital, Boston, MA; 2Duke Clinical Research Institute, Durham,

NC. (Control ID #2944364)

BACKGROUND:While atrial fibrillation (AF) is less common in blacks and

Hispanics, it poses a higher risk of stroke. Prior studies show that oral

anticoagulant (OAC) use for AF is low in minorities. Yet little is known about

disparities in non-vitamin K antagonist oral anticoagulant (NOAC) use- novel

agents shown to be as safe as warfarin with better adherence and stroke

prevention. We assessed whether racial/ethnic disparities exist in the use of

NOACs for patients with AF.

METHODS: The cohort for this analysis was derived from the Outcomes

Registry for Better Informed Treatment of Atrial Fibrillation II (ORBIT-AF II):

a prospective U.S. outpatient registry of patients with AF enrolled from

primary care and cardiology practices. Race/ethnicity was categorized as

white, black or Hispanic by self-report. We evaluated overall OAC and NOAC

use by race/ethnicity using logistic regression, adjusting for demographic,

clinical and socioeconomic (SES) factors (median household income, insur-

ance status, and education level).

RESULTS: The cohort included 11,100 white, 646 black and 671 Hispanic

patients with AF. Relative to white and Hispanic patients, black patients were

younger. Blacks and Hispanics included a higher proportion of females, were

more likely to have Medicaid, and less likely to have graduated from college.

Blacks and Hispanics were more likely to have a high CHA2DS2VASc score,

hypertension, diabetes, and a prior stroke. Blacks and Hispanics were more
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likely to be enrolled by a primary care provider. Overall, OAC use (warfarin

and NOACs) was high (89%), predominantly NOACs (75%). After adjusting

for demographic and clinical features, fewer blacks received any OAC versus

whites, adjusted odds ratio, aOR, 0.75, (95% CI: 0.56, 0.99), and fewer

received NOACs, aOR 0.63 (95% CI: 0.49-0.83). After further controlling

for SES factors, there was a trend towards lower OAC use in blacks, aOR 0.78

(95% CI: 0.59-1.04); NOAC use remained lower in blacks using OAC, aOR

0.74 (95% CI: 0.56-0.97) (Table). There was no significant difference in OAC

or NOAC use between whites and Hispanics. Among warfarin users, median

time in therapeutic range was lower in blacks (57.1%) and Hispanics (51.7%)

than whites (67.1%, p<0.0001). Blacks and Hispanics treated with NOACs

were less likely to receive appropriate dosing than whites (15.5% vs. 18.1% vs.

12.6% respectively, p=0.01).

CONCLUSIONS: After controlling for clinical and SES factors, in a cohort

with access to care, blacks with AF were less likely than whites and Hispanics

to receive NOACs. When treated, the quality of OAC and NOAC use was

poorer in blacks and Hispanics. Identifying modifiable causes of these dispar-

ities should improve overall quality of care in AF.

RACIAL AND ETHNIC DIFFERENCES IN THE DIAGNOSIS OF

TYPE 2 MYOCARDIAL INFARCTION Robert L. Goodman1, 2; Beshoy

Y. Adly1; Huma Ahmed1. 1Montefiore Medical Center, Bronx, NY; 2Albert

Einstein College of Medicine, Bronx, NY. (Control ID #2937614)

BACKGROUND: In it's 2007 report, the Task Force for the Universal Defini-

tion of Myocardial Infarction distinguished "type 1 myocardial infarction"

resulting from atherosclerotic plaque rupture, from "type 2 myocardial infarc-

tion", wich results from oxygen supply and demand imbalance. The absence of

diagnostic criteria for type 2 MI, however, has resulted in confusion and

heterogeneity in applying the diagnosis. The management of type 1 and type 2

MI is quite different: invasive interventions and evidence-based treatments for

type 1 MI, vs. remedying the underlying problem in type 2 MI (e.g., correcting

anemia). Given the large literature on disparities in care among racial and ethnic

minorities, in particular cardiovascular care, where, for example, Blacks have

been found less likely to be referred for cardiac procedures, to receive drug-

eluting stents, or to receive evidence-based treatments, we hypothesized that

Blacks might be more likely to be diagnosed with type 2 MI.

METHODS:We identifed subjects >18 years of age hospitalized at Montefiore

Medical Center in 2014 and 2015 who had at least one troponin T value > 0.10

ng/ml and who were considered by the treating team to have type 1 or type 2MI

(we considered the term "demand ischemia" to be synonymous with type 2 MI).

Diagnosis was based on the treating team's assessment and was not based on a

"final" or adjudicated diagnosis. Exclusion criteria included ST elevation MI;

transfer from other hospital; end stage renal disease; post-operative MI; troponin

elevation attributed to non-ischemic cause such as stroke, pulmonary embolism,

chronic kidney disease; or failure of treating team to address elevated troponin.

The primary analysis was the odds of diagnosis of type 2MI in Blacks compared

toWhites. Logistic regression was used to adjust for age, gender, socioeconomic

status, diabetes, chronic kidney disease, acute heart failure, sepsis, and illness

severity. Secondary analysis was the odds of diagnosis of type 2MI in Hispanics

compared to Whites.

RESULTS: 1,819 subjects were included in the analysis. 29% of subjects were

White, 30%were Black or African American, 36%Hispanic, and 5% Asian or

other. 46.5% of subjects were female. 72.5% of patients were classified by the

treating team to have type 1 MI, and 27.5% were felt to have type 2 MI. The

mean age for type 1 MI was 67.6 years and for type 2 MI was 75.3 years.

Blacks were more likely than whites to be diagnosed with type 2 MI (adjusted

OR 1.85, 95% CI 1.35- 2.54). Hispanics were less likely to be diagnosed with

type 2 MI compared to Whites (adjusted OR 0.52, 95% CI 0.37-0.74).

CONCLUSIONS: The diagnosis of type 2 myocardial infarction differed by

race and ethnic status. This could be due to unmeasured confounders or failure

to adequately capture the presence or severity of confounders in our analysis.

Whether these differences in diagnosis of type 2 MI by race and ethnic status

are in fact due to differences in true incidence or whether they are due to bias

warrants further study.

RACIAL AND INSURANCEDISPARITIESAMONGPATIENTS PRE-

SENTING EMERGENTLY WITH CHEST PAIN: ARE WE IMPROV-

ING? Amrita Mukhopadhyay; Robert N. D'Angelo; Ethan Senser; Kyle

Whelan; Christina C. Wee; Kenneth J. Mukamal. Beth Israel Deaconess

Medical Center, Boston, MA. (Control ID #2936189)

BACKGROUND: Significant racial and socioeconomic disparities appear to

exist in the evaluation of patients presenting to the emergency department (ED)

with chest pain. Nationally representative survey data have revealed differ-

ences in triage categorization and cardiac testing for black patients and for

patients with public insurance. However, these studies were conducted over a

decade ago and did not adjust for geographic region, vital signs on presentation

to the ED, or co-morbidities. We aimed to reevaluate the effect of race and

insurance type on triage acuity and rates of cardiac testing to assess if these

disparities have improved over time.

METHODS: We identified ED visits for adults presenting with chest pain in

the 2009-2013 National Hospital Ambulatory Health Care Surveys. Associa-

tions between race and payment type with triage assessment and likelihood of

ordering electrocardiography (EKG) or cardiac enzymes were examined using

weighted logistic regression, adjusting for age, sex, region, vital signs, severity

of pain, and co-morbidities.

RESULTS: A total of 7,432 patients met inclusion criteria, corresponding to

an estimated 33.3 million patients nationwide. When compared with white

patients, non-Hispanic black patients presenting with chest pain were less

likely to be triaged emergently (adjusted odds ratio [OR]=0.80, 95% confi-

dence interval [CI]=0.63-0.99). We observed no significant differences be-

tween white and black patients in the likelihood of ordering EKG (OR=0.92,

CI=0.73-1.17) or cardiac enzymes (OR=0.97, CI=0.80-1.18). Compared with

patients with private insurance, those with Medicaid were less likely to be

triaged emergently (OR=0.72, CI=0.59-0.87) or have an EKG ordered

(OR=0.60, CI=0.47-0.77). Patients with Medicare were less likely to have an

EKG ordered (OR=0.66, CI=0.51-0.85), and patients without insurance were

less likely to have an EKG (OR=0.73, CI=0.57-0.94) or cardiac enzymes

(OR=0.79, 95% CI=0.64-0.98) ordered. We observed no significant associa-

tions between likelihood of ordering cardiac enzymes and Medicaid

(OR=1.07, CI=0.87-1.31) or Medicare (OR=0.90, CI=0.73-1.11), or between

likelihood of being triaged emergently andMedicare (OR=0.86, CI=0.71-1.05)

or no insurance (OR=0.95, CI=0.77-1.16).

CONCLUSIONS: Racial and socioeconomic disparities in triaging urgency

remain for patients presenting to the ED with chest pain, even after adjusting

for presenting vital signs and self-reported pain. Non-Hispanic black patients

and patients with Medicaid were less likely to be triaged urgently, potentially
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resulting in adverse outcomes. In contrast to older studies, race was not

associated with likelihood of EKG or cardiac enzyme testing. However,

differences in testing by insurance status remained. Although our findings

could signal some improvement in healthcare disparities, important differences

persist even at the very earliest moment of contact with the healthcare system.

Further work to quantify the effects of these disparities on patient outcomes is

needed.

RACIAL DIFFERENCES IN REACTIONS TO RECOMMENDA-

TIONSANDEVIDENCEABOUTPROSTATECANCERSCREENING

Elisheva Danan1, 3; Katie M. White2; Melissa Partin1, 3. 1Minneapolis VA

Health Care System, Minneapolis, MN; 2University of Minnesota, Minneap-

olis, MN; 3University of Minnesota Medical School, Minneapolis, MN. (Con-

trol ID #2945646)

BACKGROUND: Prostate cancer is the most common cancer among Amer-

ican men, yet the potential benefits of screening with Prostate Specific Antigen

(PSA) do not clearly outweigh the expected harms. The Veterans Health

Administration (VA) endorses current guidance not to routinely screen low-

risk men, and encourages patients at elevated risk, such as African American

(AA) men, to discuss screening with their physicians. To refine a patient

educational pamphlet designed to facilitate these discussions, we studied

how Caucasian and AA men differ in their responses to recommendations

and evidence about prostate cancer screening.

METHODS: We held 6 focus groups (FGs) at a Midwestern VA with men

over the age of 50 who had a PSA test in the prior year and no diagnosis of

prostate cancer. Four FGs included only Caucasian men, and two included only

AA men. Participants received a $40 stipend for their participation. This study

was approved by the Minneapolis VA IRB and the University of Minnesota

IRB. FG participants reviewed and provided reactions to content in a 10-page

pamphlet entitled "Prostate cancer: why some doctors no longer recommend

screening." FGs were audio-recorded, then transcribed. We used an inductive

qualitative analysis approach informed by grounded theory to develop and

refine a codebook. We then identified and defined emerging themes from the

coded text, and compared these themes across racial groups.

RESULTS: Each FG lasted approximately 90 minutes, and included 5-9

participants, for a total of 44 participants. Commonalities across all FGs

included surprise at the recommendation not to screen for prostate cancer,

and more resistance than receptivity in response to the recommendation. Most

Caucasian men utilized a biomedical model for cancer which framed a discus-

sion of screening as an informed decision ultimately made by the patient. They

commonly mentioned ease of testing, peace of mind and early detection as

benefits of testing, and downplayed potential downstream harms as avoidable.

In contrast, few AA men discussed benefits of screening and many described

being dissuaded by the potential harms. Several AA men used a common

explanatory model/lay belief about cancer that surgery or "cutting" can spread

cancer. They shifted the discussion of screening to prevention and self-care

(e.g., diet). AA participants also frequently mentioned discrimination in both

personal healthcare experiences and in reaction to prostate cancer screening

recommendations.

CONCLUSIONS:Caucasian and African Americanmale Veterans responded

differently to recommendations and evidence related to prostate cancer screen-

ing. These differences may result from different explanatory models, and/or

different experiences with the healthcare system. Enhancing provider

understanding of patients' explanatory models and experiences may improve

communication about the potential benefits and harms of prostate cancer

screening.

RACIAL DISCRIMINATION IN THE PATHWAY TO HOMELESS-

NESS: RESULTS FROM THE HOPE-HOME STUDY Dereck W. Paul;

Kelly R. Knight; Margot Kushel. University of California, San Francisco, San

Francisco, CA. (Control ID #2945406)

BACKGROUND: Black Americans are 3-4x more likely to experience

homelessness than white Americans. High prevalence of homelessness con-

tributes to poor health outcomes in blackAmericans.We identified experiences

of racial discrimination in the life course of older homeless adults and exam-

ined how they influenced susceptibility to homelessness.

METHODS: HOPE HOME is a longitudinal cohort study of 350 older

homeless adults recruited from the community in Oakland, California; we

conducted semi-structured in-depth interviews with 24 participants about their

experience of homelessness, and performed a thematic analysis of the inter-

views using qualitative analysis methods, including grounded theory.

RESULTS: Of the participants interviewed, 63% were black, and 75% were

men. Unprompted accounts of overt racial discrimination during childhood

emerged and included targeted violence, verbal abuse, and denial of services;

in adulthood, we identified overt racial discrimination in employment and the

effects of structural racism. Overt Racial Discrimination in Childhood. Many

participants experienced racial discrimination in childhood. One participant

recounted observing racial violence during the era of public school integration,

which led him to withdraw from school. [W]what scared me, which made me

not come back to school, is one guy [another black student integrating the

white school] they caught and they beat him so bad that he just had a hole in

his face, all his teeth, everything was gone, his lips, everything, and he just had

a giant hole in his face and it scared me so much. Employment Discrimination.

Another participant recounted experiencing employment discrimination,

which led to job, and eventually housing, loss. [At my job] there was a lot of

racial tension… And when they had cutbacks most of the minorities got let

loose [fired] and some of us was hired before the other people [who didn't lose

their jobs]. Structural Racism. Participant accounts also revealed the effects of

structural racism on their susceptibility to homelessness. Participants recounted

being imprisoned on non-violent drug charges and subsequently losing their

housing. Others described how these charges later made them ineligible for

subsidized housing. [The police discovered] a half-ounce of cocaine [and]

turned the misdemeanor into a felony. They didn't charge me with the posses-

sion [of the cocaine], they just violated my probation, which is the game that

they play. Okay, so then I end up losing my, my possessions, losing my, by the

time I come out I'm homeless.

CONCLUSIONS: Older homeless adults who are black described experi-

ences of racial discrimination which directly or indirectly contributed to their

becoming homeless. Ending homelessness and its concomitant poor health

outcomes will require addressing the pervasive effects of racism.

RACIAL DISPARITIES IN QUALITY PERSIST IN DIALYSIS CEN-

TER PAY-FOR-PERFORMANCEMilda R. Saunders1; John Cursio2; Mar-

shall Chin2. 1University of Chicago Medical Center, Chicago, IL; 2University

of Chicago, Chicago, IL. (Control ID #2945018)
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BACKGROUND: In 2012, the Centers for Medicare and Medicaid Services

(CMS) began the End Stage Renal Disease Quality Incentive Plan (ESRD

QIP), a pay-for-performance program for dialysis facilities. Examination of

QIPmay be instructive as a case-study both of the ability of financial incentives

to improve quality and impact disparities. Here we examine the results of the

2016 ESRD QIP for dialysis facilities overall, by facility characteristics and

neighborhood demographics.

METHODS: Our data sources were the 2016 CMS ESRD QIP Facility

Performance File, which contained total performance scores (TPS)—range 1-

100—for CMS certified facilities (n=6048) in the US, linked to US Census

American Community Survey data by zip code. Per QIP, facilities with a TPS

less than 54 (out of 100)—derived from the 8 clinical measures and 4 reporting

measures—had their payments reduced on a sliding scale, ranging from 0.5%

to 2%. We dichotomized the QIP total performance scores to ‘any' versus ‘no'

payment reduction. We used logistic regression to characterize associations

between QIP performance and dialysis facility characteristics and neighbor-

hood demographics.

RESULTS: Only 6% of facilities received a payment reduction in 2016

(compared to 30% for P4P 2012). Mean TPS was 43.3 in payment reduction

group compared to 75.1 in the no payment reduction group (p<0.01). In

multivariable analysis, dialysis facilities with any payment reductions were

more likely to beChain other than the 2 large national chains (OR 1.85, 95%CI

1.3, 2.6), to have had a payment reduction in the prior year (OR 6.1, 95% CI

4.4, 8.4) and to have a greater proportion of African Americans in the

neighborhood (lowest versus highest quartile, OR 2.1, 95%CI 1.4, 3.2). When

facility racial composition was added to analysis, receiving a payment reduc-

tion was significantly associated with having a greater proportion of African

Americans in the facility (lowest versus highest quartile, OR 2.1, 95% CI 1.2,

3.8), and neighborhood racial composition was no longer significant.

CONCLUSIONS: In the fifth year of CMS pay-for-performance, a large

proportion of dialysis facilities met or exceeded national standards and re-

ceived no payment reduction. Facilities in African American communities (and

with large African American populations) were still more likely to receive a

payment reduction.

RACIAL/ETHNIC DISPARITIES IN EMERGENCY DEPARTMENT

AND AMBULANCE USE AMONG CO-LOCATED MEDICARE

ENROLLEES Amresh D. Hanchate; K. Sophia Dyer; Michael K. Paasche-

Orlow; William E. Baker; Souvik Banerjee; Meng-Yun Lin; Wendao Xue;

James Feldman. Boston University School of Medicine, Boston,MA. (Control

ID #2936301)

BACKGROUND: Current evidence on racial/ethnic disparities in ED and

ambulance use doesn't account for residential segregation of racial/ethnic

minorities. Using a purposive national sample of Medicare enrollees of all

race/ethnic groups co-located in the same zip codes, we sought to estimate

racial/ethnic differences in ED and ambulance use, and their association with

patient health status, socioeconomic indicators, and provider availability.

METHODS: We partitioned the universe of Medicare Fee for Service

enrollees by zip code and randomly sampled approximately equal number of

Hispanics, (non-Hispanic) blacks and (non-Hispanic) whites from each zip

code. In zip codes lacking diversity, we sampled enrollees in the same hospital

referral region. Using Medicare inpatient and outpatient care utilization data

during 2006-2012 we obtained annual counts of ED visits and ambulance

transports to an ED, our main outcomes. ED visits to safety net hospitals was a

secondary outcome. Using weighted generalized linear regression models we

estimated age-sex adjusted population rates of ED and ambulance use by

race/ethnicity, and the extent to which these were associated with three covar-

iate domains: patient health status (comorbidities), socioeconomic indicators

(dual Medicaid coverage, low income) and provider availability (metropolitan

area, proximity to hospital). We also examined these rates for subgroups by

urban/rural location.

RESULTS:Our study data of 7.0 million annual observations for 2.45 million

enrollees aged 65 and older represents over 28millionMedicare enrollees each

year. Among whites there were 37.1 ED visits (95% CI 36.8-37.3) and 9.7

ambulance transports (95%CI 9.6-9.8) per 100 persons each year. Adjusted for

age and sex, these rates were 34.5% and 14.0% higher among blacks, and

29.8% higher and 3.9% lower among Hispanics, respectively. These differ-

ences are unchanged when zip codes lacking diversity are excluded. Variation

in ED and ambulance use differences were largely accounted for by comor-

bidities, with limited contribution from socioeconomic and provider availabil-

ity indicators. Adjusting for comorbidity, socioeconomic status and provider

availability resulted in no change in white-black differences for ED and

ambulance use. Adjusting for comorbidities revealed even higher rates of ED

use and a switch from lower to higher ambulance use among Hispanics,

relative to whites. Compared to metropolitan areas, disparities were larger in

rural areas. 22% of ED visits were to safety-net hospitals. Adjusted for age and

sex, the rate of safety-net ED visits was 76% and 36% higher among blacks

and Hispanics, respectively, relative to whites.

CONCLUSIONS: Compared to their co-located white counterparts, black

and Hispanic Medicare enrollees used more ED and ambulance services.

Whether these differences are due to differences in preferences or unobserved

access barriers need to be examined.

RANDOMIZED CONTROLLED TRIAL OF A VIDEO INTERVEN-

TION TO IMPROVE OUTCOMES IN PATIENTS WITH TYPE 2

DIABETES MELLITUS Howard Gordon1, 4; Oksana Pugach2; Richard L.

Street3; Ben Gerber4; Natalia Skorohod1; Pooja Solanki1. 1Jesse Brown

VAMC, Chicago, IL; 2UIC, Chicago, IL; 3Texas A&M University, Collegfe

Station, TX; 4University of Illinois at Chicago, Chicago, IL. (Control ID

#2942337)

BACKGROUND: Interventions to improve patients' communication exist,

butmany require trained personnel andmay be too expensive to use in practice.

In this investigation, we evaluated the efficacy of a brief video to improve

patient self-efficacy to communicate with their physician, and to improve

medication adherence and hemoglobin A1c.

METHODS: Patients (N=147) with type 2 diabetes mellitus that was not well

controlled (HgA1c > 7.5) were enrolled in a randomized controlled trial of the

intervention. The intervention was an 11-minute video based on communica-

tion and social behavioral theories. The video encouraged patients to use active

communication behaviors when communicating with a physician, using sce-

narios showing role models of patients overcoming common communication

barriers through exemplary communication behaviors. The control was a 12-

minute video that discussed dietary recommendations contained in the US

Department of Agriculture ChooseMyPlate guideline. Patients had a baseline

and intervention visit and watched the assigned video between the visits.

Randomization was 1:1 and was blocked by race and gender. Three outcomes
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(1) Patient reported self-efficacy (Perceived Efficacy in Patient Physician

Interactions; scale range 5-25); Adherence [Morisky score and medication

possession ratio]; and hemoglobin A1c (HgA1c) were measured before or at

the baseline visit and after the intervention visit. Co-variates included demo-

graphics, health literacy, and trust. Analyses compared the intervention and

control groups using bivariate statistics and multiple regression.

RESULTS: There were no statistically significant differences in age, race,

gender, education, marital status, income, health literacy, quality of life or trust

in physician in the control and intervention groups (P>0.10). In bivariate

analysis, self-efficacy at visit 1 among intervention and control was not

statistically different (P=0.94), but at visit 2 self-efficacy was somewhat lower

(P=0.07) in the intervention group compared with the control group. Adher-

ence was not different between intervention and control. HgA1c was lower

after visit 2 in both intervention and control (P<0.05). After adjusting for

gender, race, and baseline PEPPI score using multiple regression, patients in

the intervention group had higher self-efficacy compared with patients in the

control group [Beta 0.71 (SE 0.32); P=0.03]. In similar regression analysis

adjusting for baseline HgA1c, patients in the intervention group had lower

HgA1c compared with patients in the control group [Beta -0.45 (SE 0.20);

P=0.02].

CONCLUSIONS: A brief pre-visit video intervention improved diabetes

patients' self-efficacy in interacting with their physician and led to lower

HgA1c. Video-based interventions that use role modeling of active communi-

cation behaviors have promise for improving doctor-patient communication

and medical outcomes and should be evaluated in larger populations.

RANDOMIZED CONTROLLED TRIAL OF CENTRALIZED VAC-

CINE REMINDER/RECALL TO IMPROVE ADULT VACCINATION

RATES IN AN ACCOUNTABLE CARE ORGANIZATION SETTING

Laura P. Hurley1, 3; Brenda Beaty3, 2; Dennis Gurfinkel3; Steven Lockhart3; L

Miriam Dickinson3, 4; Allison Kempe3, 5. 1Denver Health, Denver, CO;
2Unviersity of Colorado, Aurora, CO; 3University of Colorado, Anschutz

Medical Campus, Aurora, CO; 4University of Colorado, Aurora, CO; 5Uni-

versity of Colorado School of Medicine, Aurora, CO. (Control ID #2938493)

BACKGROUND: Adult vaccination rates are well below Healthy People

2020 goals. A proven, but underutilized, method to increase vaccination rates

is reminder/recall (R/R). Centralized R/R using data from a state or regional

immunization information system (IIS) has been shown to be effective in prior

pediatric trials, but has not been extensively tested in adult populations.

Accountable Care Organizations (ACOs) have been tasked with coordinating

patient care, and could use an IIS to send out R/R centrally, reducing the burden

on individual practices within the ACO. Our objectives were to assess effec-

tiveness of centralized IIS-based vaccine reminder/recall vs. usual care for

adult vaccine delivery within an ACO. Perceived impact of and barriers to this

approach were examined using qualitative methods.

METHODS: From September 2016 to April 2017, we conducted a random-

ized controlled trial involving adult patients of 6 healthcare entities in 6

Colorado counties who were enrolled in a regional ACO serving individuals

with Medicaid. Patients were divided into two strata: 15,153 adults 19-64 y.o.

and 616 adults ≥ 65 y.o. Adults aged 19-64 who needed influenza and/or Tdap

vaccine, and adults ≥ 65 who needed influenza, and/or Tdap, and/or a pneu-

mococcal vaccine (PPSV23 or PCV13) were randomized to receive up to 3

reminder/recalls by autodialed telephone and mail or usual care.

Documentation of receipt of any needed vaccines in CIIS within six months

was the primary outcome. We assessed effectiveness of the intervention using

mixed effect logistic regression with a random effect for practice. Thirteen

semi-structured exit interviews were conducted with at least one clinical staff

and one administrative staff from each healthcare entity.

RESULTS: The intervention was not associated with receipt of any needed

vaccine in adults 19-64 y.o. (OR 1.06, 95% CI 0.98-1.15) or adults ≥ 65 (OR

0.96 (95% CI 0.69-1.32). Among adults 19-64 y.o. who received an influenza

vaccine but also needed Tdap (n=1113), only 5.6% received a Tdap vaccine

(intervention vs. control NS). Among adults ≥ 65 y.o. who received an

influenza vaccine, but also needed a Tdap vaccine (n=103) or pneumococcal

vaccine (n=150), only 2.9% received Tdap and 16.7% received pneumococcal

vaccine (intervention vs. control NS for either vaccine). Qualitative data

demonstrated that practices perceived their involvement in the study to be

beneficial and not burdensome. Perceived barriers included lack of availability

of appointments after a recall and recalled patients receiving only influenza

vaccine when other vaccines were needed.

CONCLUSIONS:Centralized reminder/recall was not found to be effective at

improving vaccination rates in adults within an ACO for adults with Medicaid

insurance. Future studies should consider better harmonizing vaccine recalls

with vaccine delivery efforts within the practice and test this intervention in

other populations.

RANDOMIZED CONTROLLED TRIAL TO IMPROVE INTERNAL

MEDICINE RESIDENT AMBULATORY QUALITY MEASURES

Andrew S. Hwang2; Alex S. Harding2; Yuchiao Chang1; Steve Condon2;

Emily Finn2; Sandra OKeefe2; Daniel M. Horn2; Adrienne L. Clark2. 1Mas-

sachusetts General Hospital, Cambridge, MA; 2Massachusetts General Hospi-

tal, Boston, MA. (Control ID #2935254)

BACKGROUND: Previous studies have demonstrated significant disparities

between the performance of residents and staff physicians on quality measures.

We hypothesized that providing internal medicine residents with data on their

ambulatory quality measures (AQM) would improve performance.

METHODS: We randomized internal medicine residents from a single train-

ing program into three groups: Control, Practice Target, and Peer. We exam-

ined ten AQM related to diabetes care (hemoglobin A1c, lipid/blood pressure

control, and nephropathy/retinopathy screening), hypertension management,

lipid control among those with cardiovascular disease, and colorectal, breast

and cervical cancer screening. All three groups received an email with infor-

mation on how to contact an assigned population health coordinator in

May 2017. In addition, the Practice Target group received information on

individual AQM performance compared to the target AQM goals set for all

MGH primary care practices. The Peer group received information on individ-

ual AQM compared to performance of residents in the same postgraduate

training year. Residents' performance on AQM in all three groups was

reassessed in November 2017. We compared patient and resident characteris-

tics using chi square testing or ANOVA as appropriate. We used mixed effects

multivariable logistic regression models to compare post-intervention AQM

performance adjusting for baseline AQM performance and acute care utiliza-

tion, while taking physician clustering into account.

RESULTS: The Peer group had the highest baseline rate of colorectal cancer

screening (67.7% vs. 64.6% for Practice Target and 59.6% for Control group, p

= 0.02) while the Control group had the highest mean number of
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hospitalizations (0.18 vs. 0.14 for Practice Target and Peer groups, p = 0.01)

and ED visits (0.47 vs. 0.42 for Practice Target and 0.34 for Peer groups, p =

0.03) among the three groups. There were no other significant differences in

patient and resident physician characteristics, or baseline AQM performance

among the three groups. At 6-month follow up, Practice Target group had

significantly higher diabetic retinopathy screening rate (80%) than both Con-

trol (71.6%, p = 0.03) and Peer group (75.5%, p = 0.03), but there were no

significant differences in other AQM.

CONCLUSIONS: Providing audit and feedback led to statistically significant

improvement in residents' performance on diabetic retinopathy screening. The

lack of impact on other quality measures may be secondary to the short follow

up period since significant time, effort and coordination is required to imple-

ment and demonstrate major clinical improvements in diabetes, hypertension,

and lipid management as well as cancer screening rates. Given that health

systems are increasingly being held accountable for quality measures, audit

and feedback may be a relatively simple yet effective tool for improving

population health, but longer follow-up periods are needed to fully evaluate

the efficacy of this intervention.

RANDOMIZED TRIAL OF PERSONALIZED BREAST DENSITY

AND BREAST CANCER RISK NOTIFICATION Jennifer Haas1; Cather-

ine S. Giess1; Kimberly Harris1; Julia Ansoloabehere1; Celia P. Kaplan2.
1BWH, Boston, MA; 2University of California San Francisco, San Francisco,

CA. (Control ID #2940544)

BACKGROUND: Despite widespread implementation of mammographic

breast density (MBD) notification laws, there is a lack of tools to promote

informed decision-making in clinical practice. The objective of this study was

to develop and evaluate whether brief, personalized informational videos

following a normal mammogram result can improve understanding of breast

cancer risk and MBD compared to standard care (i.e., legislatively-required

language about MBD included with the result of the mammogram).

METHODS: Prospective randomized controlled trial between 5/1/17-10/6/17

of English-speaking women, age 40-74 years, without a prior history of breast

cancer, receiving a bilateral screening mammogram with a normal or benign

finding at Brigham andWomen's Hospital, Boston (intervention group n = 235,

control group n = 224). Both groups completed a baseline risk assessment

survey that also asked about knowledge of MBD and personal risk of breast

cancer. Breast cancer risk was calculated using the Breast Cancer Surveillance

System model. An outcome assessment survey, approximately 2 weeks fol-

lowing the baseline survey, assessed primary (ability of a woman to correctly

identify her personal MBD and risk of breast cancer) and secondary outcomes

(whether a woman reported that she discussed the results of her mammogram

with her primary care physician (PCP) and if the results were discussed,

specifically whether they discussed whether a woman should receive any

additional screening tests). The intervention was a brief (3-5 minute) video

personalized to a woman's breast cancer risk and MBD result; women in the

intervention arm received the video after completing the baseline survey; the

control arm received a delayed intervention after the outcome assessment

survey.

RESULTS: Relative to women in the control arm, women in the intervention

arm had greater improvement in their knowledge of both their personal MBD

(intervention pre/ post: 39.2%/ 77.5%; control pre/ post: 36.2%/ 37.5%; odds

ratio (OR) 5.34 for change for intervention vs. control, 95% confidence interval

(CI) 3.87-7.36; p <0.001) and risk of breast cancer (intervention pre/ post:

66.8%/ 74.0%; control pre/ post: 67.9%/ 65.2%; OR 1.43, 95% confidence

interval (CI) 1.09-1.84; p = 0.01). Women in the intervention arm were more

likely than those in the control arm to report discussing the results of their

mammogramwith their PCP andwere more likely to have discussed additional

ultrasound imaging. The videos were implemented without disruption of

clinical work flow and were well accepted by patients.

CONCLUSIONS: Brief, personalized videos following mammography can

improve short-term understanding of MBD and personal risk of breast cancer

compared to usual care legislatively-required informational letter. Legislatively

required language alone was not associated with improvement in understanding.

READABILITY OF ARABIC VS ENGLISH PATIENT EDUCATION-

AL MATERIALS Abdulaziz Malik1; Mahmoud El-Haj3; Michael K.

Paasche-Orlow2. 1Beth Israel Deaconess Medical Center, Boston, MA; 2Bos-

ton University, Boston, MA; 3Lancaster University, Lancaster, United King-

dom. (Control ID #2934323)

BACKGROUND: More than 8% of the U.S population has Limited English

proficiency (LEP).While Spanish is themost common language in the U.S. for

LEP patients, over 350 languages are in use. Providing patient educational

materials (PEM) for LEP patients is an important part of care; however, to

create usable PEM, translation needs to attend to an array of phenomena

including cultural norms and readability. We examined the patient education

topics presented in English and Arabic. This issue is particularly relevant in

Arabic, as there is no standardized set of Arabic medical terms.

METHODS: We collected all PEM from the MEDLINE PLUS portal that

were available in both English and Arabic. We calculated readability for the

English version with Flesch-Kincaid and for the Arabic version with OSMAN,

a new publicly available tool for the automated measurement of readability in

Arabic. An automated approach to manage formatting requirements through

Javascript was used. The means of the two groups were compared with the

Student's T-test. The Flesch-Kincaid and OSMAN tools calculate readability

based on the number of syllables per word and the number of words per

sentence. In addition, we compared the meaning of the Arabic and English

medical terms.

RESULTS: There were 209 English topics in MEDLINE PLUS that had been

translated into Arabic by experts. The mean grade level for Arabic and English

documents were 6.1 and 7.1, respectively (P <0.01). For 66 (31.6%), the

readability of English was higher than Arabic by two grade levels. In contrast,

In 6 (3.8%) PEM articles, the readability for Arabic was higher than English by

two grade levels as seen in Figure 1. In many instances, the Arabic medical

terms are unclear, do not match the English term well, and are more obscure

than transliterating the commonly used English medical term.

CONCLUSIONS: The OSMAN tool can identify Arabic documents that are

hard to read; however, a low score on OSMAN does not ensure that the patient

education materials will be easy to understand. Overall, that Arabic PEMS

available on the MEDLINE PLUS portal have a better readability score than

those in English. However, such an approach does not account for the fact that

arcane terminology will be hard for people to understand.
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READINESS OF OUTPATIENT PROVIDERS FOR THE MERIT-

BASED INCENTIVE PAYMENT SYSTEM Jessica Hohman1, 2; Wenxiao

Zhou1; Bruce E. Landon2. 1BIDMC, Boston, MA; 2Harvard Medical School,

Boston, MA. (Control ID #2945362)

BACKGROUND: The Medicare Access and CHIP Reauthorization Act

(MACRA) requires physicians to participate in an advanced Alternative Pay-

ment Model or in the Merit-based Incentive Payment System (MIPS), with

initial data collection beginning on January 1, 2017. To ease the transition to

MIPS, its requirements are being phased in over 2017 and 2018, yet little

empirical research has been done on national physician readiness.

METHODS: Objective: To assess physician capabilities for MIPS participa-

tion and to identify predictors of readiness for full participation. Design:

Nationally representative retrospective cohort study. Setting/Participants: We

used aggregated data from 2013-2015 National Ambulatory Medical Care

Surveys (NAMCS), a nationally representative survey of outpatient providers

and their practices. Main Outcomes and Measures: We identified 34 relevant

MIPS measures that were assessed in the NAMCS Physician Induction Inter-

view and analyzed the proportion of physicians with the capability to meet

each across the quality, clinical practice improvement activity, and advancing

care information performance domains. We also assessed provider capability

by specialty to meet minimum and full MIPS participation thresholds set for

2017 and examined predictors of readiness for full participation.

RESULTS:We studied 3407 primary care, 2082 surgical specialty, and 2978

medical specialty physicians. Primary care providers practiced in settings that

possessed greater capabilities across all domains when compared to medical or

surgical specialists. Overall, 99.1% of physicians met the minimum MIPS

participation threshold for 2017, but only 16.6% were ready for full participa-

tion. Surgical and medical specialists had lower odds of readiness to fully

participate (aOR 0.60; 95% CI, 0.49-0.73 and aOR 0.71; 95% CI, 0.59-0.85,

respectively), and physicians working in solo practices and practices drawing

the majority of their revenue from Medicaid also were less likely to be ready

for full participation (aOR 0.49; 95% CI, 0.40-0.60 and aOR 0.37; 95% CI,

0.23-0.58, respectively).

CONCLUSIONS: Outpatient physicians across all specialties were

well-prepared to meet minimum MIPS requirements for 2017, but

the continued ramp-up to full reporting in subsequent years will be

a substantial burden to many—especially those in specialty and solo

practices as well as those serving the underserved. Although changes

in the 2018 requirements will help to remedy the strain felt by small

practices, additional measures will be needed to aid specialty physi-

cians and those working with underserved populations.

READMISSIONS AFTER DISCHARGE FROM SKILLED NURSING

FACILITIES FOLLOWING HEART FAILURE HOSPITALIZATION

Himali Weerahandi3, 3; Li Li1; Jeph Herrin1; Kumar Dharmarajan4; Joseph S.

Ross2; Simon Jones3; Leora I. Horwitz3. 1Yale University, Charlottesville, VA;
2Yale University School of Medicine, Woodbrdge, CT; 3NYU School of

Medicine, New York, NY; 4Clover Health, Jersey City, NJ. (Control ID

#2909093)

BACKGROUND: Approximately 1 in 5 Medicare beneficiaries hospitalized

with heart failure (HF) are discharged to a skilled nursing facility (SNF) for

short-term rehabilitation to improve function. After rehab is complete, the

second care transition from SNF to home may represent a period of high

readmission risk. While 30-day readmission rates after HF hospitalization are

approximately 20%, it is unknown how often patients are readmitted within 30

days of their transition to home from SNF.

METHODS: We used Medicare Part A and B data on all Medicare

fee-for-service (FFS) patients 65 and older admitted from July 2012-

June 2015 with a principal discharge diagnosis of HF, based on

methods adopted by the Centers for Medicare and Medicaid Services

(CMS) for hospital quality measurement. To focus on the transition to

home that occurs after a temporary SNF stay, we excluded patients

remaining in SNF more than 30 days after hospital discharge

(n=13,139). We also excluded admissions with less than one day in

SNF (n=17) and hospital admissions initially admitted from a SNF

(n=84), as the latter would represent long-term SNF patients. The

primary outcome was unplanned readmission within 30 days of dis-

charge from SNF to home, also determined using CMS methodology.

RESULTS: The final cohort included 67,585 HF hospitalizations discharged

to SNF and subsequently discharged home (median age, 84 years [IQR; 78-

89]; female, 61.0%); 13,257 (19.2%) were discharged with home care, 54,328

(80.4%) without. Median length of SNF admission was 17 days (IQR; 11-22).

In total, 16,333 (24.2%) SNF discharges to home were readmitted within 30

days of SNF discharge; median time to readmission was 9 days (IQR; 3-18).

Patients discharged home from SNF without home care had higher 30-day

readmission rates than patients discharged with home care (24.5% vs. 22.8%,

p<0.0001).

CONCLUSIONS: Almost a quarter of Medicare patients discharged home

from SNF after HF hospitalization were readmitted to the hospital within 30

days of SNF discharge. Patients discharged from SNFwithout home care had a

higher readmission rate than patients discharged with home care, suggesting

that home care services may mitigate readmission risk through additional

support through assistance of activities of daily living, such as preparing meals,

eating, bathing, and cleaning the home. In conclusion, the high readmission

rates in this group of temporary SNF residents suggest further work is needed

to examine the transition from SNF to home and drivers of hospitalization after

discharge home from SNFs.
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READMISSIONS IN NAME ONLY? ASSESSING RELATIONSHIPS

BETWEEN INDEX ADMIT AND 30-DAY READMIT DIAGNOSIS-

RELATED GROUPS (DRGS) FOR CONDITIONS AND PROCE-

DURES COVERED BY THE HOSPITAL READMISSION REDUC-

TIONPROGRAM Jennifer Meddings; AshleyM. Snyder; Shawna N. Smith;

Laura D. Petersen; Laurence F. McMahon. University of Michigan, Ann

Arbor, MI. (Control ID #2927852)

BACKGROUND: Centers for Medicare and Medicaid Services' (CMS) Hos-

pital Readmission Reduction Program (HRRP) aims to reduce costs by apply-

ing readmission penalties to hospitals with ‘excessive' unplanned 30-day

readmissions. We assessed the proportion of readmissions that are likely

unrelated to the index admission for five HRRP conditions/procedures, and

examine differences in these proportions by hospital type.

METHODS: In this retrospective cohort study, we identified 30-day un-

planned readmissions for five conditions/procedures: acute myocardial infarc-

tion (AMI), chronic obstructive pulmonary disease (COPD), heart failure (HF),

pneumonia (PN), and total hip or knee arthroplasty (THA/TKA). We used

patient-level discharge data from the Healthcare Cost and Utilization Project

State Inpatient Databases from three states for 2012-2014. ICD-9 codes from

the readmission hospital stay were mapped onto diagnosis-related groups

(DRGs), which were then independently reviewed and adjudicated by two

clinicians and categorized into two groups: (1) likely related to the primary

diagnosis of the index admission, or potentially a complication from the index

hospitalization, and (2) not likely related to the primary diagnosis or hospital-

ization itself. DRG categories with ≤20 cases for a condition were excluded, as
were hospitals with fewer than 5 readmissions per index condition. Chi-square

tests were used to assess differences by hospital characteristics.

RESULTS: A total of 185,483 readmissions in 419 hospitals were included.

Index hospitalizations for HF contributed the greatest number of overall 30-day

readmissions (n=73,673) and THA/TKA contributed the least (n=6,898). In total,

over 60,000 readmissions across all five conditions (33%) were classified as not

likely related to the index admission or hospitalization. By condition, readmissions

categorized as not likely related were 19% of AMI, 22% of HF, 34% of COPD,

44% of THA/TKA, and 59% of pneumonia readmissions. Overall, pooling all 5

index admission diagnoses, there were nomeaningful differences in the proportion

of readmissions categorized as readmission by teaching status, ownership, or

urban/rural location; however, within individual index admission diagnoses, teach-

ing hospitals had more unrelated readmissions for PN (61% vs. 58%), AMI (20%

vs. 18%) and TKA/THA (46% vs. 43%) (all p<0.05).

CONCLUSIONS:HRRP penalties are premised on the assumption that more

readmissions for a similar patient population reflect lesser quality of care. Post-

discharge efforts to decrease subsequent readmission related to index admis-

sion are likely ineffective in over a third of patients. So-called readmissions for

reasons unrelated to the index admission condition and/or index hospitalization

disrupt this logic and may reflect broader differences in patient clinical or

sociodemographic complexity rather than quality of care.

RECEIPT OF ALCOHOL USE DISORDER PHARMACOTHERAPY

IN MEDICALLY INSURED PATIENTS Alexander Rittenberg1; Anika L.

Hines2; Anika A. Alvanzo3; Geetanjali Chander4. 1Johns Hopkins Hospital,

Baltimore, MD; 2Johns Hopkins School of Medicine, Baltimore, MD; 3Johns

Hopkins University School of Medicine, Baltimore, MD; 4Johns Hopkins

University, Baltimore, MD. (Control ID #2946492)

BACKGROUND: Alcohol use disorder (AUD) is prevalent in America with

approximately 15.7 million people meeting criteria in last year. Despite the

availability of FDA-approved pharmacotherapies – naltrexone, disulfiram,

acamprosate – penetration into medical practice has been low. This study's

aim was to determine the prevalence of pharmacotherapy prescription among a

sample of insured individuals with AUD and whether pharmacotherapy receipt

differed by provider type and medical or psychiatric comorbidities.

METHODS: Using ICD9 codes 305.0x "Alcohol abuse" or 303.9x "Other

and unspecified alcohol dependence," we created a sample population from the

2014 Truven Health Analytics MarketScan Database of patients. From this

population, we created a dataset comprised of unique identification numbers,

associated demographics (age, sex, race), and ICD9-coded comorbidities

linked to prescription records and encounter prescriber specialty. Multivari-

able, logistic regression was used to compare odds of AUD pharmacotherapy

receipt by demographics, provider type, and comorbidities.

RESULTS: The sample population was 123,355 patients. 4,074 patients

(3.3%) received a prescription for AUD pharmacotherapy. In multivariable

analysis, men had decreased odds of AUD pharmacotherapy (OR 0.68, CI

0.62-0.75) compared to women. Older age was positively associated with

pharmacotherapy (reference age 18-34, age 35-44 OR 3.72 (CI 1.75-7.89);

age 45-54 OR 5.98 (CI 2.81-12.68-17.1); age 55-65 OR 5.13 (CI 2.42-10.89);

age >65 OR 4.77 (CI 2.24-10.14). While patients seen by a psychiatrist

compared to a primary care physician had greater odds of pharmacotherapy

prescription (OR 1.25, CI 1.11-1.41), there was no significant difference in the

OR for patients seen by primary care nurse practitioners or physician assistants

compared with primary care physicians. Alcoholic liver disease was associated

with decreased odds of alcohol pharmacotherapy (OR 0.22, CI 0.05-0.88), as

was cannabis use disorder (OR 0.45,CI 0.31-0.67), while anxiety (OR1.41,

CI1.21-1.64) and depression (OR 1.19, CI1.01-1.41) were associated with

increased odds of pharmacotherapy receipt.

CONCLUSIONS: Our data demonstrate that AUD pharmacotherapy is an

underused treatment among this sample of commercially insured patients. The

presence of specific mental health comorbidities was associated with increased

pharmacotherapy receipt as was being seen by psychiatrists. Notably, alcohol-

related liver disease was associated with decreased odds of AUD pharmacother-

apy. Given the increased interest in moving treatment for AUD into the primary

care setting, continued educational efforts for providers to prescribe and patients

to receive pharmacotherapy may increase access to needed treatment.

RECEIPT OF GENETIC RISK INFORMATION SIGNIFICANTLY

IMPROVESBLOODPRESSURECONTROLAMONGAFRICANAN-

CESTRY ADULTS WITH HYPERTENSION: RESULTS OF A RAN-

DOMIZED TRIAL Carol R. Horowitz1; Kezhen Fei1; Michelle A. Ramos1;

Diane Hauser2; Stephen B. Ellis3; Neil Calman2; Erwin Bottinger4. 1Icahn

School of Medicine at Mount Sinai, New York, NY; 2Institute for Family

Health, NYC, NY; 3Icahn School of Medicine at Mount Sinai, NYC, NY;
4University of Potsdam, Pottsdam, Germany. (Control ID #2944780)

BACKGROUND: People with African ancestry (AAs) have increased risk of

kidney failure compared to European Americans (EAs) due to numerous

factors. Two variants in the APOL1 gene (APOL1 +) account for much of this

AA-EA disparity. APOL1+ patients with hypertension have 10x increased risk

of kidney failure. We conducted an RCT to evaluate the effects and challenges

of incorporating this genetic risk information into primary care.
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METHODS: Our community-clinical-academic team recruited AA adult

patients with hypertension from 15 diverse primary care sites in NYC and

randomized them to APOL1 genetic testing at baseline (intervention) or at one

year (waitlist control). Trained staff returned APOL1 results to patients with

low-literacy educational materials. Real-time clinical decision support tools

alerted clinicians of their patients' APOL1 results and associated risk at point of

care. Our primary outcome was systolic BP (SBP) at 3 months comparing

intervention patients who are APOL1+ vs. APOL1 - .

RESULTS: The 2052 AA adults had a mean age of 52y, 67% were female,

57% had income <30k/year, 44% had <college education. At baseline,

APOL1+ patients had mean SBP of 137mmHg vs 134mmHg in APOL1- (p=

0.02). At 3m (retention rate 93%), this SBP disparity was eliminated: both

groups had mean SBP of 131mmHg (p=0.08). The % with controlled SBP

(<140mmHg) at 3m increased among APOL1+'s from 60% to 74% vs 67% to

73% in APOL1-'s (GEE time-intervention type interaction p=0.03).There were

no differences from baseline to 3m, or between + and - patients in self-rated

heath, trust in provider, perceived racism or anxiety; but significanly more +'s

at 3m said they made changes to how they took their medicines (p<0.001);

95% of patients would get tested again.

CONCLUSIONS: AA patients with hypertension informed they have a

genetic increased risk of kidney failure have a greater reduction in SBP and

improvement in % with controlled SBP at 3m, as compared with those told

they do not have an increased risk, are satisfied with the process of testing and

return of results, report positive behavior change, but not increased negative

affect. This indicates, at least in the short term, that chronic disease genetic risk

information can be of benifit to AA individuals.

RECRUITMENT OF SENIORS TO A RANDOMIZED CON-

TROLLED TRIAL USING ELECTRONIC HEALTH RECORD-

ENABLED PATIENT PORTALRECRUITMENTMESSAGES Timothy

B. Plante1; Stephen P. Juraschek2, 3; Kelly Gleason3; Jeanne B. Charleston4, 3;

Kristen McArthur3; Cheryl Dennison-Himmelfarb3; Mariana Lazo3; Daniel E.

Ford3; Edgar R. Miller3; Lawrence J. Appel3. 1Larner College of Medicine at the

University of Vermont, Burlington, VT; 2Beth Israel Deaconess Medical Center,

Boston, MA; 3Johns Hopkins University, Baltimore, MD; 4Johns Hopkins

Bloomberg School of Public Health, Baltimore, MD. (Control ID #2946611)

BACKGROUND: Recruitment to randomized controlled trials (RCTs) is ex-

pensive and often incomplete, leading to underpowered results. Targeted email

campaigns are low-cost advertisements with 1% conversion rate (% of recipients

performing the intended action of the campaign, e.g., making a donation) when

used commercially. Email's insecurity prevents its use in recruitment of patients

within a health system. Patient portals are patient-facing online extensions of

electronic health records (EHRs) that incorporate secure electronic messaging to

and from patients. Leveraging this messaging platform for targeted recruitment

may augment traditional means, but its effectiveness as a recruitment modality

and acceptability by patients is unknown.

METHODS: The Study To Understand Fall Reduction and Vitamin D in You

(STURDY, NCT02166333) is an ongoing trial at Johns Hopkins funded by the

National Institute on Aging that is recruiting 1,200 vitamin D-deficient adults

age ≥70 years who are afraid of falling. Participants are randomized to 1 of 4

vitamin D doses and followed for 2 years. STURDY researchers received

institutional review board (IRB) approval to conduct recruitment via Epic

MyChart patient portal messages to Hopkins patients age ≥70 years old with

activeMyChart accounts living in the Baltimore area. Medical faculty received

notification of the upcoming patient portal recruitment and were asked to

forward any concerns to the IRB administration. Patient consent to receive

recruitment emails was not required. STURDY researchers did not have access

to patient records, but only interacted with patients who contacted STURDY

staff for more information. Patients were selected based on geographic location

and age ≥70 years. Messages were sent in batches of 250 to 1,000 every 2-3

weeks by EHR support staff. Responders were defined as potential participants

who reported receiving a patient portal recruitment message during a

prescreening phone call. Demographics of recipients were tabulated. Com-

plaints to the IRB were tabulated.

RESULTS: Of the 1.2 million active patients at Hopkins, approximately

20,000 met location and age criteria, of which 6,896 had active patient portal

accounts and received a message between April & August 2017. Mean (SD)

age of recipients was 77.1 (5.9) years, 52%were female, 80%were white, 13%

were black. There were 123 responders (1.8% of all). There was 1 complaint

reported to IRB by a clinician who counseled an upset patient (<0.1% of all

message recipients).

CONCLUSIONS: The use of patient portal messages for recruitment of

seniors to a RCT resulted in a 1.8% response rate, similar to that of commercial

email marketing campaigns. The nearly 7,000 messages resulted in only 1

reported complaint. Patient portal messages may serve as an adjunct to tradi-

tional recruitment methods. Further research to define cost effectiveness,

optimization of message content, and impact on clinical care is needed.

RED CELL DISTRIBUTION WIDTH TO PREDICT ALL-CAUSE

MORTALITY IN PATIENTS EVALUATED IN THE HOSPITAL FOR

ACUTE MYOCARDIAL INFARCTION Edward Gildeh1; Richard

Nowak1; Sophia Allen1; Gordon Jacobsen2; James McCord3. 1Henry Ford

Hospital, Detroit, MI; 2Henry Ford Health System, Detroit, MI; 3Henry Ford

Heart & Vascular Institute, Detroit, MI. (Control ID #2945155)

BACKGROUND: Increased Red Cell Distribution Width (RDW) is associ-

ated with increasedmortality, primarily in those with heart failure. Prior studies

have been limited by short-term follow-up. We sought to evaluate RDW in

patients presenting with possible acute myocardial infarction (AMI) to deter-

mine association with all-cause mortality.

METHODS: Patients evaluated for possible AMI in the hospital between

January and May 1999 were included. Presenting RDW, characteristics and
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outcomes were recorded via chart review, phone calls and review of the social

security death registry over 5 years.

RESULTS:A total of 929 patients were collected. There were 65 (7%) AMIs.

Our patients average age was 62.4 ±16.4 with 82% being black and 46%male.

RDWwas higher in non-survivors vs. survivors at discharge (15.2 ±2.3 vs 14.3

±2.3, p=0.005), 30 days (15.6 ±2.4 vs. 14.3 ±2.3, p<0.001) and 5 years (15.3

±2.6 vs. 13.8 ±1.7, p<0.001). Mortality at 5 years is shown by RDW tertiles

(Figure 1). Multivariate logistic regression analysis of RDW values (controlled

for age, gender, race, comorbidities and family history) showed a hazard ratio

for mortality at discharge of 1.149 (95% CI 0.996 to 1.325, p=0.057), 30 days

of 1.216 (95%CI 1.092 to 1.355, p<0.001) and 5 years of 1.216 (95%CI 1.171

to 1.262, p<0.001).

CONCLUSIONS: In patients evaluated for AMI, elevated RDW is indepen-

dently associated with increased mortality at 30 days and 5 years. Further

research into its utility in risk stratification and the mechanism by which RDW

is associated with increased mortality is warranted.

Figure 1: Kaplan-Meier survival curve showing probability of survival over a 5

year period, split by RDW value tertiles

REDUCINGDISPARITIES IN BLOODPRESSURECONTROL INAN

EHR-CATALYZED REGIONAL HEALTH IMPROVEMENT COL-

LABORATIVE USING A POSITIVE DEVIANCE APPROACH Shari

Bolen1, 2; Thomas E. Love3, 2; Steven Lewis4; Rujia Liu3; Jonathan Lever2;

Wanda Ali-Matlock2; Randall D. Cebul5, 2. 1MetroHealth/Case Western Re-

serve University, Cleveland, OH; 2Better Health Partnership, Cleveland, OH;
3Case Western Reserve University, Cleveland, OH; 4MHMC/CWRU, Cleve-

land, OH; 5Case Western Reserve University, Chagrin Falls, OH. (Control ID

#2943563)

BACKGROUND: Little is known about the effectiveness of programs to

reduce disparities in BP control across diverse health systems. We report the

effectiveness of using a positive deviance approach to disseminate a BP

protocol in a regional health improvement collaborative (RHIC) that serves

the community's most disadvantaged patients.

METHODS: Observational study of changes in BP control (<140/90) by

race/ethnicity, insurance type, and household income in a RHIC called Better

Health Partnership (BHP) over a 4-year period. (2012-13 to 2016-17). Eligible

clinics reported their patients' electronic health record (EHR) data at least

twice. Illustrative of BHP's diversity, clinic-level characteristics ranged from

0-63% of clinic patients onMedicaid; 0-98% patients reported as Black, and 0-

48% of patients preferred speaking Spanish. In 2011, we identified a best

practice in BPmanagement based on one health system's protocol. In 2013-14,

BHP began disseminating the EHR-facilitated BP protocol through twice-

yearly Learning Collaboratives, consulting, and/or practice coaching.

Region-wide, BHP promoted the use of EHRs to support accurate BP mea-

surement and outreach. We used a weighted linear mixed model to evaluate

changes in BP control from 2012-13 to 2016-17. Stratified models accounted

for clustering by clinic and adjusted for these time-varying clinic characteris-

tics: obesity rate, race, sex, age, preferred language, primary insurance, and

estimated income and education, and for baseline rate of BP < 140/90.

RESULTS: From 2012-13 to 2016-17, BHP member clinics increased from

49 to 79 clinics (128,246 to 194,361 patients with hypertension). BP control

(<140/90 mmHg) improved the most in Medicaid (60% to 73%), Hispanic

(68% to 76%), uninsured (59% to 68%), and African American (AA) patients

(65% to 69%). The Figure displays the adjusted improvement in BP control per

year. The gap in BP control declined from 9 to 7 percentage points between AA

and white patients and 5 to 0 between Hispanic and white patients. The gap

between Medicare and Medicaid patients reduced from 12 to 1 and between

high and low income declined from 10 to 6.

CONCLUSIONS:A positive deviance approach can reduce disparities in BP

control in an EHR-catalyzed regional health collaborative.

REDUCING THE DEFAULT DISPENSE QUANTITY FOR NEWOPI-

OID ANALGESIC PRESCRIPTIONS REDUCES THE QUANTITY

PRESCRIBED Marcus Bachhuber1; Denis Nash2; William Southern1;

Moonseong Heo1; Matthew Berger1; Mark Schepis1; Chinazo Cunningham1.
1Montefiore Medical Center/Albert Einstein College of Medicine, Bronx, NY;
2CUNY School of Public Health, New York, NY. (Control ID #2945460)

BACKGROUND: Reducing the quantity of opioid analgesics (OA) pre-

scribed for acute non-cancer pain can potentially reduce risks to the individual

receiving the prescription and to others who might unintentionally or inten-

tionally consume any leftover tablets. Reducing the default dispense quantity

for new OA prescriptions in the electronic health record (EHR) is a promising

intervention to reduce prescribing.

METHODS: We conducted a prospective cluster randomized controlled trial

with two parallel arms in a large health care system in the Bronx, NY. We

randomized primary care sites (n=32) and emergency departments (n=4), in

matched pairs, to either: a) an EHR modification so that new short-acting OA
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prescriptions had a default dispense quantity of 10 tablets (intervention); or b)

no EHR change, where pre-existing defaults were heterogeneous but typically

≥ 30 pills (control). In both arms, the dispense quantity field remained fully

modifiable by prescribers. From 6 months pre-intervention to 6 months post-

intervention, we analyzed patient-level data. Patient eligibility criteria were: a)

received a new OA prescription; b) age ≥ 18 years; and c) no cancer diagnosis

within 1 year. Our primary outcome measure was whether the initial prescrip-

tion was for ≤10 pills (y/n). Secondary outcomes, measured within 30 days

after the initial prescription, included anyOA re-order, any outpatient visit, any

emergency department visit, and any hospitalization. We compared outcomes

between study arms using a difference-in-differences analysis. We used mixed

effects regression models that accounted for clustering at the level of the

matched site pair and at the level of the prescriber.

RESULTS: Over the 12-month study period, 13,978 unique individuals

received a new OA prescription (n=7,640 pre-intervention and n=6,338 post-

intervention). Comparing pre- and post-intervention, the percentage of patients

receiving a prescription for ≤ 10 pills increased from 28.2% to 33.0% in the

control arm and from 38.0% to 49.1% in the intervention arm (difference-in-

differences: 7.5 percentage points, 95%CI: 5.1 to 9.8, P<0.001). For secondary

outcomes, within 30 days of the initial prescription, we did not find a signif-

icant difference in the percentage of patients receiving an OA re-order (0.1

percentage points, 95%CI: -1.8 to 2.2, P=0.88), or having an outpatient visit

(0.7 percentage points, 95%CI: -1.9 to 0.6, P=0.31), emergency department

visit (0.1 percentage points, 95% CI: -0.4 to 0.6, P=0.66), or hospitalization (-

0.08 percentage points, 95%CI: -0.5 to 0.3, P=0.68).

CONCLUSIONS: In primary care and emergency department settings, re-

ducing the default dispense quantity for new OA prescriptions in the EHR

modestly reduced the quantity prescribed without a corresponding increase in

re-orders or health service utilization. Primary care and emergency department

settings can easily implement this intervention to reduce or accelerate reduc-

tions in the amounts of OAs prescribed.

REDUCING THE SEVERITY OF ALCOHOLWITHDRAWALWITH

ORAL BACLOFEN: A RANDOMIZED CONTROLLED TRIAL Dan

Heppe1; Angela Keniston2; Tiffany A. Bendelow3; LaurenMcBeth2; Jeffrey E.

Lyon4; Richard K. Albert5. 1Eastern Colorado Veterans Health Administration,

Denver, CO; 2Denver Health and Hospital Authority, Denver, CO; 3Denver

Health Medical Center, Denver, CO; 4Essentia Health, Duluth, MN; 5Univer-

sity of Colorado, Aurora, CO. (Control ID #2936734)

BACKGROUND: Alcohol withdrawal syndrome (AWS) increases the com-

plexity and intensity of inpatient medical care, prolongs lengths of stay and

increases the cost of care. Benzodiazepines are the current standard of care

however are associated with some adverse effects, particularly over sedation.

Baclofen has shown promise in previous small studies to modulate the symp-

toms of AWS via its action at the GABA beta receptor. The purpose of this

study was to determine if baclofen, when added to standard of care, could

reduce the number of medical inpatients either at risk for AWS or suffering

mild AWS from progressing to moderate or severe AWS.

METHODS: Double blind, placebo controlled, randomized trial done at

Denver Health, a University affiliated public safety net hospital. Subjects were

medical inpatients who were either at risk for AWS or suffering mild AWS and

were being treated with symptom- triggered benzodiazepines randomized to

receive baclofen 10mg or placebo by mouth every 8 hours for 5 day or until

hospital discharge, whichever came first. The primary outcome was the per-

centage of patients progressing to moderate or severe AWS within 72 hours of

enrollment. Secondary outcomes included the difference in the mean AWS

assessment scores at 24, 48, and 72 hours and peak and total inpatient dosages

of symptom-triggered benzodiazepine therapy during the 72 hours following

enrollment

RESULTS: 101 of targeted 166 patients enrolled in the study. The primary

outcome occurred in 13 of 50 (26%) patients in the baclofen group and 16 of 51

(31%) patients receiving placebo (P=0.55). The mean cumulative amount of

diazepam administered was 66 mg (± 51 SD) in the baclofen group and 85 mg

diazepam (± 63) in the placebo group (P=0.13). The mean highest dose of

symptom triggered benzodiazepine administration was 11 mg (±3) in the

baclofen group and 12 mg (±7) in the placebo group (P=0.14). The highest

SEWS score within 72 hours of enrollment was 6 ± 4 in both groups.

CONCLUSIONS: In patients at risk for AWS we found no significant

difference in the progression to moderate or severe AWS, or in the doses of

benzodiazepines needed, in those treatedwith usual care versus those receiving

usual care plus baclofen. We did, however, find trends favoring the addition of

baclofen with respect to mean cumulative and peak doses of benzodiazepines.

These finding should be interpretedwith caution given that we did not meet the

enrollment goal.

RELATIONSHIP BETWEEN PATIENT-REPORTED HOSPITAL EX-

PERIENCE AND 30-DAY RISK STANDARDIZEDMORTALITYAND

READMISSIONRATES FORACUTEMYOCARDIAL INFARCTION,

HEARTFAILUREANDPNEUMONIANing Dong1; Jonathan Eisenberg2;

Kumar Dharmarajan2; Erica S. Spatz2; Nihar Desai2. 1Rutgers New Jersey

Medical School, Bloomfield, NJ; 2Yale University School of Medicine, New

Haven, CT. (Control ID #2926968)

BACKGROUND: Patients' experience of hospitalization is an increasingly

important focus for quality improvement. The Centers for Medicare & Med-

icaid Services (CMS) assess patient experience of hospitalization via the

Hospital Consumer Assessment of Healthcare Providers and Systems

(HCAHPS) survey. The HCAHPS survey is a standard and validated tool

which assesses patients' overall experience and satisfaction (overall hospital

rating and recommendation to a friend or family), as well as patient experience

in nine individual domains including doctor communication, nurse communi-

cation, staff responsiveness, communication about medicines, care transition,

discharge information, pain management, cleanness and quietness of room.

HCAHPS metrics are currently included in the Hospital Value-Based Purchas-

ing (HVBP) program and other public reporting programs. In this study, we

sought to assess the relationship between HCAHPS scores with 30-day mor-

tality and readmission rates for acute myocardial infarction (AMI), heart failure

(HF), and pneumonia (PNA), conditions targeted by both the Hospital Read-

mission Reductions Program and HVBP program.

METHODS: Hospital level HCAHPS scores (reporting period of 7/1/2013-6/

30/3016) and 30-day risk-standardized mortality and readmission rates for

AMI, HF and PNA were obtained from the Medicare Hospital Compare

database. The HCAHPS scores had been adjusted for method of survey

administration and patient characteristics to reduce nonresponse bias. The

mortality and readmission rates had been risk-standardized to account for

differences in case mix by age and comorbidities. Pair-wise Pearson correlation

coefficients (weighted by patient volume) were calculated using SAS.
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RESULTS: Patients' overall satisfaction was significantly and inversely asso-

ciated with readmission in all three conditions (correlation coefficient r = -0.22

to -0.31; p<0.001). Relationships were more modest for AMI and pneumonia

mortality (r = -0.10 and -0.20, respectively; p<0.001) and not present for HF

mortality (r = -0.02 to 0.01, p=0.26 to 0.53). Each of the nine individual

domains of patient experience was inversely associated with readmission rates

for AMI, HF or pneumonia (r = -0.16 to -0.30, p<0.001), except quietness

which was more weakly associated (r = -0.04, P=0.056 for AMI, r = -0.10 and

-0.15, p<0.001 for HF and pneumonia, respectively). The nine domains of

patient satisfaction were strongly correlated with each other and with the two

measures of patients' overall satisfaction (r = 0.34 to 0.84, p<0.001).

CONCLUSIONS:Higher patient experience and satisfaction scores are asso-

ciated with lower 30-day readmission rates, with more modest inverse associ-

ations for mortality. The key drivers of this observed relationship warrant

additional study.

RELATIONSHIP BETWEEN PROVIDER-LED HEALTH PLANS

ANDHEALTHCAREQUALITY, UTILIZATION, ANDPATIENT SAT-

ISFACTION Natasha Parekh1, 3; Inmaculada Hernandez2; Thomas R.

Radomski1; William H. Shrank3. 1University of Pittsburgh School of Medi-

cine, Pittsburgh, PA; 2University of Pittsburgh School of Pharmacy, Pittsburgh,

PA; 3UPMC, Center for High-Value Health Care, PA. (Control ID #2945084)

BACKGROUND: As healthcare providers accept increasing financial risk in

alternative payment models, more provider organizations are expected to

operate their own health insurance plans, known as provider-led health plans

(PLHPs). Our knowledge of the impact of PLHPs on outcomes is limited and

inconsistent. Furthermore, it remains unknown how PLHP characteristics

including size, nonprofit status, and geographic distribution may affect out-

comes. The objectives of this study were to 1) determine the association

between receipt of care within PLHPs and healthcare quality, utilization, and

patient satisfaction; and 2) determine whether the association between receipt

of care within PLHPs and outcomes differed by plan size, nonprofit status, and

region.

METHODS:We performed an observational study of 2016 Medicare Advan-

tage plans. We included three quality outcomes (Medicare Advantage star

ratings, Healthcare Effectiveness Data and Information Set (HEDIS®) effec-

tiveness of care aggregate score, and HEDIS® access of care aggregate score),

four utilization outcomes (HEDIS® average procedure rates, discharge rates,

inpatient days, and readmission probability), and one patient satisfaction

outcome (National Committee for Quality Assurance (NCQA) Consumer

Satisfaction rating). We performed regression to compare the eight selected

outcomes between PLHPs and non-PLHPs, controlling for key covariates

including region, profit status, patient-related demographics such as race,

income, comorbidities, urban residence, and education, and provider-related

demographics such as hospital bed and physician distribution. We conducted

subgroup analyses to evaluate how the association between PLHP contracts

and outcomes differed by PLHP characteristics including plan size, profit

status, and region.

RESULTS: Our sample included 64 contracts offered by 31 PLHPs

representing 3,197,284 enrollees, and 311 contracts offered by 55 non-

PLHPs representing 13,881,210 enrollees. Compared with non-PLHPs,

PLHPs were associated with higher star ratings (β=0.43, CI 0.17-0.70), effec-

tiveness of care scores (β=2.98, 95% CI 1.14-4.82), and patient satisfaction

(β=0.46, CI 0.18-0.75), and lower procedure rates (β=-0.67, CI -1.05-(-0.29)).

There were no significant differences in access, discharges, inpatient days, and

readmission probability. These relationships were maintained after excluding

Kaiser. We further found that PLHP effects varied by plan size, nonprofit

status, and region, with larger and nonprofit PLHPs performing better than

their smaller and for-profit counterparts, respectively.

CONCLUSIONS: The receipt of care within a PLHP was associated with

improved quality, effectiveness, and patient satisfaction, and lower procedure

rates. As providers bear increasing financial risk under alternative payment

models, there is momentum to integrate healthcare provision and payment

through PLHPs. Our results demonstrate the potential of such organizations to

deliver high-quality care.

REMARKABLY VULNERABLE: HOW HOMELESS VETERANS IN

HOMELESS-SPECIALIZED PRIMARY CARE CLINICS COMPARE

TO HOMELESS AND NONHOMELESS VETERANS IN MAIN-

STREAM PRIMARY CARE Stefan Kertesz1; Young-il Kim5; April Hoge3;

Ann E. Montgomery2; David Pollio5; Erika Austin5; Sonya Gabrielian6; Lillian

Gelberg6; Aerin DeRussy3; Adam Gordon4; Audrey Jones4. 1Birmingham VA

Medical Center & U. Alabama Birmingham, Homewood, AL; 2U.S. Department

of Veterans Affairs, Phildelphia, PA; 3Birmingham VAMedical Center, Birming-

ham, AL; 4VA Salt Lake Health Care System & University of Utah, Salt Lake

City, UT; 5University of Alabama at Birmingham, Birmingham, AL; 6VAGreater

Los Angeles Health Care System, Los Angeles, CA. (Control ID #2945161)

BACKGROUND: Homelessness is a social determinant of health. Over

40,000 Veterans and nearly 554,000 Americans were homeless on a single

night in 2017. While some primary care (PC) programs serve homeless people,

there have been no studies comparing medical morbidity and social determi-

nants among homeless versus non-homeless individuals in PC. In VA, Home-

less Patient-Aligned Care Teams (HPACTs) began serving Veterans in 2012. It

is not known if these HPACTs serve a uniquely vulnerable subset among

homeless Veterans, which could influence service needs. We compared 3

groups: Homeless Veterans in HPACTs, homeless veterans in mainstream PC

and non-homeless Veterans in PC.

METHODS: We queried VA administrative data to identify 27 VA Medical

Centers operating the largest VA HPACTs, and compared HPACT users

(HPACT, n=10,713) to homeless-experienced patients in traditional primary

care clinics (HMAIN, n=70,990), against non-homeless Veterans VA

(MAIN=71,610) primary care patients. Homeless experience was based on

>1 homeless diagnosis OR use of homeless VA services in 24 months (thus

manywere previously homeless). Inclusion required (a) >2 PC visits in 2 years;

(b) PC panel assignment. Comparisons applied ANOVA and chi-squared tests

to assess demographics, clinical diagnoses, and use of ED and inpatient

hospitalizations. Logistic regression assessed independent predictors of

HPACT vs HMAIN membership, excluding the non-homeless.

RESULTS: Demographically, half the HPACT patients were very poor (in-

come <50% of federal poverty level, FPL), compared to 36% of HMAIN and

25% of MAIN (all p<.01). HPACT patients were less likely to be >65 (14%)

compared to HMAIN (25%) and MAIN (53%). Most mental conditions were

more common among HPACTandMAINH users compared toMAIN, such as

PTSD (28%, 32%, 17%, respectively) and depression (60%, 58%, 27%),

alcohol (48%, 33%, 9%) and drug problems (45%, 30%, 5%). Both HPACT

and HMAINwere more likely to have had >7 ED visits in the past 2 yrs (13%,
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12%) compared to MAIN (2.4%), and to have had >3 hospitalizations (13%,

12% and 3%). Some medical conditions (Traumatic Brain Injury, Cirrhosis)

were more common among homeless Veterans but many were not. In multi-

variable models of HPACT vs HMAIN membership, HPACT care was asso-

ciated with being male (OR 2.7, 2.4-2.9), never-married (OR 1.8, 1.7-2.0),

income <50% of FPL (OR 1.5, 95% CI 1.4-1.6), drug problems (OR 1.5, 1.4-

1.6), and alcohol problems(OR 1.4, 1.3-1.5), but not worse medical or mental

morbidity status

CONCLUSIONS: Homeless Veterans in primary care remain an especially

vulnerable group in regard to addiction and mental diagnoses, poverty, and

high levels of acute hospital service. Veterans using HPACTs differ from their

peers in mainstream care in regard to barriers to regaining housing (e.g.

income, marital status) and addiction status, factors that likely merit particular

attention in care design and delivery.

REMOTE MONITORING AND TELEHEALTH TO IMPROVE AC-

CESS AND HYPERTENSIONMANAGEMENT: CLEVELAND CLIN-

IC HEALTHY LIFE HIGH BLOOD PRESSURE PROGRAM Mark N.

Rood1; Matthew Faiman2; Kari Gali2; Stacey Winners2. 1Cleveland Clinic

Foundation, Chagrin Falls, OH; 2Cleveland Clinic, Cleveland, OH. (Control

ID #2914759)

BACKGROUND: Approximately 70 million adults in the United States

suffer from hypertension (HTN), a major risk factor for myocardial infarction,

renal disease, stroke and premature death. In response to this epidemic, there

has been a concerted national focus to reduce the burden of hypertension and

the associated disease. In 2016, the Cleveland Clinic launched an enterprise-

wide initiative to minimize hypertension associatedmortality andmorbidity by

sixteen thousand lives. The Healthy Life High Blood Pressure Program was

designed to test feasibility and functionality of telehealth services for a small

cohort of high risk hypertension patients, selected using data analytics, PCP's

and Care Coordinators. The objective was to augment primary care services by

conveniently incorporating remote monitoring and virtual lifestyle coaching

into the plan of care. Enhanced clinical outcomes including reduction in

systolic blood pressure (SBP), diastolic blood pressure (DBP) along with

improving engagement and self-management were predicted.

METHODS: We monitored 80 individuals with uncontrolled disease, using

the following techniques: incorporation of telemedicine into an evidence-based

Cleveland Clinic HTN care path, virtual lifestyle coaching utilizing motiva-

tional interviewing, remote monitoring of bluetooth-enabled blood pressure

data via a centralized dashboard, real-time feedback to patients and PCPs for

out-of-range alerts, regular status update meetings with PCPs, and integration

of clinical pharmacists availability to monitor, advise and adjust medications.

RESULTS:Of the 80 enrolled individuals with uncontrolled hypertension, 50

(62.5%) achieved control by the end of the pilot. A retrospective review

revealed a 7.5 point overall decrease in SBP and a 3.1 reduction in DBP over

a 24 week period for the high risk HTN population. Participants in the pilot,

along with the primary care physicians felt that the blood pressure cuff was

easy to use, enhanced awareness of blood pressure readings, and promoted

engagement in self-management of their care, especially when related to

lifestyle behaviors. A subset of the cohort completed pre and post laboratory

studies, which showed improvement in lipid profiles (total cholesterol, LDL,

VLDL and HDL). Pharmacist integration facilitated timely medication man-

agement support.

CONCLUSIONS: We demonstrated that incorporating remote monitoring

and virtual care coaching were feasible and satisfactory options to improve

HTN management and clinical outcomes. The chronic disease redesign en-

hanced access, and convenience in a cost-effective manner. Through the many

lessons learned we have been able to enrich our telehealth services. The major

obstacle of transmission and display of remote patient data into the EMR has

been successfully addressed and will aid in improved data analysis, quality

assurance and subsequent secondary clinical benefits.

RESEARCHER PERSPECTIVES ON EMBEDDING COMMUNITY

STAKEHOLDERS IN T1-T2 RESEARCH: A POTENTIAL NEW

MODEL FOR FULL-SPECTRUM TRANSLATIONAL RESEARCH

Sheba George2; Stefanie D. Vassar1; Rachelle Bross3; D'Ann Morris1; Norma

Mtume2; Keith Norris1; Ibrahima Sankare1; Teresa Seeman4; Pluscedia Wil-

liams2; Aziza L.Wright5, 2; Sonya Young Aadam6; Arleen F. Brown1. 1UCLA,

Los Angeles, CA; 2Charles Drew University, Los Angeles, CA; 3UCLA

Clinical and Translational Science Institute, Harbor-UCLA Medical Center

and Los Angeles Biomedical Research Institute, Torrance, CA; 4Division of

Geriatrics, UCLA, Los Angeles, CA; 5Healthy African American Families,

Los Angeles, CA; 6California Black Women's Health Project, Los Angeles,

CA. (Control ID #2944277)

BACKGROUND: Effective community engagement in T3-T4 research is

widespread, however, similar stakeholder involvement is missing in T1-T2

research. Recent IOM recommendations for CTSAs include having "active and

substantive community stakeholder participation in priority setting and deci-

sion making across all phases of research (T1-T4)". As part of an effort to

implement a pilot program to embed community stakeholders in T1-T2 re-

search projects, a UCLA CTSI team (co-led by community stakeholders)

conducted discussion groups with researchers to assess their perspectives on

this potentially innovative and synergistic opportunity.

METHODS:We conducted four discussion groups with 19 basic researchers

(focused on T1 or T2 research) and representing four research institutions.

Topics included 1) barriers/challenges to including community stakeholders in

basic science, 2) skills/training required for stakeholders and researchers, 3)

potential benefits of these activities.

RESULTS: From the researchers' perspective, the barriers to engaging commu-

nity partners in basic science included 1) high levels of technicality/jargon in

research settings, 2) finding community stakeholders with motivation/time for

participation and 3) challenges of relationship building to establish trust/open

communication. In order to participate in lab research, researchers suggested that

community stakeholders would need a basic understanding of science, lab-

specific knowledge, and lab safety and procedures, whereas for themselves,

researchers identified the need for additional skills to communicate research

concepts/relevance in lay language. Researchers also highlighted the importance

of trust, transparency and identifying mutual benefits for all stakeholders. Ben-

efits of engaging community stakeholders in T1-T2 research included addressing

needs of surrounding ("real-life") communities and parlaying enhanced ability to

explain research in lay language to policy makers and funders, and conducting

research that will be more beneficial to all sectors of the community.

CONCLUSIONS: Engaging community stakeholders in basic science re-

search was perceived as challenging but with exciting potential to incorporate

"real-life" community health priorities into basic research resulting in a new

model of full-spectrum translational research.
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RESIDENT EDUCATION TO CARE FOR UNINSURED AND UN-

DOCUMENTED IMMIGRANTS Kathryn Kline1, 2; Kathleen Page1; Jo-

seph Cofrancesco3. 1Johns Hopkins University, Baltimore, MD; 2Esperanza

Center Health Services Clinic, Baltimore, MD; 3JHUSOM, Baltimore, MD.

(Control ID #2942750)

BACKGROUND: Barriers to care for immigrants, especially those without

legal immigration status, include language and lack of health insurance. Never-

theless, training programs need to educate residents to care for diverse patients,

including undocumented immigrants. The authors assessed residents' educational

needs related to care for uninsured immigrant patients, as well as evaluating

experiences during a community-based immigrant-serving clinic rotation.

METHODS: The residents' continuity clinics have some uninsured and un-

documented patients. Also, two half-day sessions at a community free clinic

serving uninsured immigrants were incorporated into a rotation for residents in

the Urban Health internal medicine and med-peds residencies. Sessions in-

cluded didactics about undocumented immigrants' health and health are, as

well as providing patient care. Residents were surveyed about their experi-

ences, knowledge, and behaviors in caring for immigrants and their impres-

sions of the community clinic rotation.

RESULTS: 20/27 residents (74%) completed the survey. Most reported expe-

rience with outpatient care for immigrants: 13/20 (65%) reported that 5-40% of

their continuity clinic patients were Latin American immigrants, and 5/20 (25%)

reported that 40-95%of their clinic patientswere LatinAmerican immigrants. 15/

20 (75%) "agree or strongly agree" that they could identify social determinants of

health affecting immigrant patients. 18/20 (90%) "agree or strongly agree" that

they used low-cost formularies and coupons to decrease medication costs. 85%

(17/20) "agree or strongly agree" that they referred uninsured patients to pro-

grams that provide low-cost specialty care. 11/20 (55%) respondents had com-

pleted the community clinic rotation, of whom 10 answered questions about it.

All (10/10) "agree or strongly agree" that the rotation increased their knowledge

of immigrant communities and increased their knowledge of resources for

uninsured patients. Residents who had completed the rotation were more likely

than those who had not to "agree or strongly agree" that they used resources for

low-cost medications when treating uninsured patients (11/11, 100%, vs 7/9,

78%), but the difference was not statistically significant (p=0.21).

CONCLUSIONS: Residents in two programs focusing on primary care for

underserved populations reported some experience caring for undocumented

immigrants in their continuity clinics. They also reported high confidence in

their ability to assess immigrants' social determinants of health and to tailor

care to insurance status. Rotating at a community clinic serving uninsured,

undocumented immigrants further strengthened residents' perceptions of their

understanding of immigrant communities and their health care needs and

resources, although it is unclear whether it changed residents' behaviors.

Partnerships between immigrant-serving community clinics and academic

medical centers can promote and strengthen the academic centers' educational

and patient-care missions.

RESIDENTS WHO RECEIVE INFORMATION ON THEIR AMBU-

LATORY QUALITYMEASURES HAVE A BETTER UNDERSTAND-

ING OF HOW THEIR MEASURES COMPARE TO OTHER DOC-

TORS Alexander Harding1; Andrew S. Hwang2; Adrienne Clark2. 1Massa-

chusetts General Hospital, Boston, MA; 2Massachusetts General Hospital,

Cambridge, MA. (Control ID #2936525)

BACKGROUND: Panels of resident primary care doctors at Massachusetts

General Hospital (MGH) score lower on ambulatory quality measures (AQM)

than those of their attending counterparts. AQM measure chronic disease

management and preventive care, such as cancer screening and diabetes

control. We hypothesized that providing residents with detailed information

on their panel's AQM performance would give them more familiarity with and

motivation to actively manage their panels.

METHODS: We randomized internal medicine residents to: 1) Control group,

2) Practice target group, or 3) Peer comparison group. All residents received an

email in May 2017 with contact information for a population health coordinator.

Residents in the practice target group also received information on their panel's

AQM scores with a comparison to the target AQM levels for MGH. The peer

comparison group received their panel's AQMscores compared to average AQM

for residents in their year. All residents also reviewed their AQM at residency

retreats in May 2016 andMay 2017. We sent an electronic survey to all residents

in June 2016 and again in June 2017, before and after they had received theAQM

email.We compared responses using chi square testing. Residents who graduated

before intervention and Medicine-Pediatrics residents were excluded.

RESULTS:We received 95 survey responses in 2016 out of 171 total residents

surveyed (56%) and 62 responses in 2017 out of 170 residents (36%). Among

respondents in 2016, 27 were randomized, while among 2017 respondents, 43

were randomized. Among 2017 randomized respondents, 17% (2 of 12) of

those in the control arm agreed or strongly agreed that they knew how their

AQM compared to other doctors, while 64% (9 of 14, p = 0.01) of those in the

practice target group and 65% (11 of 17, p = 0.01) in the peer comparison

group did. 42% (5 of 12) of control group residents in 2017 reported that

knowing their AQM would or did motivate them to change their panel

management, while 50% (7 of 14, p = 0.67) in the practice target group and

71% (12 of 17, p=0.12) in the peer comparison group agreed or strongly agreed

with that statement. In 2016, 22% (6 of 27) of randomized residents agreed or

strongly agreed that they had taken specific actions in response to seeing their

AQM data, while 51% (22 of 43) reported doing so in 2017 (p = 0.02), but

there was no significant difference between randomization groups. Some

residents expressed concern that comparisons were unfair because of differ-

ences in panel complexity, despite messaging that reports were not evaluative.

CONCLUSIONS: Emails to resident primary care doctors improved their

understanding of AQM. Furthermore, a high proportion of residents reported

taking specific actions to address AQM after the intervention period - despite

no statistically significant difference among the three groups in reported

motivation to change their approach to panel management. Low survey re-

sponse rate limited our analysis.

RESULTS OF A PILOT STUDY TO EXPAND ROUTINE, OPT-OUT

HIV TESTING TO MEDICAL AND SURGICAL INPATIENT SER-

VICES Sara Turbow; Zena Belay; Bijal Shah. Emory University School of

Medicine, Atlanta, GA. (Control ID #2941806)

BACKGROUND: The CDC recommends that all adults be tested for HIVat

least once in their lifetime; each interaction with the health care system

represents an opportunity for testing. Here, we describe the results of a pilot

program to expand routine HIV testing to the inpatient medical and surgical

services at a safety-net hospital in the Southeastern US.

METHODS: We created an EMR-based algorithm to identify patients who

had not been tested for HIV. If a patient had not been tested at our institution in
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the previous year, an order and reminder would appear as part of the admission

order set (Figure 1). Providers could also order the test separately if they were

concerned about HIV infection. Patients who tested positive for HIV via

inpatient testing were compared to patients who tested positive via ED testing

on selected demographic characteristics and linkage to care variables. Patients

labeled as "previously positive" were later found to have previously tested

positive for HIV at another health system.

RESULTS: Since implementation in February 2017, 1523 HIV tests have

been ordered through the inpatient order set. Thirty (2.0%) were positive and

0.7% of all tests ordered represented new diagnoses of HIV. Table 1 includes

demographic and linkage to care analyses.

CONCLUSIONS: In our pilot study, inpatient testing captured patients whose

HIV diagnosis is being missed elsewhere. As demonstrated in Table 1, the

patients who test positive in the inpatient setting are older than patients who test

positive in the ED (p=0.0163). Many HIV testing programs are aimed at high-

risk patients, however, half of our positive patients were over 50. This supports

our and others' efforts to implement routine screening regardless of patient risk

factors and age. The prevalence of HIV for patients tested during the pilot

period is extremely high.We propose two reasons why this may have occurred:

first, we have made HIV testing as simple to order as we can, which promotes

testing among busy residents. Second, our prevalence may be falsely elevated

by providers ordering the test because they are concerned about HIV infection,

not just as a screening test. Overall, this pilot study supports our and others'

efforts to expand HIV testing into a variety of healthcare settings, and to

continue to offer testing to all patients, regardless of patient- or provider-

perceived risk.

RESULTS OF A VOTER REGISTRATION INTERVENTION AT A

COMMUNITY HEALTH CENTER IN BOSTON, MASSACHUSETTS

Andreas H. Mitchell1; Sheridan F. Reiger2; Sylvia Brandenberg3; Maria J.

Duarte1; Jonathan Kusner1; Katherine E. Warren1; Daniela Delgado4; Barbara

Gottlieb5; Bevin Kenney5. 1Harvard Medical School, Boston, MA; 2Brigham

and Women's Hospital, Boston, MA; 3MGH Institute of Health Professions,

Boston, MA; 4Harbor-UCLA Medical Center, Torrance, CA; 5Brigham and

Women's Hospital, Jamaica Plain, MA. (Control ID #2942014)

BACKGROUND: Community health centers (CHCs) have a unique role in

caring for patients' health in the context of their communities. In pursuit of this

mission, many CHCs support community engagement by conducting voter

registration initiatives. It has been reported that one national effort registered

over 18,000 voters within the year prior to the 2008 presidential election.[1]

However, little has been reported about these efforts, including characteristics

of populations served and barriers to voting among patients. Herein, we

describe a voter registration intervention at a CHC in Boston, Massachusetts,

at which 84% of patients are Hispanic or Latino, 14% have graduated college,

and 25% report food insecurity. [1] Liggett, Alisha, et al. "Results of a voter

registration project at 2 family medicine residency clinics in the Bronx, New

York." The Annals of Family Medicine 12.5 (2014): 466-469.

METHODS: We conducted a month-long voter registration intervention at a

CHC in Boston, MA. Student volunteers approached CHC visitors (primarily

patients) age 18 and older in the clinic waiting room, offering them a 10-item

survey (available in English and Spanish) and an opportunity to fill out a voter

registration form. Volunteers also staffed a table in the clinic waiting area

where individuals could register to vote without completing a survey.

RESULTS: 378 visitors completed the survey (154 in English, 224 in Spanish)

and 41 visitors registered to vote. Overall, 270 respondents (72.2%) were

eligible to vote, and among those, 241 (88.3%) were already registered. 161

respondents (43.6%) identified barriers to voting, with inability to get out of

work being most common (52 responses, 13.8% of respondents), and lack of

information about candidates second (32 responses, 8.5%).

CONCLUSIONS: CHCs can be successful sites for voter registration, with

relatively limited resource investment and sensitivity to issues of citizenship

and other factors influencing voting eligibility. CHCs can also support patient

civic engagement by addressing common barriers to voting, and many CHCs

already reduce such barriers by serving as voting sites themselves. The mission

of CHCs is to play a broad role in strengthening their communities, addressing

multiple social determinants of health. Civic engagement is one element of

empowerment that may have broad effects on the health and well-being of

individuals and communities.

RESULTS OF SELECTIVE DIABETES SCREENING PROTOCOL IN

A RESOURCE-POOR SETTING: A PILOT SETTING Kevin Cabrera2;

Arif Pendi1; Nassim Lashkari2; Eric El-Tobgy3; Benjamin Labrot4. 1Ayala School

of Biological Sciences, University of California Irvine, Irvine, CA; 2Keck School

of Medicine, University of Southern California, Los Angeles, CA; 3Fielding

School of Public Health, University of California Los Angeles, Los Angeles,

CA; 4Floating Doctors, Bocas del Toro, Panama. (Control ID #2936455)

BACKGROUND: As the global burden of diabetes increases, the majority of

diabetic individuals are projected to live in developing countries, where re-

sources for successful management are limited. Given that effective manage-

ment of diabetes requires screening to identify individuals with diabetes and

pre-diabetes, there is a need for the development of an effective screening

protocol tailored to resource-poor settings. As a result, the purpose of this study

was to implement a selective diabetes screening protocol for adults ≥35 years

or older and pregnant women of all ages in a resource-poor setting in Bocas del

Toro, Panama.

METHODS: This was a prospective diagnostic study performed at a three-day

clinic in Bocas del Toro, Panama. Non-fasting blood glucose screening of

walk-in patients was performed and age, sex, and pregnancy status data were

collected. Outcomes included (a) the percentage of patients that screened

positive for diabetes, (b) the percentage of patients that screened positive for

pre-diabetes, and (c) the diagnostic capability of the proposed selective diabe-

tes screening protocol. Diabetes was defined as a non-fasting blood glucose

measurement of ≥200 mg/dl. Pre-diabetes was defined as a non-fasting blood

glucose measure of 140-200 mg/dl.
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RESULTS: Of 84 patients, 2 (2.3%) screened positive for diabetes and 55

patients screened positive for pre-diabetes. After applying the screening pro-

tocol, 41 patients aged 45.6±12.0 years (46.3% female) had a blood glucose

concentration of 146.9±46.6 mg/dl. Of these patients, there were 3 pregnant

females, 4.9% screened positive for diabetes, and 39.0% screened positive for

pre-diabetes. Of the remaining 43 patients aged 21.3±8.0 years (44.2% female)

had a blood glucose conentration of 138.4±21.6 mg/dl. Of these patients, there

were 0 pregnant females, 0.0% screened positive for diabetes, and 39.5%

screened positive for pre-diabetes.

CONCLUSIONS: A selective diabetes screening protocol was developed to

the address the need for screening for diabetes among populations in resource-

poor settings. This protocol was effective in identifying all patients that

screened positive for diabetes but was ineffective in identifying all patients

with pre-diabetes. Therefore, a selective diabetes screening protocol may be

useful to identify patients that need treatment for diabetes in resource-poor

settings, but is unlikely to be useful to identify pre-diabetic patients that may

benefit from preventative efforts. Further study with larger sample sizes is

necessary to determine the reliability of this protocol in similar settings.

RESUMING WARFARIN FOLLOWING UPPER GASTROINTESTI-

NAL BLEEDINGAMONGPATIENTSWITHNONVALVULARATRI-

AL FIBRILLATION - AMICROSIMULATIONANALYSISMatthew A.

Pappas1, 1; Natalie S. Evans2; Michael B. Rothberg1. 1Cleveland Clinic Foun-

dation, Medicine Institute, Cleveland, OH; 2Cleveland Clinic Foundation,

Cleveland, OH. (Control ID #2927833)

BACKGROUND: Warfarin and other anticoagulants increase the risk of

hemorrhagic complications, including upper gastrointestinal hemorrhages

(UGIB). Warfarin is commonly used in the management of non-valvular atrial

fibrillation (NVAF) to reduce the risk of stroke, and frequently resumed

following UGIB. However, optimal timing of reinitiation remains unclear.

Theory suggests that resuming warfarin immediately after UGIB would lead

to additional hemorrhage and harm. Meanwhile, theory and cohort data sug-

gest that delaying reinitiation contributes to increased risk of thromboembo-

lism and increased mortality. We set out to identify the optimal day to resume

warfarin following UGIB.

METHODS: We extended a previously-described microsimulation model of

patients with NVAF to incorporate the probability of rebleeding as a function of

time following UGIB. Using that model, we simulated identical cohorts of

patients resuming warfarin on each day following UGIB to predict major

events (ischemic stroke, intracranial hemorrhage, rebleeding, and extracranial

major hemorrhages other than recurrent UGIB) and resultant morbidity and

mortality. We simulated from a health system perspective over a lifelong time

horizon, predicting discounted QALYs that would result from warfarin

reinitiation on each day following UGIB.

RESULTS: In our base-case simulation, reinitiation of warfarin 40 days

following the index UGIB produced peak utility (see Figure). Resumption

between days 37 and 43 produced greater than 99.99% of peak utility. In

sensitivity analyses, optimal timing was later for patients who had higher

probability of rebleeding (Rockall scores), and earlier for patients with higher

probability of stroke (CHADS2 scores). Over the range of Rockall scores,

optimal day of reinitiation varied by 14 days; over the range of CHADS2,

optimal day varied by 8 days. Results were robust to a wide range of input

parameters and conditions.

CONCLUSIONS: For unselected patients with NVAF, resumption around 40

days following UGIB is optimal. When discharging patients with NVAF

following UGIB, hospitalists should request anticoagulation follow-up around

that time. Time to reinitiation can be usefully personalized according to

rebleeding and stroke risk.

REVIEWING THE 2007 AHA PROPHYLAXIS GUIDELINES ON IN-

FECTIVE ENDOCARDITIS IN A TERTIARY-CARE TEACHING

HOSPITAL FROM 2007-2015 Hoi Yee Annie Lo2; Anahita Mostaghim1,

2; Nancy Khardori2. 1Boston Medical Center, Boston, MA; 2Eastern Virginia

Medical School, Norfolk, VA. (Control ID #2926525)

BACKGROUND: Pre-procedure infective endocarditis (IE) prophylaxis

guidelines were narrowed in 2007 by the American Heart Association

(AHA). Studies on the effects of the narrowed guidelines on Viridans group

Streptococci (VGS) IE are conflicting. This retrospective review of IE at a large

tertiary-care teaching hospital aims to determine the association of specific

procedures and risk classes with the causative organisms of IE.

METHODS: Admissions from 2007-2015 were identified using IE-related

ICD-9 codes. Cases that met definite Modified Duke Criteria and also

underwent a procedure in the preceding 6 months were extracted for analysis.

Cases were divided into three groups: patients that met AHA defined cardiac

risk factors (patients with a history of IE, prosthetic cardiac valve(s), congenital

cyanotic heart disease, and cardiac transplant patients with valvulopathy) for IE

prophylaxis (Group A), patients with other valvular/structural cardiac diseases

that did not meet AHA characteristics (Group B), and those without either

(Group C). Three types of procedures were studied in each group, which

included: dental/respiratory (recommended for antibiotic prophylaxis by the

AHA), invasive gastrointestinal/genitourinary(GI/GU), and vascular proce-

dures, for causative organism(s) and mortality.

RESULTS: 363 admissions met the Modified Duke Criteria for definite

endocarditis and 133 had a procedure in the prior 6 months. Group A had 49

cases, Group B had 39, and Group C had 45 cases. For the dental/respiratory

procedures, Group B was more likely to have VGS IE than Group A (OR=40,

P=0.0161) but same as Group C (OR=2, P=0.6240). For GI/GU procedures, all

groups were equally likely to have IE caused by gut pathogens. IE caused by

staphylococci species did not differ among the groups. However, group C was

more likely to develop methicillin resistant staphylococcal IE than group A

(OR=4, P=0.0412). The overall 30 day mortality was highest in group A,
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followed by group B and C. However, for patients in group A and B, mortality

was higher for those who underwent a procedure in the preceding 6 months.

CONCLUSIONS: Patients in group A who underwent any procedure in the

preceding 6 months had the highest mortality related to IE. All patients in

group B (with valvular/structural cardiac disease not covered by the AHA

guidelines for antibiotic prophylaxis) that underwent a dental/respiratory pro-

cedure in the preceding 6 months developed VGS IE. This data indicates that

antibiotic prophylaxis before a dental/respiratory procedure should be extend-

ed to include this group of patients. All patients who underwent a vascular

surgery had higher percentages of staphylococcal IE than those who underwent

other procedures, with group C having a predilection to developing methicillin

resistant staphylococcal IE.

RIFAXIMIN DOES NOT INCREASE RISK OF OPPORTUNISTIC

INFECTIONS IN PATIENTS WITH DIARRHEA-PREDOMINANT

IRRITABLE BOWEL SYNDROME Mark Pimentel1; Anthony Lembo2;

Zeev Heimanson3; Brian E. Lacy4. 1Cedars-Sinai Medical Center, Los

Angeles, CA; 2Beth Israel Deaconess Medical Center, Boston, MA; 3Salix

Pharmaceuticals, Calabasas, CA; 4Mayo Clinic Jacksonville, Jacksonville, FL.

(Control ID #2944444)

BACKGROUND: Broad-spectrum antibiotic use can cause dysbiosis of

bacterial communities and allow for the development of infection by opportu-

nistic pathogens. Rifaximin is a nonsystemic antibiotic approved for the

treatment of adults with diarrhea-predominant irritable bowel syndrome

(IBS-D). The aim of this analysis was to evaluate the safety profile of rifaximin

related to infections in a phase 3, randomized, double-blind, placebo-controlled

study of repeat treatment in adults with IBS-D.

METHODS: Open-label rifaximin 550 mg was given 3 times daily for 2

weeks, followed by a 4-week assessment period to evaluate treatment re-

sponse. Abdominal pain and stool consistency responders to open-label

rifaximin were followed for up to 18 weeks or until recurrence. Patients with

recurrence were randomly assigned to receive 2 repeat courses of rifaximin

550mg three times daily or placebo; the 2 courses were separated by 10 weeks.

Adverse event reporting included occurrence of, or worsening of, infections

following administration of the first dose of open-label rifaximin until the end

of the study. All patients who received ≥1 dose of open-label rifaximin were

included in the safety analysis.

RESULTS: During the 24-week open-label phase (2 weeks of treatment and

up to 22 weeks of assessment/follow-up), of the 2579 patients who received

open-label rifaximin (mean age, 46.4 y; range, 18-85 y), infections were

reported in 308 (11.9%) patients, with the most common being upper respira-

tory tract infection (1.6%). Infections such as vulvovaginal mycotic infection

(n=13; 0.5%), gastroenteritis (n=9; 0.3%), herpes zoster (n=6; 0.2%), oral

candidiasis (n=3; 0.1%), and oral herpes (n=3; 0.1%) were rare. A total of

636 patients, who had responded to open-label rifaximin and then experienced

recurrence, were randomly assigned to treatment in the double-blind phase

(rifaximin [n=328; mean age, 47.9 y; range, 19-85 y] and placebo [n=308;

mean age, 45.6 y; range, 18-78 y]). During the 22-week double-blind phase (up

to two 2-week courses and 18 weeks of assessment/follow-up) infections were

reported in 61 (18.6%) patients in the rifaximin group and 61 (19.8%) in the

placebo group. No patients in either group reported oral candidiasis;

vulvovaginal mycotic infection, herpes zoster, and oral herpes were reported

in 1 patient each (0.3%) in the rifaximin group. One patient (0.3%) in the

rifaximin group and 2 (0.6%) in the placebo group reported gastroenteritis.

Clostridium difficile infection occurred in 1 patient 37 days after the first

double-blind rifaximin course; the patient had a prior history of C difficile

infection and had completed a 10-day course of cefdinir immediately preced-

ing the infection.

CONCLUSIONS: Multiple 2-week courses of rifaximin do not increase the

risk of developing an infection, including fungal infections, in patients with

IBS-D. Supported by Salix Pharmaceuticals.

RIFAXIMIN IS A SAFE THERAPY FOR DIARRHEA-

PREDOMINANT IRRITABLE BOWEL SYNDROME Leonard B.

Weinstock1; Mark Pimentel2; Zeev Heimanson3; Anthony Lembo4. 1Washing-

ton University School of Medicine, St. Louis, MO; 2Cedars-Sinai Medical

Center, Los Angeles, CA; 3Salix Pharmaceuticals, Calabasas, CA; 4Beth Israel

Deaconess Medical Center, Boston, MA. (Control ID #2943659)

BACKGROUND: Rifaximin is a nonsystemic, gastrointestinal (GI)-targeted

antibiotic indicated for the treatment of diarrhea-predominant irritable bowel

syndrome (IBS-D) in adults. Some antibiotics have been associated with an

increased risk of GI-related adverse events (AEs), including hepatic-related

AEs and opportunistic infections (eg, Clostridium difficile). The current aim

was to conduct a pooled analysis of 3 large studies to further characterize the

safety profile of rifaximin for IBS-D (indicated dosage, 550-mg tablet 3 times

daily for 2 weeks).

METHODS: The analysis included adults with IBS-D who participated in 2

identically designed, double-blind, placebo-controlled, phase 3 studies (Study

1 and 2) and 1 double-blind, placebo-controlled, repeat treatment phase 3 study

(Study 3). Adverse events were collected during the overall evaluation period:

for Study 1 and 2, two-week treatment course and 10-week follow-up; for

Study 3 (double-blind phase), 2-week treatment course, 10-week follow-up, a

second 2-week treatment course, and 4-week follow-up.

RESULTS: 952 patients in the rifaximin group (71.8% female) and 942

patients in the placebo group (70.7% female) were included. For the overall

evaluation period, few patients discontinued therapy due to AEs (rifaximin,

0.9%; placebo, 1.0%) and fewer patients in the rifaximin vs placebo group

reported severe AEs (4.1% vs 6.3%). The percentage of patients with any GI-

related AEs for rifaximin vs placebo were comparable (15.3% vs 15.8%), with

the most common GI-related AEs being nausea (4.1% vs 3.3%), diarrhea

(3.6% vs 2.7%), and abdominal pain (3.4% vs 3.9%). Constipation was lower

in the rifaximin (0.7%) vs placebo (1.6%) group. For rifaximin vs placebo,

liver chemistry AEs were similar: increased alanine aminotransferase levels

(1.6% vs 1.2%) and increased aspartate aminotransferase levels (1.3% vs

1.0%). Hepatobiliary AEs (eg, hepatic steatosis, cholecystitis) were infrequent

(rifaximin, 0.1%; placebo, 0.3%). Infection-related AEs occurred in a similar

percentage in rifaximin and placebo groups (21.6% vs 23.2%). The most

common infection-related AEs for rifaximin vs placebo groups were upper

respiratory tract infection (4.9% vs 5.0%), nasopharyngitis (3.0% vs 4.6%),

sinusitis (2.5% vs 2.4%), urinary tract infection (2.4% vs 2.8%), and bronchitis

(2.3% vs 2.3%). Three (0.3%) patients in placebo group reported a Staphylo-

coccal abscess or infection. One patient in the rifaximin group experienced

recurrent C difficile colitis, which resulted in study discontinuation. C difficile

infection was not considered to be treatment-related, but likely occurred due to

the patient receiving a 10-day cefdinir course for treatment of urinary tract

infection.
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CONCLUSIONS: The frequency of general, GI-, hepatic-, and infection-

related AEs with rifaximin was generally comparable with that of placebo,

supporting that rifaximin is a well-tolerated and safe treatment option for IBS-

D. Supported by Salix Pharmaceuticals.

RIFAXIMIN REPEAT TREATMENT FOR DIARRHEA-

PREDOMINANT IRRITABLE BOWEL SYNDROME (IBS-D) AND

IMPACT ON CLOSTRIDIUM DIFFICILE INFECTION DEVELOP-

MENT Mark Pimentel1; Philip S. Schoenfeld2; Zeev Heimanson3; Brooks

D. Cash4. 1Cedars-Sinai Medical Center, Los Angeles, CA; 2John D. Dingell

VA Medical Center, Detroit, MI; 3Salix Pharmaceuticals, Calabasas, CA;
4University of South Alabama, Fairhope, AL. (Control ID #2944706)

BACKGROUND: Rifaximin, a nonsystemic antibiotic, is indicated for the

treatment of IBS-D. Antibiotic use is a risk factor for Clostridium difficile

infection, which may be detected using enzyme immunoassay (EIA) for C

difficile toxins A and/or B. The aim of this post hoc analysis of a phase 3,

randomized, double-blind (DB), placebo-controlled, 51-week study was to

determine the impact of rifaximin treatment on the development of C difficile

infection.

METHODS: Adults with IBS-D received open-label (OL) rifaximin 550 mg

three times daily for 2 weeks, followed by a 4-week treatment-free period to

assess response. Responders were followed for an additional 18 weeks, or until

symptom recurrence. Patients with recurrence were randomly assigned to

receive 2 repeat courses of DB rifaximin 550 mg three times daily or placebo

for 2 weeks; each course separated by 10 weeks. Stool samples were collected

before (OL baseline) and after OL rifaximin treatment, before (DB baseline)

and after the first DB treatment, and at end of study. A negative EIA test for C

difficile toxins A and B at OL baseline was required to continue in study. For

any stool samples testing positive during the study, confirmatory testing was

performed using real-time polymerase chain reaction (PCR) for toxin B. Stool

samples were also collected and tested using real-time PCR for toxin B in

patients with suspected C difficile infection (ie, ≥3 loose or watery stools

during previous 24 hours and ≥1 other sign of enteric infection [eg, fever,

nausea/loss of appetite, vomiting, worsening severe abdominal pain]) during

the study.

RESULTS: Thirty-seven (1.6%) of 2357 patients with baseline EIA data at the

start of the OL phase were withdrawn due to a positive EIA test. Three patients

who did not have stool samples tested prior to first OL rifaximin dose had a

positive test after beginning treatment (last day of treatment, and 1 and 25 days

post OL rifaximin, respectively). None of the 3 patients reported symptoms

suggestive of active C difficile infection and may have been asymptomatic

carriers. One patient in the DB rifaximin group developed C difficile infection

37 days after completing the first repeat treatment course. This patient was

negative for C difficile toxins A and B by EIA at OL baseline. However, the

patient had a previous history ofC difficile colitis 9 months prior to study entry,

and had received a 10-day course of cefdinir for a urinary tract infection just

prior to the current diagnosis of C difficile infection. This infection was not

considered to be rifaximin related but rather cefdinir related. No positive EIA

tests for C difficile were reported at DB baseline or after first DB treatment

course.

CONCLUSIONS: Repeat treatment with rifaximin did not predispose pa-

tients to infection with C difficile, a finding that is consistent with the well-

established safety profile for rifaximin. Supported by Salix Pharmaceuticals.

RISE IN EHR-BASED DEPRESSION SCREENING RATES AMONG

NEW YORK CITY PRIMARY CARE PRACTICES FROM 2014 TO

2017: IMPLICATIONS FOR INTEGRATED CARE DELIVERY

MODELS AND VALUE-BASED CARE Amandi Clarke1; Hilary Pauli1;

Lily Glenn1; Jenny R. Smolen1; Mark Alexander2; Sachin Jain1. 1New York

City Department of Health andMental Hygiene, Long Island City, NY; 2Bronx

RHIO, Bronx, NY. (Control ID #2945302)

BACKGROUND: Depression affects nearly 8% of the US population and is

often comorbid with chronic physical conditions. Behavioral health integration

in primary care has been proposed as a means to improve physical health

outcomes. Depression screening is a key aspect of integrating behavioral health

in primary care settings. The association between depression screening rates

and practice type or Patient-Centered Medical Home (PCMH) recognition

status across primary care practices in New York City (NYC) has not been

previously reported.

METHODS: We used data from the Hub Population Health system, derived

from the electronic health records (EHRs) of practices in NYC that use the

eClinicalWorks system, to measure depression screening rates from January

2014 to October 2017. Analysis was limited to adult primary care practices

seeing at least 50 patients per month and returning data for all 46 months. The

screening rate consisted of patients aged 18-100 in a given month who were

screened for depression anytime in the previous 12 months, out of patients

aged 18-100 who visited the practice in that month. Depression screening was

based on the practice's recording of a Patient Health Questionnaire-2 or -9

result, thus not capturing screening that may have occurred but was not

documented in the EHR using a structured field. Rates of screening were

stratified by practice type (independent vs. community health center, or

CHC) and whether a practice had ever received PCMH recognition. A paired

t-test was used to assess the difference in mean screening rates in January 2014

and October 2017. Non-parametric Mann-Whitney-Wilcoxon testing was used

to assess the difference in median screening rates by practice characteristics in

October 2017.

RESULTS:Of 522 eligible practices, 104 met the inclusion criteria. Screening

rates ranged from 0 to 100% across practices. From January 2014 to October

2017, the overall depression screening rate increased from 32.5% to 67.2%.

There was a significant increase in the proportion of patients screened for

depression from January 2014 to October 2017, (p<.0001). The median

screening rate among the 56 practices with prior PCMH recognition in October

2017 was significantly higher than the 48 practices without prior recognition

(76.4% vs. 23.9%; p<.0001). The median screening rate did not significantly

differ between CHCs (69.3%) and independent practices (66.8%) overall.

CONCLUSIONS: Depression screening has increased dramatically in New

York City primary care practices; the largest gains were seen among practices

with prior PCMH recognition. Successful implementation of a structured inte-

grated care delivery model such as PCMH may be a catalyst for EHR-based

depression screening in primary care settings, which can help identify patients

who may be candidates for care management, behavioral health and medication

adherence counseling, and other chronic disease prevention interventions.

RISK OF IN-HOSPITAL MORTALITY OR CARDIOPULMONARY

ARREST ASSOCIATED WITH ANTIPSYCHOTIC USE Matthew

Basciotta1; Shoshana J. Herzig2. 1BIDMC, Brookline, MA; 2Beth Israel Dea-

coness Medical Center, Brookline, MA. (Control ID #2942474)
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BACKGROUND: Prior studies have demonstrated increased risk for sudden

death with both typical and atypical antipsychotics, which is believed to be

related to QT prolongation and polymorphic VT. However, these analyses

focused on the outpatient and long-term care settings. To date, there are no

studies investigating the association in hospitalized patients. Our objective was

to evaluate the risk of death or cardiopulmonary arrest in hospitalized patients

exposed to antipsychotics.

METHODS:We conducted a single center retrospective cohort analysis of all

hospitalized patients at Beth Israel Deaconess Medical Center (BIDMC) from

2013-2016. Patients excluded were those admitted directly to the ICU, OB/

GYN or psychiatric services, or with a pre-existing psychiatric diagnosis on

admission. Our primary outcome was death or cardiopulmonary arrest during

hospitalization (composite) within 7 days of exposure. The association be-

tween antipsychotic exposure and outcome was determined using a Cox

Proportional Hazards model to control for an extensive list of potential con-

founders, including 29 Elixhauser comorbidities, ICU time, demographics,

admission type and other medications.

RESULTS: Our cohort included 150,952 total hospitalizations that met

criteria, with 695 total events (death or cardiac arrest). After controlling for

the above demographics and comorbidities, typical antipsychotics had a sta-

tistically significant association with death or cardiopulmonary arrest (hazard

ratio [HR] = 1.6, 95% confidence interval [CI] 1.2-2.2, p = 0.004). Atypical

antipsychotics were not associated with death or cardiopulmonary arrest (HR =

1.0, 95%CI 0.8-1.3, p = 0.936). As part of our analysis, we also evaluated other

medication classes including benzodiazepines, opioids and acid-suppressive

drugs. Of these, benzodiazepines (HR = 1.8, 95%CI 1.5-2.1, p < 0.001) and

opioids (HR = 1.9, 1.6-2.3p < 0.001) had statistically significant associations

with our primary outcome.

CONCLUSIONS: In a cohort of hospitalized patients at BIDMC, typical

antipsychotic exposure was significantly associated with increased mortality

or cardiopulmonary arrests. This was true while controlling for a large number

of comorbidities and other risk factors, with a large magnitude of risk (HR =

1.6). This finding is consistent with multiple previous outpatient cohort studies.

Atypical antipsychotic use was not associated with any increased risk in this

population. The reason for lack of association with atypical antipsychotics is

unclear, as this relationship has been demonstrated in outpatient studies. It is

possible that risk is proportional to duration of use, and brief inpatient use is not

associated with substantial risk. These findings should be confirmed in other

centers. Based on these results, inpatient providers should be thoughtful when

prescribing antipsychotic medications, especially typical antipsychotics and in

settings where there is little data regarding benefit.

RISKS AND BENEFITS OF MARIJUANA USE: A NATIONAL SUR-

VEY OF US ADULTS Salomeh Keyhani1, 2; stacey steigerwald3; Julie

Ishida1, 2; Camille Dollinger3; Robin Yoo3; Marzieh Vali3, 2; Deborah Hasin4;

Magdalena Cerda4; Beth Cohen1, 2. 1University of California at San Francisco,

San Francisco, CA; 2San Francisco VA, San Francisco, CA; 3San Francisco

Veterans Administration Medical Center, San Francisco, CA; 4Columbia Uni-

versity, New York, NY. (Control ID #2936822)

BACKGROUND: Legalization of marijuana has been accompanied by a

growing number of Americans using marijuana, marijuana-related media

coverage and marketing directed at consumers. Thus, understanding the

public's current perceptions of the risks and benefits of marijuana is important.

National surveys have examined "perceived risks" (e.g., great risk, moderate

risk, low risk) from marijuana use, but little is known about views towards

several other important domains including beliefs about benefits, prevention of

health problems, perceived risk compared to tobacco and wine, and societal

effects (e.g. secondhand smoke or driving under the influence). To further our

understanding of the public's views about the risks and benefits of marijuana

use, we conducted a national survey of US adults.

METHODS: We developed a survey and specifically addressed content not

covered by federally sponsored surveys. We surveyed 16,000 US adults 18

years and older in September 2017 using GFK's KnowledgePanel, a

probability-based, nationally representative online sample of the US popula-

tion. To assess the extent to which our respondents were comparable to those of

the National Survey on Drug Abuse and Health (NSDUH), we compared their

socio-demographic characteristics. Descriptive statistics were calculated for all

items. For the multivariable logistic regression analyses, we combined respon-

dents who agreed with a statement and compared their baseline characteristics

to respondents with all other viewpoints.

RESULTS: The response rate was 56.3% (n=9,003). The mean age of the

sample was 48 years. Respondents were 52% female and 64% white. Respon-

dent socio-demographic characteristics were similar to NSDUH. About 80%of

US adults identified at least one benefit of marijuana while 17% stated it had no

benefit. A third of Americans believe that marijuana improves sleep and about

half believe it offers relief from stress, anxiety, and depression. About 91% of

US adults identified at least one risk from marijuana while 9% stated it had no

risks. Over a quarter of US adults agreed that marijuana had preventive health

benefits. A third of US adults believe that smoking one marijuana joint a day is

safer than smoking one cigarette a day and that secondhand smoke from

marijuana is safer than secondhand smoke from tobacco. About 1 in 8 Amer-

icans believe that smoking one marijuana joint per day is safer than drinking

one glass of wine per day. A quarter of Americans believe it is safer to drive

under the influence of marijuana compared to under the influence of alcohol.

Younger Americans 18 to 34 years old were about three times more likely to

view smoking one marijuana joint a day as safer than smoking one cigarette a

day compared to adults 65 years and older [OR 3.09, 95% CI (2.64, 3.62)].

CONCLUSIONS: Americans have a more favorable view of marijuana use

than is supported by current evidence, with many believing it is safer than

alcohol or tobacco. These findings should be a cause for concern to US

policymakers.

ROUTINE ASSESSMENT OF PATIENTS' VALUES AND GOALS UP-

ON ADMISSION TO INTERNAL MEDICINE TEACHING SER-

VICES: EXPERIENCES & APPLICATIONS David S. Burstein1; Mat-

thew Tuck2; Katherine C. Chretien3; Marudeen Aivaz4; Austin Kaboff5; Chris-

tina M. Puchalski6. 1George Washington University Hospital, Washington,

DC; 2Department of Veterans Affairs Medical Center, Washington, DC;
3Washington DC VAMC, Washington, DC; 4George Washington University

School of Medicine, District of Columbia, WA; 5Kansas City University of

Medicine and Biosciences, Vernon Hills, IL; 6George Washington University

School of Medicine and Health Sciences, Washington, DC. (Control ID

#2939242)

BACKGROUND: Patient-centered care incorporates patients' values and

goals, yet elicitation of patient priorities may be excluded during initial clinical

evaluations upon hospital admission. For this reason, a resident-led quality
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improvement project designed to identify patients' values, goals and concerns

upon admission was undertaken at an academic hospital center.

METHODS: A quality improvement project involving the addition of a

"Personal History" (PH) to the History & Physical, defined as documenting

"what matters most to the patient and why," was performed on two general

internal medicine wards teaching services at an academic hospital center in

April-June 2017. Residents that rotated on these teams for at least two weeks

were then invited to participate in a voluntary IRB-approved qualitative study

of their experience. A phenomenological research design was used to under-

stand residents' experiences with patient care as a result of adding a PH to their

clinical history-taking routine. Semi-structured individual interviews were

recorded, transcribed and coded for themes until saturation was reached.

RESULTS: Fourteen residents participated. Fourmajor themes were identified

as part of the phenomenological study: patients and providers found value in

the PHwith the potential to changemanagement; therewere barriers to taking a

personal history; variability in professional identity and comfort with the

intervention affected effort; and there are opportunities for future applications.

Residents felt that the intervention held value for patients, particularly those

with advanced and end-stage illness. Marked variability was noted with regard

to interpersonal approaches and optimal timing for eliciting this information

from patients. While residents often had the skill to obtain this information, a

common barrier was simply not remembering to add the PH to their regular

history-taking routine. Participants suggested adding a section to the electronic

medical record that captures this content to promote this practice habit.

CONCLUSIONS: Regular assessment of patients' values and goals during

clinical care is feasible and acceptable to residents and was perceived to have a

positive impact on patient care, especially in patients who presented with

advanced and/or end-stage illness. Having a discrete section in the H&P note

that identifies patients' values, goals and concerns could encourage regular

elicitation of this important content for patient-centered care. Subsequent plans

for the project involve using the PH on the neurology stroke service, with

documentation in a multidisciplinary tab in the EMR that is used to record

patients' rehabilitation progress. Peer-to-peer didactics on the benefits of

eliciting this information early in admission may facilitate practice adoption.

Additional work may help to elucidate optimal conditions to elicit a PH from

inpatients.

SAVE DR MOM: SECOND ADVERSE EVENT VICTIM EXPERI-

ENCES: DECISIONS AND REPERCUSSIONS FOR MOTHERS IN

MEDICINE Kiran Gupta; Sarah Lisker; Natalie Rivadeneira; Christina

Mangurian; Eleni Linos; Urmimala Sarkar. University of California, San

Francisco, San Francisco, CA. (Control ID #2928490)

BACKGROUND: The distress experienced by providers after involvement in

an adverse event is known as the "second victim" phenomenon. Research

suggests that women are more likely than men to experience negative emo-

tional and professional outcomes related to adverse events, and that these

outcomes may be more pronounced among women with family responsibili-

ties. We sought to understand the extent and types of adverse events, mistakes,

and nearmisses experienced by physicians who identify asmothers, the impact

of such events on patients and physicians, and the association between

experiencing a medical error and physician burnout. A multivariate analysis

of respondent involvement in an error and emotional consequences will be

complete by the time of the conference.

METHODS: The Physician Moms Group, founded in 2014, is an online

community of over 65,000 diverse physician members who identify as

mothers.We posted an anonymous cross-sectional survey on the group's online

platform on June 17, 2016 followed by two reminder posts in July 2016. 5782

members completed the survey. The main outcome is self-reported involve-

ment in an adverse event. Two authors independently coded respondents' free

text descriptions of the event using the National Academy of Medicine's

framework for error type. A third author resolved disagreements. The impact

of the event on patients and physicians is analyzed by descriptive statistics. A

binary logistic regression is used to assess the association between burnout and

involvement in an adverse event, mistake, or near miss, controlling for years in

practice and specialty. To our knowledge, this is the largest study examining

physicians' personal experiences with adverse events.

RESULTS: 51% (2859/5582) of respondents reported involvement in an

adverse event, medical mistake, or near miss. Of those who reported involve-

ment in such an event, 56% (1607/2859) provided a description of the event;

97% (1556/1607) of descriptions could be qualitatively coded for event type.

63% of described events are related to treatment, 30% to diagnosis, 2% to

failures of communication, 1% to preventive care, 0.5% to equipment failures,

and 2% to other system failures. 25% of the events resulted in hospitalization or

a procedure for the patient. 82% of physicians involved in an adverse event,

medical mistake, or near miss experienced guilt and 4% sought mental health

support after the event. 38% of all respondents reported experiencing at least

one symptom of burnout. Burnout is associated with adverse event, medical

mistake, or near miss (OR 1.27 [95% CI: 1.12-1.42]) when holding years in

practice and medical specialty constant.

CONCLUSIONS: Our findings suggest that physicians commonly experi-

ence adverse events. Such events appear to have significant consequences for

care providers and may be associated with feelings of guilt and burnout that

persist for years. Emotionally supporting physicians experiencing adverse

events may be a logical strategy to prevent burnout.

SCHEDULED VS EMERGENCY-ONLY DIALYSIS IN ESRD SAVES

LIVESAND LOWERSHEALTHCAREUTILIZATION: A NATURAL

EXPERIMENTOanh K. Nguyen1; Miguel A. Vazquez1; Lakeesha Charles2;

Joseph Berger1; Henry Quiñones1; Richard Fuquay3; Ethan Halm1; Anil N.

Makam1. 1UT Southwestern Medical Center, Dallas, TX; 2Parkland Health &

Hospital System, Dallas, TX; 3Dallas Nephrology Associates, Dallas, TX.

(Control ID #2936375)

BACKGROUND: In many U.S. states, undocumented immigrants receive

intermittent emergency-only dialysis when life-threatening ESRD complica-

tions arise. The effects on health outcomes and utilization compared to stan-

dard scheduled dialysis are unknown. We took advantage of a natural exper-

iment to compare these strategies among undocumented immigrants with

ESRD on emergency-only dialysis who became newly eligible and applied

for private insurance coverage for scheduled dialysis, with over half receiving

coverage in a quasi-randomized fashion.

METHODS: Natural experiment of 182 adults on emergency-only dialysis in

Dallas, Texas who applied for insurance in February 2015, using medical

record, claims and state vital statistics data. Overall, 105 individuals were

enrolled in scheduled dialysis; 77 remained on emergency-only dialysis

(controls) for non-patient-related reasons (dialysis center declined to partici-

pate). We compared ED visits and hospitalizations in the 6-months pre- and 12
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months post-enrollment using intention-to-treat negative binomial difference-

in-differences (DiD) regression; and deaths using Kaplan-Meier survival anal-

yses and Cox proportional hazards regression adjusted for age, sex, and time

since dialysis initiation.

RESULTS: At baseline, the scheduled group was younger (45 vs 51 yrs,

p<0.01), had more frequent dialysis (1.1 vs 0.7 sessions/week, p<0.01), more

ED visits (median 6.6 vs 3.5 visits/month, p<0.001), and similar hospitaliza-

tions (median 2.0 vs 2.0 per 6 months, p=0.99) vs controls. In adjusted

analyses, compared to baseline, the scheduled group had a larger net decrease

in ED visits (-6.0 vs +0.4 visits/month, DiD -6.4, p<0.001) and a larger net

decrease in hospitalizations (-1.5 vs -0.8 per 6 months, DiD -0.7, p=0.04)

during follow-up vs controls. At 12 months, the scheduled dialysis group had a

far lower mortality rate compared to the emergency-only group (3% vs 16%,

p=0.03, ARR 13%, NNT 8, Figure).

CONCLUSIONS: In this natural experiment, scheduled dialysis saves lives

and lowers ED utilization and hospitalizations within 1 year of enrollment

compared to remaining on emergency-only dialysis. Universal scheduled

dialysis should be the standard of care for undocumented immigrants with

ESRD.

SCOPE OF PRIMARY CARE PHYSICIAN PARTICIPATION IN

HEALTH INSURANCE EXCHANGE PLANS Daniel Polsky; Molly

Candon; Paula Chatterjee; Xinwei Chen. University of Pennsylvania, Phila-

delphia, PA. (Control ID #2944957)

BACKGROUND:Millions of Americans have purchased insurance coverage

through health insurance exchanges (HIX) created by the Affordable Care Act,

but little attention has been paid to the overall quality and appeal of these plans

to potential enrollees. One dimension of health plan quality that has been

tracked extensively in other insurance market segments is the scope of physi-

cian participation. We compare the scope of physician participation in HIX to

both ESI and Medicaid insurance market segments along two dimensions of

physician participation: the in-network rate (i.e., the share of physician offices

in-network for at least one plan in the insurance type) and the appointment

availability rate (i.e., the share of in-network offices offering appointments to

new patients with that insurance type) by leveraging a randomized study of

primary care physicians' (PCP) offices across 10 states.

METHODS: We conducted our study in two phases. Phase 1 was an office

survey of a representative sample of primary care offices treating nonelderly

patients in Arkansas, Georgia, Illinois, Iowa, Massachusetts, Montana, New

Jersey, Oregon, Pennsylvania, and Texas. The in-network rate for HIX, ESI,

andMedicaid was determined using all of the surveyed offices. Phase 2 was an

audit study where trained field workers called offices and simulated patients

requesting new patient appointments. The simulated patients were randomly

assigned to have HIX, ESI, or Medicaid plans. Appointment availability was

measured in the second phase. First, we estimated the in-network rate, defined

as the share of offices that participated in at least one network for a given type

of insurance (HIX plans, employer-sponsored insurance (ESI), or Medicaid).

Second, we estimated the appointment availability rate, defined as the share of

in-network offices that scheduled a new-patient appointment with a simulated

patient randomized to a given type of insurance (HIX, ESI, or Medicaid).

RESULTS:We found that patients enrolled in HIX plans had an intermediate

degree of difficulty in accessing in-network primary care physicians and

scheduling appointments. Among primary care offices accepting ESI, 91%

also participated in a network for at least one HIX plan and 75% participated in

a network of at least oneMedicaid plan. Similarly, the appointment availability

rate was 73% for HIX plans compared to 83% for ESI and 63% for Medicaid.

These patterns were consistent across nearly all states.

CONCLUSIONS: The scope of primary care physician participation in HIX

planswas wider than inMedicaid, but narrower than ESI. These results provide

insight into some of the challenges HIX patients face and can be used to better

inform policymakers about the trade-offs involved in increasing coverage.

SCREENING FOR DIABETES AMONG HIGH RISK YOUNGER

ADULTS Maya S. Venkataramani; Craig E. Pollack; Hsin-Chieh Yeh; Nisa

Maruthur. Johns Hopkins University School of Medicine, Baltimore, MD.

(Control ID #2946093)

BACKGROUND:While a growing proportion of younger adults possess risk

factors for type 2 diabetes, current guidelines do not recommend routine

diabetes screening for these adults based on age alone. Screening among high

risk younger adults is important as early detection and prevention in this cohort

could have substantial individual and population health benefits. We sought to

determine—using a nationally representative sample—the extent to which

younger adults, especially those at high risk of developing diabetes, are

screened.

METHODS: We analyzed data from the 2016 National Health Interview

Survey. Our analytic sample included adults age 18 to 44 years old without a

self-reported history of diabetes or prediabetes. Our outcome was self-reported

screening for diabetes within the past 3 years. We calculated American Dia-

betes Association (ADA) Diabetes Risk Test scores, a validated measure of

diabetes risk, using age, gender, physical activity, weight for height, family

history of diabetes in first-degree relatives and history of gestational diabetes in

women. A score of 5 or greater corresponds with high type 2 diabetes risk. We

performed multivariable logistic regression analyses to identify

sociodemographic correlates of screening among younger adults with 1) high

ADA Diabetes Risk Test score and 2) overweight or obese weight status.

RESULTS: Our sample consisted of 11,698 younger adults. The majority

were white (75.6%), non-Hispanic (79.2%), privately insured (67.7%) and had

a usual source of preventive care (88.5%). 50.4% were male. 6.8% had a high

Diabetes Risk Test score and over half (56.2%) were overweight or obese.

Overall 63.6% of younger adults report being screened for diabetes in the past

three years; three quarters (75.8%) of younger adults at high diabetes risk were
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screened as were two thirds (67.6%) who were overweight or obese. Among

younger adults with high ADA Diabetes Risk Test scores, Black (Odds ratio

[OR] 3.66; 95% confidence interval [95% CI] 1.69 to 7.91) and Hispanic (OR

2.10; 95% CI 1.06 to 4.18) adults had higher odds of being screened compared

to white or non-Hispanic adults. Uninsured adults were less likely to receive

screening than privately insured adults (OR 0.37; 95% CI 0.18 to 0.76).

CONCLUSIONS: A large proportion of high risk younger adults did not

report recent screening for diabetes, underscoring a missed opportunity for

identifying and intervening on type 2 diabetes and prediabetes in these indi-

viduals. Guidelines do recommend screening individuals who possess certain

diabetes risk factors regardless of their age, and greater emphasis should be

placed on the need to screen younger adults at higher risk.

SELECTING ACTIVE SURVEILLANCE: DECISION-MAKING FAC-

TORS FOR MEN WITH A LOW-RISK PROSTATE CANCER Richard

M. Hoffman1; Tania Lobo2; Stephen K. Van Den Eeden3; George Luta2;

Kimberly M. Davis4; David Aaronsen5; Kathryn L. Taylor4. 1University of

Iowa, Iowa City, IA; 2Georgetown University, Washington, DC; 3Kaiser

Permanente Northern California, Oakland, CA; 4Georgetown University,

Washington, D.C., DC; 5Kaiser Permanante, Oakland, CA. (Control ID

#2935025)

BACKGROUND: Men with a low-risk prostate cancer (PCa) can opt for

active surveillance (AS), a monitoring strategy deferring active treatment (AT)

in the absence of disease progression. AS can minimize the harms of over-

treatment, but historically most eligible men select AT. We evaluated the

associations of decision-making factors (knowledge, decisional processes,

and psychological factors), socio-demographic, and clinical factors with

selecting AS.

METHODS: We enrolled 1139 men from Kaiser Permanente Northern Cal-

ifornia (KPNC) with a low-risk PCa (PSA < 10 ng/mL, Gleason < 7, stage ≤
2a) diagnosed between 2012-14. We conducted telephone surveys within 30

days of diagnosis, collecting data on socio-demographics and clinical history,

PCa knowledge, psychological factors and decisional processes. We abstracted

medical record data on comorbidities and tumor characteristics. We classified

men as selecting AS if they remained continually enrolled in KPNC and did not

undergo active treatment (surgery, radiotherapy, or hormone therapy) within a

year of diagnosis. We used multivariable logistic regression analyses to iden-

tify factors associated with selecting AS. We used the c-statistic to assess

predictive accuracy.

RESULTS: We evaluated 1118 subjects, median age 62, 81% white, 82%

married, 19% < any college education, 34% no comorbidities. During one-year

follow-up, 637 (57%) opted for AS. Significant predictors for selecting AS

were increasing age (70+ vs < 50, OR = 3.2; 95% CI 1.2, 8.6); being aware of

low-risk status (1.8; 1.1, 3.1); knowing that AS was a treatment option (3.7;

1.6, 8.3); wanting to avoid sexual dysfunction (1.6; 1.1, 2.3) and radiation

exposure (2.3; 1.5, 3.5); and a urologist recommending only AS (8.4; 4.7,

15.0). Conversely, wanting to be cured of cancer (2.3; 1.3, 4.1), greater anxiety

(1.5; 1.1, 2.1), greater decision confidence (2.2; 1.5, 3.1), and having higher

PSA levels (1.2 per unit change; 1.1, 1.3), clinical stage (T2a vs. T1c, 2.2; 1.2,

4.1), and percent positive biopsy cores (>25% vs. <10%, 3.3; 2.2, 5.0) were

associated with AT. The c-statistic for the model with socio-demographic and

clinical variables was 0.76; the c-statistic was 0.88 for the full model with

decision-making factors.

CONCLUSIONS:A substantial proportion of subjects selected AT, and

decisions were associated with socio-demographic factors and tumor

characteristics. However, decision-making factors also independently

predicted treatment selection. Men selecting AS were more knowl-

edgeable than those selecting AT about PCa prognosis and treatment

options, and were more concerned about avoiding treatment harms.

Although supported by urologists in selecting AS, these men were less

confident in their decision than those selecting AT. Efforts to provide

comprehensive early decision support to men with low-risk cancers

may facilitate better informed decision making and potentially increase

uptake of AS.

SELECTION EFFECTS IN MEDICARE'S VOLUNTARYACCOUNT-

ABLE CARE ORGANIZATIONS Adam A. Markovitz1, 2; John M.

Hollingsworth3, 3; John Z. Ayanian3, 2; Edward C. Norton1, 3; Phyllis Yan3;

Andrew Ryan1, 3. 1University of Michigan School of Public Health, Ann

Arbor, MI; 2University of Michigan Medical School, Ann Arbor, MI; 3Uni-

versity of Michigan, Ann Arbor, MI. (Control ID #2935066)

BACKGROUND: Studies suggest Medicare Shared Savings Program

(MSSP) accountable care organizations (ACOs) have achieved modest sav-

ings. However, results may be affected by selection bias if clinicians motivated

to lower spending preferentially participate in ACOs. We performed an instru-

mental variable analysis to account for clinician selection when evaluating

MSSP performance.

METHODS:We compared performance changes among Medicare fee-

for-service beneficiaries in MSSP ACOs versus controls from 2008

through 2014 (n=109,590,024 beneficiary-quarters). Similar to prior

MSSP analyses, we estimated adjusted longitudinal models accounting

for secular trends, fixed market factors, beneficiary characteristics

(age, sex, race, disability, Medicaid dual status, poverty, education,

comorbidity), and clinician characteristics (sex, specialty). To account

further for selection effects, we used MSSP supply as an instrumental

variable. MSSP supply measured the share of nearby clinicians (within

50 miles of the clinician's practice) participating in the MSSP.

RESULTS: In adjusted longitudinal models, the MSSP was associated

with modest reductions in spending (-$86 per beneficiary-quarter),

hospitalizations (-0.19 per 100 beneficiary-quarters), preventable hos-

pitalizations (-0.08 per 100 beneficiary-quarters), readmissions (-0.45

per 100 beneficiary-quarters), and emergency department visits (-0.69

per 100 beneficiary-quarters) (all P<0.001). In instrumental variable

models, the MSSP was not significantly associated with changes in

spending ($15 per beneficiary-quarter; P=0.63), hospitalizations (-0.06

per 100 beneficiary-quarters; P=0.70), preventable hospitalizations

(0.04 per 100 beneficiary-quarters; P=0.62) or readmissions (-0.47

per 100 beneficiary-quarters; P=0.09), but was associated with de-

creased emergency department visits (-0.54 per 100 beneficiary-

quarters; P=0.03). The MSSP was associated with improved perfor-

mance on some quality indicators in adjusted but not instrumental

variable models.

CONCLUSIONS:After accounting for clinician selection, the MSSPwas not

associated with improvements in spending, quality, or most hospital use

measures. These findings highlight the importance of addressing selection

when evaluating voluntary reforms.
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SELF-REPORTED PHYSICAL AND MENTAL HEALTH OF GEN-

DERNON-CONFORMING ADULTS IN THE U.S. Carl G. Streed1; Ellen

P. McCarthy2; Jennifer Haas1. 1Brigham & Women's Hospital, Boston, MA;
2Beth Israel Deaconess Medical Center, Harvard Medical School, Boston,

MA. (Control ID #2904266)

BACKGROUND: Since 2014, the Behavioral Risk Factors Surveillance

System (BRFSS) provided states the option to administer a sexual orientation

and gender identity module. Research has since explored the physical and

mental health of gender minorities in the U.S.

METHODS: We pooled 2014 through 2016 Behavioral Risk Factor Surveil-

lance System (BRFSS) data and analyzed measures of participant-reported

mental health and physical health of individuals completing the gender identity

module: gender non-conforming (n =450), transgender (n = 1,779), or cisgender

(n = 516,757); we excluded don't know/not sure (n = 2,970) or refused (n =

4,286) responses. We examined self-reported health outcomes: 1) overall health

status; 2) serious difficulty concentrating, remembering, or making decisions

because of a physical, mental, or emotional condition; and 3) limitation in any

way in any activities because of physical, mental, or emotional problems.

Bivariable and multivariable analyses were used to identify differences by

gender minority status. Logistic regression was performed to assess the effects

of age, education, race, employment status, and income. All analyses were

performed using SAS 9.4; survey procedures were utilized to account for the

complex sampling design and were weighted to reflect national estimates.

RESULTS: Compared to transgender adults, gender non-conforming adult

respondents are younger (17.8% vs 26.7% under 24 years-old, p = 0.02) and

have higher educational attainment (11.9% vs 18.4% with college degree, p =

0.004). Remaining sociodemographic characteristics, health conditions, prox-

ies for health care access, and health behavior were similar between transgen-

der and gender non-conforming adults. After adjusting for sociodemographic

characteristics, health conditions, and health behaviors, gender non-

conforming participants are at increased odds, compared to transgender peers,

of self-reported fair or poor health (adjusted odds ratio [aOR] 1.52 95%

confidence interval (CI) 1.08-2.15, p = 0.02) and self-reported serious diffi-

culty concentrating, remembering, or making decisions (aOR 1.44; 95% CI

1.01-2.06, p = 0.04).

CONCLUSIONS: This study demonstrates that gender non-conforming

adults in the US experience disparities in physical and mental health

compared to their transgender peers; these disparities persist even

when adjusting for known protective factors, such as employment or

income. To eliminate health disparities, there must be widespread

collection of SOGI data using standard, reliable questions. Our find-

ings signal to care to health professionals and practitioners to ade-

quately address the health of these vulnerable populations.

SEVERE BACTERIAL INFECTIONS IN OPIOID USERS: A DE-

SCRIPTIVE STUDY Cuong Q. Pham; Ryan Kelly; Michael G. Usher.

University of Minnesota, Saint Paul, MN. (Control ID #2944602)

BACKGROUND: Hospitalizations for severe bacterial infections (SBI) asso-

ciated with intravenous opioid use disorder (OUD), such as endocarditis, staph

bacteremia, and spinal infections, have more than doubled over the past

decade. These infections require long term intravenous antibiotics which create

complicated hospital dispositions and ethical dilemmas. Consequently, a stan-

dard of care is lacking for these hospitalizations, resulting in inadequate

medical and addiction treatment. Unfortunately, data in this field is limited,

and thus continued opioid use following diagnosis is not well established. This

study begins to address this gap.

METHODS: We used inpatient encounters from the Health Care Utilization

Project State Inpatient Dataset for 6 states (NY, FL, IA, VT, UT, GA, 2011-

2014). Patients were identified as opioid users when the ICD 9 codes were

charted as OUD or opioid intoxication anytime during a 1 year period. We

compared demographics, hospital use, and outcomes between patients with

and without a SBI (defined as an admitting diagnosis of bacterial endocarditis,

staph bacteremia, or spinal infection). We then investigated the risk of read-

mission for opioid intoxication within 90 days of discharge using multivariate

logistic regression.

RESULTS: 254,343 patients were identified as having an OUD in the

inpatient setting. Of those patients, 4,440 had a diagnosis of a SBI.

Furthermore, these patients were more likely to be White (73.1% vs

68 .9%,p<0.001) , more l ike ly to be uninsured (14 .9% vs

10.8%,p<0.001), and had a higher total of inpatient stays (51.9 vs

15.5 days,p<0.001). Additionally, these patients stayed an average of

19.1 days, had a 5.1% inpatient mortality rate, and had left against

medical advice at a rate of a 11.6%. Unfortunately, OUD was coded in

only 48% of admissions. After discharge, 213 patients (4.8%) were

readmitted for opioid intoxication within 90 days. Predictors of opioid

intoxication were shorter length of stay (p<0.001) and discharge with

home health care (p= 0.049).

CONCLUSIONS: Due to the combination of inconsistent or nonexis-

tent ICD coding for OUD with SBI and minimal OUD screenings in

the hospital setting, this study likely underestimated the true number

of patients with OUD requiring hospitalizations. In practice, we found

1.7% of hospitalized patients with OUD had a SBI, which is far above

the rate of the general population. These patients had a high cost of

care, rate of mortality, rate of skilled care following discharge and rate

of readmission for opioid intoxication. The low rates of OUD coding

during hospitalization and high rates of readmission for intoxication

shows the need to improve inpatient opioid addiction identification

and treatment. Moreover, this study shows in the inpatient setting that

significant health disparities such as access to health care for medical

and opioid addiction has contributed to our rising opioid epidemic.
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SHIFTING SITE OF CARE: THE IMPACT OF A STUDENT-

FACULTYCOLLABORATIVEPRIMARYCARECLINICONEMER-

GENCY DEPARTMENT AND URGENT CARE UTILIZATION IN A

VULNERABLE POPULATION Pooja Chandrashekar1, 2; Anjali Thakkar2,

3; Bonnie B. Blanchfield4, 2. 1Harvard University, Cambridge, MA; 2Harvard

Medical School, Cambridge, MA; 3University of California San Francisco

Medical Center, San Francisco, CA; 4Brigham & Womens Hospital, Boston,

MA. (Control ID #2945979)

BACKGROUND: Lack of primary care (PC) is known to increase ED

use, resulting in non-emergent care taking place in costlier settings.

One solution is to offer after-hours PC access. Many patients in

Crimson Care Collaborative (CCC), a Boston-based network of seven

Harvard Medical School-affiliated student-faculty collaborative clinics

(SFCCs), have limited PC access and often use the ED. A pilot study

at a CCC site serving primarily commercially insured patients found

ED utilization significantly decreased after CCC enrollment, resulting

in savings of $76K/year, or $478/patient. As Medicaid ACO programs

expand, understanding how a SFCC serving a Medicaid population

shifts care is important. This study estimates the value that CCC-

Chelsea, which serves a Medicaid population and offers after-hours

PC, creates by identifying the change in ED and Urgent Care (UC)

utilization after patients enroll in CCC. We examine the change in

aggregate ED and UC utilization (ED/UC) because, due to the distance

of the nearest ED, patients use the Chelsea UC clinic as an ED.

Though UC clinics are not as costly as ED visits, the Chelsea UC

clinic is more expensive than retail UC or PC. Thus, there are

compelling reasons to shift the site of care from both the ED and

UC to a more comprehensive PC setting like CCC-Chelsea.

METHODS: A retrospective analysis of 329 adult patients enrolled at CCC-

Chelsea from 10/1/11-9/30/16 was conducted. Annual cohorts were created

based on enrollment date. Descriptive analysis characterized cohorts using ED,

UC, and outpatient visit data from Partners Healthcare's Research Patient Data

Registry. The ED/UC visit volume in the 18 months before and after CCC

enrollment was used to calculate the change in ED/UC utilization per patient

after enrollment in CCC. Outpatient CCC visits were quantified. National cost

estimates for ED and UC visits were used to estimate savings. Regression

analysis estimated the effect of other covariates on ED/UC utilization. Results

were compared to our pilot study.

RESULTS: In the 2013, 2015, and 2016 cohorts, the average per

patient ED/UC utilization significantly decreased by 45.1%

(p=0.002), 22.6% (p=0.04), and 48.5% (p<0.001), respectively. Chang-

es in the 2012 and 2014 cohorts were not significant. Regression

analysis on the combined cohort controlling for demographic charac-

teristics revealed that for each additional visit to CCC-Chelsea, ED/UC

utilization significantly decreased by 0.19 visits/patient (p=0.03). No

other characteristics were significantly related to ED/UC utilization.

Assuming an annual cohort size of 66 patients and an annual reduc-

tion of 0.19 ED/UC visits/patient/year, an estimated 12.5 total ED and

UC visits were avoided each year, amounting to $15.6K in annual

savings.

CONCLUSIONS: As hospitals seek to reduce costs and improve quality of

care for patients in Medicaid ACOs, this study demonstrates that adding access

to after-hours primary care through a SFCC, or another similar model, provides

value for this vulnerable population.

SHOULD MEDICAL SCHOOL CURRICULA BE MORE LIKE FEL-

LOWSHIPS? INFLUENCE OF THE MICHIGAN GLOBAL HEALTH

AND DISPARITIES PATH OF EXCELLENCE ON MEDICAL STU-

DENTS' CAREER TRAJECTORIES Brent C. Williams; Katherine

Hughey; Jason Bell. University of Michigan, Ann Arbor, MI. (Control ID

#2940562)

BACKGROUND:Medical school curricula are being transformed to address

societal needs in addition to clinical skills. Few studies have examined the

impact these curricula have on the careers of junior physicians after graduation.

The Global Health and Disparities (GHD) Path at the University of Michigan

Medical School (UMMS) enrolls 20-35 students each year and includes: a)

four-year relationship with an assigned advisor; b) scholarly field project; c)

small group activities in the second year; and d) a Mini Field Project focusing

on team-building and leadership skills. Since its inception in 2012, GHD

students have regularly rated relationships with faculty, peer interactions, and

scholarly field work as the most valuable aspects of the program.

METHODS: In spring 2017, we administered a confidential, online survey to

the 57 UMMS students who participated in GHD for all four years of medical

school in the graduating classes of 2015 and 2016. Graduates rated the impact

of GHD on 1) choice of specialty, 2) choice of residency program within

specialty, 3) competitiveness in the match, and 4) professional relationships/

networks on a 5-point scale (0-No Impact; 5-High Impact). Graduates also

rated their intent to explicitly address health disparities in their careers, and the

influence of GHD on these plans on 5-point scales. Lastly, respondents

recorded the number of graduate-authored presentations and publications that

were related to or enabled by GHD.

RESULTS: Thirty (53%) of the 57 students completed surveys. Of respon-

dents, 83% reported GHD had a high impact (rating 4 or 5) on professional

relationships/networks in their careers. 77% felt GHD had at least a moderate

influence (rating 3-5) on their plans and goals to address health disparities

throughout their careers. Fewer graduates reported high impact of GHD on

choice of specialty (32%), residency program within specialty (48%), or

competitiveness in the match (35%). Nine graduates (30%) had one first-

authored publication related to work in GHD, and 25 graduates (83%) had at

least one presentation or publication related to work in GHD. As a group,

respondents had 14 papers published related to their work in GHD.

CONCLUSIONS: Graduates of a program in global and domestic health

disparities that emphasizes longitudinal advising and peer interactions perceive

a positive impact on career intentions and scholarly productivity. Students'

choice of specialty and residencywithin specialty appeared influenced by other

factors. As medical school curricula promote skills in system reform, inten-

tionally structuring the development of professional networks, as is common in

academic fellowships designed to produce leaders and scholars, may be as

important as curricular content and scholarly work. Future research should

investigate ways to structure relationships among students and faculty to

positively influence career intentions address society's needs.

SHOULD ROUTINE CBCS BE ROUTINE? LESSONS LEARNED IN

AN URBAN RESIDENT PRIMARY CARE CLINIC Bryan Chesen1, 2;

Christian Abrahim1, 2; Lucas Policastro1, 2; Gayatri Malhotra-Gupta1, 2; Joie

Singh1, 2; Andrew J. Lee1, 2; Yakira David1, 2; Melissa S. Lee1, 2; Andrew A.

Chang1, 2. 1Health + Hospitals/Kings County, New York, NY; 2SUNY Down-

state Medical Center, Brooklyn, NY. (Control ID #2946172)
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BACKGROUND: The Complete Blood Count (CBC) is one of the

mostfrequently ordered tests in both the inpatient and outpatient setting. Many

order a "routine CBC" without provenmortality benefit for routinely screening

asymptomatic, non-pregnant adults. We seek to understand the frequency at

which CBCs are regularly ordered by Internal Medicine residents in the

primary care setting and to determine the yield of this routine practice in our

patient population

METHODS: A retrospective chart review was conducted on 99 patients seen

in the resident primary care practice. Patients were stratified based on whether

or not a CBCwas performed. Documentation of symptoms or signs of anemia,

history suggestive of bleeding or high risk of bleeding, disorders of

anticoagulation, features of sepsis, inflammation or hematologic malignancy

or a history of unresolved abnormalities in at least one of the components of the

CBC (white blood cell count, platelet count or hemoglobin) was tracked for all

patients with a CBC.

RESULTS:Themean age of patients in the studywas 53.3 years with a female

predominance (67.5%). The majority of patients were black (92.5%). Of the 99

patient visits, 59 patients had CBCs performed. Of all patients who had a CBC

ordered, 4 (6.7%) were symptomatic - 3 had symptoms of anemia and 1,

suspicion for sepsis. The remaining 55 cases (93.2%) had no features on chart

review to suggest a CBC would change medical management. Of the symp-

tomatic patients, 3 (75%) had an abnormality in the expected parameter. Of the

asymptomatic patients, 5 (11.6%) had mild anemia that did not require addi-

tional workup or intervention and 1 (2%) had moderate asymptomatic anemia,

which is being further investigated.

CONCLUSIONS: As physicians we are trained to listen to and examine our

patientsbefore ordering lab tests. We supplement this with routine screening

based on established preventative health guidelines. Although there are no such

guidelines for the use of a screening CBC, its use is widespread . Our results

demonstrate that our residents routinely order CBC's despite the low yield of

the test in our predominantly asymptomatic population. The threshold for

ordering a CBC is lowered because of the cultural expectation for "routine

labs" in medical practice, the ease and efficiency of ordering the test and its the

relatively low cost. Routine non-indicated laboratory testing has become an

epidemic within the healthcare system. Even a relatively low cost test such as

the CBC ordered "routinely" can have a cumulative economic impact. In order

to reduce unnecessary healthcare costs, we must teach residents to choose

wisely in an effort to provide streamlined, quality, high value care for our

patients.

SIMULATED FIRST NIGHT-ONCALL (FNOC): ESTABLISHING

COMMUNITY AND A CULTURE OF PATIENT SAFETY FOR IN-

COMING INTERNS Sondra Zabar1; Donna Phillips5; Jeffrey Manko1, 7;

Lynn Buckvar-Keltz1; Grace Ng6; Ian Fagan1, 4; Ilseung Cho5, 1; Alexandra

Mack6; Kinga Eliasz2; Gizely N. Andrade1; Adina Kalet2; Thomas S. Riles3, 1.
1NYU School of Medicine, New York, NY; 2New York University School of

Medicine, New York, NY; 3NYU Langone Medical Center, New York, NY;
4NYU Health & Hospitals/Bellevue, New York, NY; 5NYU Langone Health,

New York, NY; 6The New York Simulation Center for the Health Sciences,

New York, NY; 7NYC Health & Hospitals/Bellevue, New York, NY. (Control

ID #2941771)

BACKGROUND: The transition from medical students to intern presents a

major patient safety concern. Incoming interns must understand the specific

culture of safety at their new institution and processes that they are expected to

perform on Day 1 of residency without direct supervision - regardless of

specialty choice. To support transitioning trainees and cultivate a culture of

safety in our medical center we developed an authentic, immersive First Night-

onCall (FNOC) simulation to ensure new interns are ready to address common

safety issues.

METHODS: Prior to FNOC, incoming interns completed 5 Wise-onCall

online modules which were designed to provide a just-in-time framework to

approach acute inpatient complaints. Over 4-hours, new interns, in groups,

were challenged to: conduct an ethical informed consent, evaluate a decom-

pensating patient and activate a rapid response team, recognize a mislabeled

blood culture bottle, conduct an effective patient handoff, recognize common

patient safety hazards and participate in safety rounds. Faculty debriefed all

activities. Learners completed a pre-program assessment, a retrospective pre-

post assessment and a program evaluation. Standardized-Patients and

Standardized-Nurses completed behaviorally-anchored checklists for each

case.

RESULTS: 145 incoming interns from 56 medical schools and 7 departments

(Internal Medicine, Surgery, Neurosurgery, Neurology, Emergency Medicine,

OB/GYN, Orthopedics) completed FNOC. Despite 61% (n=145) reporting to

have witnessed a medical error during medical school, only 35% reported any

formal training in patient safety. Post FNOCmore than 94% reported increased

comfort (4/5 on 1-5 scale) in speaking to a supervisor, escalating a situation,

and reporting a medical error. 63% of groups (n=46) called a rapid response

team for the decompensating patient and only 22% contacted the senior

resident, 70% of groups (n=44) recognized the label error for the blood cultures

and only 33% alerted the nurse, and 67% (n=46) groups confirmed that the

consent could take place in the presence of another adult in the room. Almost

all of the interns (N=133) agreed or strongly agreed FNOC was an effective

way to learn patient safety (99%), a good approach to improve readiness

(96%), fun (93%), and engaging (100%). Out of the 86% of the interns who

completed all 5 on-line modules, over 90% agreed that the Wise-onCall

modules increased readiness for internship.

CONCLUSIONS:As a group, entering interns are not yet consistently able to

demonstrate common safety practices. Engaging, immersive, simulation based

group experiences like FNOC may reduce this variability and instill aspira-

tional institutional norms generating a culture of safety and providing a

framework for effective on-boarding strategies for novice health care pro-

viders. Lasting impact will be evaluated by enterprise wide follow-up assess-

ment of rates of rapid response team activation and patient safety incident

reporting.

SNOMEDHIERARCHIES FOR SHAREDDEFINITIONOF PATIENT

CONDITIONS FROM EHR DATA Ling Chu2; Diane Schaeflein1;

Vaishnavi Kannan1; Duwayne L. Willett1. 1University of Texas Southwestern

Medical Center, Dallas, TX; 2UT Southwestern, Dallas, TX. (Control ID

#2945808)

BACKGROUND: Given adoption of electronic health records (EHRs) certi-

fied to follow terminology standards, why does achieving consistent defini-

tions of important patient conditions for population health remain challenging?

Certified EHRs now map diagnoses to SNOMED CT (Systematic Nomencla-

ture of Medicine-Clinical Terminology). By federal standard, exchanging

patient conditions between EHRs via Health Information Exchanges also
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employs SNOMED concepts. Accordingly, EHR-derived clinical quality mea-

sures (eCQMs) increasingly define conditions with SNOMED concept value

sets, which can be built in EHRs as diagnosis "groupers". Most initial

SNOMED value sets issued by CMS are one-dimensional lists of

terms—analogous to lists of ICD codes in value sets for administrative claims

data. But SNOMED has hierarchical relationships which can be leveraged to

create simpler value sets, by referring once to a concept and including all its

descendants. Objectives: (1) Compare a hierarchy-based vs. list-based value set

approach to defining patient conditions using SNOMED-encoded diagnosis

data from EHRs. (2) Evaluate the differences between hierarchy-based vs. list-

based SNOMED value sets in (a) complexity, (b) completeness, and (c)

coverage of relevant diagnosis clinical terms available for clinician selection

in an EHR.

METHODS: Starting from published CMS 2018 high-priority clinical quality

measures (eCQMs), ten clinical conditions were identified. The published list-

based value sets of SNOMED concepts were compared with SNOMED

hierarchy-based value sets for the same conditions. Value set complexity was

assessed by the number of SNOMED concepts needed for definition. Value set

completeness was assessed by comparing contents of the list-based vs.

hierarchy-based value sets, both for individual SNOMED concepts and for

diagnosis terms within the EHR.

RESULTS:Hierarchy-based value sets are far simpler than exactly equivalent

list-based ones, requiring a median of 3 vs 78 SNOMED concepts to define.

Hierarchy-based value sets also proved more complete: compared with the

hierarchy-based value sets, the ten 2018 CMS-released list-based value set lists

omitted a median 65% of SNOMED concepts and 35% of EHR clinical terms.

CONCLUSIONS: Pragmatic clinical trials and population health initiatives

increasingly include EHR-generated diagnosis data to define patient conditions

for study or intervention. The marked simplicity of hierarchy-based value sets

streamlines clinician vetting of relevant condition subtypes to include/exclude,

while providing more complete coverage of diagnosis terms available for

clinician selectionwithin the EHR. Defining conditions with SNOMED should

employ hierarchy-based, rather than list-based, value sets for use as diagnosis

"groupers" within and across EHRs. By doing so, clinical guideline and eCQM

authors can streamline implementation of condition-specific clinical decision

support tools promoting guideline adherence for optimal patient care.

SOCIAL DETERMINANTS OF MEDICATION ERRORS: A STUDY

OFMEDICATIONLISTDISCREPANCY Sripooja Satya; Kunal Khurana;

Aileen Chang; Parvinder Khurana. The George Washington University, Wash-

ington, DC. (Control ID #2926793)

BACKGROUND: The Institute of Medicine estimated that medication errors

cause 1 of 131 outpatient, and 1 of 854 inpatient deaths. Change in the patient's

clinical status, perceived adverse effects, failed trial in therapy, or efficacious

alternatives affect decisions to continue medications. Auto-fill orders, multiple

pharmacy types, and alterations in medication lists by various specialties may

amplify errors. The literature shows limited accuracy of outpatient medication

lists. Furthermore, socioeconomic factors amplify the effect of errors on lower

SES patients. Our objective was to characterize the types of medication list

discrepancies between providers, pharmacies, and patients in two distinct

wards of DC.

METHODS: We queried medical records at the GW Medical Faculty Asso-

ciates for English speaking adults seen in primary care with a diagnosis code of

hypertension or diabetes. 28 patients in Ward 3 (high SES) and 36 patients in

Ward 8 (low SES) were contacted and provided verbal informed consent.

Medication lists were obtained from the patient's EHR. Patients were called

and surveyed about demographics and confidence level with accuracy of the

medication list. The patient's medication list was verified by the pharmacy via

phone to reflect active medications that the patient had filled in the past year.

The frequency of types of differences between the source lists were recorded.

Descriptive statistics and t-test comparisons are reported.

RESULTS: Patients in Ward 3 were predominantly Non-African American,

with education greater than high school, and age > 60. Patients in Ward 8 were

predominantly African American, with education less than high school, and

age 40-60. There was a median of 0.33 (IQR 0.98) list discrepancies between

provider-pharmacy-patient lists. A mean of 2.6 (variance 16.8) medications

were listed in the EHR but were not being taken by the patient, 2.0 (variance

7.6) medications were listed in the EHR but not being taken by the patient, and

2.4 (variance 9.1) were listed in the EHR but not in the pharmacy. 16 patients

were taking medications that had been discontinued by their provider. Ward 8

had a mean of 0.96 (variance 5) medication discrepancies. Ward 3 had a mean

of 0.79 (variance 1.79) medication discrepancies. Our population was not

representative of the DC population.

CONCLUSIONS:This is one of the first studies to attribute a large proportion

of medication list errors to discrepancy between EHR and pharmacy lists.

Higher discrepancies between EHR-pharmacy list when compared to EHR-

patient and EHR-pharmacy lists could be due to incomplete medication rec-

onciliation within EHR, external provider prescriptions, non-transmission of

discontinuation orders, and limited use medications remaining on record. We

recommend clinic EHRs have the ability to transmit discontinuation orders to

pharmacies and an experienced provider for accurate medication reconcilia-

tion. Additionally, patient counseling by pharmacists may mitigate greater

discrepancies in lower SES patients.

SOCIALLY DETERMINED VULNERABILITIES TO HEALTH DIS-

PARITIES AND INCIDENT STROKE IN THE REGARDS STUDY

Mariella Ntamatungiro1; Monika M. Safford2; Virginia Howard3; Karen Al-

bright3, 4; Kimberly D. Martin3; Dawn Kleindorfer5; April Carson3; Joanna

Bryan2; Joshua Richman3. 1Weill Cornell Medical College-New York Presby-

terian Medical Center, New York, NY; 2Weill Cornell Medical College, New

York, NY; 3University of Alabama, School of Public Health, Birmingham, AL;
4University of Alabama, School of Medicine, Birmingham, AL; 5University of

Cincinnati, College of Medicine, Cincinnati, OH. (Control ID #2944057)

BACKGROUND:Racial disparities in incident stroke are well documented in

U.S epidemiological cohort studies with stroke rates being higher for Blacks

than Whites. Social determinants that may contribute to health disparities in

general include race, low education, low income, living in an impoverished

area, living in an area with relatively few healthcare services, Southeastern

residence, living in rural areas, social isolation, and lacking health insurance.

To date, we know very little about the effects of these social determinants on

stroke disparities. The objectives of this study were to determine both the

independent and combined effects of socially determined vulnerabilities to

health disparities on incident stroke.

METHODS: We used data from the REasons for Geographic and Racial

differences in Stroke (REGARDS) study, a large national racially diverse

epidemiological cohort of adults 45+ years followed for 10 years. We excluded
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individuals with history of stroke at baseline. The primary study outcome was

expert adjudicated incident stroke. We initially examined 10 socially deter-

mined vulnerabilities and retained those with bivariate associations with

p<0.10. Using Cox proportional hazards models, we examined hazard ratios

(HR) and 95% confidence intervals (CI) between vulnerabilities and incident

stroke, adjusting for gender and age at baseline.We then examined associations

between the number of vulnerabilities (0, 1, 2, 3+) and incident stroke adjusting

for demographics, medical conditions, use of medications, functional status,

health behaviors, and physiologic variables.

RESULTS: The study sample included 27,813 individuals with no history of

stroke at baseline. Mean age was 64.5 years and 55% were female. We

observed 1,350 strokes. We ultimately included 5 vulnerabilities (race, educa-

tion, income, zip code poverty, and insurance); 32% of the sample had no

vulnerabilities, 32% had one, 20% had two, and 16% had 3+ vulnerabilities. In

a minimally adjusted Cox model, compared to having no vulnerabilities, 1

vulnerability increased the risk of stroke by 31% (95% CI 1.13-1.53), 2

vulnerabilities by 57% (95% CI 1.34-1.85), and 3+ vulnerabilities by 83%

(95% CI 1.55-2.16). In a fully adjusted Cox model, having one vulnerability

increased stroke risk by 13%, but this did not achieve statistical significance

(p=0.12). Having two (HR 1.20, 95% CI 1.02-1.42) or 3+ (HR 1.26, 95% CI

1.05-1.50) vulnerabilities significantly increased stroke risk.

CONCLUSIONS: A greater number of socially determined vulnerabilities

was associated with higher risk of stroke even after controlling for medical

conditions, medications, functional status, health behaviors, and physiologic

variables. Understanding the impact of multiple vulnerabilities on incident

stroke points the way to reducing stroke-related disparities.

SPECIALTY CARE TRANSFORMATION IN THE URBAN SAFETY

NET: FRONTLINE PERCEPTIONS OF ECONSULT IMPLEMENTA-

TION Michelle S. Lee1; Kristin N. Ray2; Ateev Mehrotra3; Paul Giboney4;

Hal F. Yee4; Michael L. Barnett1. 1Harvard T.H. Chan School of Public Health,

Boston, MA; 2University of Pittsburgh, Pittsburgh, PA; 3Harvard Medical

School, Boston, MA; 4Los Angeles County Department of Health Services,

Los Angeles, CA. (Control ID #2943699)

BACKGROUND: Timely access specialty care is fundamental to a well-

functioning health system, yet safety net providers face persistent challenges

delivering such care. To address this, in 2012 the Los Angeles (LA) County

Department of Health Services (DHS), a safety net health system with

>500,000 primary care patients, implemented a broad set of reforms in spe-

cialty care delivery centered on "eConsult" implementation. In eConsult sys-

tems, primary care providers (PCP) submit all requests for specialty assistance

electronically to be reviewed and discussed with specialists. Evidence suggests

that eConsult can lead to dramatic improvements in specialty access, but the

impact of these systems on front line primary care providers is poorly under-

stood. To inform other health systems considering implementation of eConsult,

we used qualitative methods to examine PCPs' perceived benefits and harms of

eConsult implementation.

METHODS: We interviewed 40 safety net primary care providers who used

the LA DHS eConsult system from Jan-Apr 2017. We developed an interview

guide informed by prior conceptual work, refined through pilot interviews with

providers. Interviewees were recruited to include diversity in provider type and

practice setting. Participants were interviewed about their perceptions of clin-

ical workflow, access to specialists, relationships with specialists and referral

decision making. We used thematic content analysis to capture positive and

negative themes around PCPs' perceptions of the impact of eConsult and

remaining perceived gaps in specialty care.

RESULTS: PCP perceptions of eConsult clustered around 4 main themes:

access and timeliness of specialty care, shift of work to PCPs, relationships

with specialists, and eConsult interface issues. PCPs consistently perceived

that eConsult created extra administrative work and also shifted some of the

work of specialty care to them.Many providers felt this extra burden was worth

the effort as it improved timeliness of care, improved knowledge and account-

ability for managing specialty conditions, and facilitated specialist relation-

ships. In contrast, others were frustrated by increased administrative burden,

broadened clinical responsibility, and restructuring of specialty care delivery.

PCPs varied in their enthusiasm for these workflow changes, and many

changes attributed to eConsult could be seen as new awareness of existing

problems. For example, some PCPs were frustrated by the tone of interactions

with specialists, but before eConsult there was little formal PCP-specialist

communication.

CONCLUSIONS:While associatedwith improved specialty access, eConsult

systems simultaneously created new challenges for PCPs such as an increased

burden of work in providing specialty care. Our results highlight how delivery

transformations can create new perceived barriers to care and resistance to

change among frontline users. However, when clinicians believed in the

mission motivating eConsult, they were more likely to endorse positive expe-

riences.

SPILLOVER EFFECTS OF POLICE KILLINGS ON THE MENTAL

HEALTH OFAFRICAN-AMERICANS IN THE GENERAL U.S. POP-

ULATION Atheendar Venkataramani1; Jacob Bor2; David Williams3. 1Uni-

versity of Pennsylvania, Philadelphia, PA; 2Boston University, Boston, MA;
3Harvard T.H. Chan School of Public Health, Boston, MA. (Control ID

#2943537)

BACKGROUND: Police kill over 300 African-Americans - at least a quarter

of them unarmed - each year in the United States. These events may have

spillover effects on the mental health of people not directly affected.

METHODS: We estimated difference-in-differences regression models -

adjusting for state-month, month-year, and interview day fixed effects, as well

as age, gender, and educational attainment - to estimate the causal impact of

police killings of unarmed African-Americans on selfreported mental health of

other African-Americans in the United States general population. We com-

bined novel data on police killings with individual-level data from the nation-

ally representative 2013-2015 U.S. Behavioral Risk Factor Surveillance Sur-

veys. We additionally assessed the timing of effects, the specificity of the

effects to African-Americans, and the robustness of our findings.

RESULTS: Nearly half of the 103,710 African-American respondents were

exposed to one or more police killings of unarmed African-Americans in their

state of residence in the quarter prior to the survey. Each additional police

killing of an unarmed African-American was associated with 0.14 additional

poor mental health days (95% CI: 0.07-0.22; p<0.001) among African-

American respondents. The largest effects on mental health occurred in the

1-2 months after exposure, with no effects found for respondents interviewed

before police killings (Figure). These estimates imply an excess 55 million

poor mental health days/year among African-American adults in the U.S.

Mental health impacts were not observed among White respondents and
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resulted only from police killings of unarmedAfrican-Americans (not unarmed

Whites or armed African-Americans).

CONCLUSIONS: Police killings of unarmed African-Americans have ad-

verse effects on mental health among African-American adults in the general

population. Evidence-based programs should be implemented to decrease the

frequency of police killings and to mitigate adverse mental health spillovers

within communities when such killings do occur.

Figure - Event study estimates of changes in poor mental health days in the six

months before and after exposure to police killings of unarmed African-

Americans

STATUS OF VENOUS THROMBOEMBOLISM (VTE) PROPHYLAX-

IS AMONG PATIENTS HOSPITALIZED FOR ACUTE RHEUMATIC

DISEASES IN THE US Alpesh Amin1; Richey Neuman2; Melissa Lingohr-

Smith3; Brandy Menges3; Jay Lin3. 1University of California, Irvine, Orange,

CA; 2Portola Pharmaceuticals, South San Francisco, CA; 3Novosys Health,

Green Brook, NJ. (Control ID #2935507)

BACKGROUND: Patients hospitalized for acute rheumatic disease are at

increased risk for VTE, and prophylactic anticoagulant therapy is beneficial for

patient outcomes. This study evaluated the quality of prophylaxis and the VTE

risk among at-risk patients who were hospitalized for acute rheumatic diseases

in the US.

METHODS:Acutely ill medical patients (n=17,895) were identified from the

MarketScan Commercial and Medicare databases between Jan 1, 2012 and

Jun 30, 2015 (index identification period); of these, 156 patients were hospi-

talized for acute rheumatic disease. The first hospitalization was defined as the

index hospitalization. Patients were required to have continuous insurance

coverage for 6 mo prior to (baseline period) and after (follow-up period) the

index hospitalization.

RESULTS: Of the patients hospitalized for acute rheumatic disease (n=156;

mean age: 63 y), 49.4% (n=77) were aged ≥65 y, and 75.6% (n=118) were

female. The majority of patients hospitalized for acute rheumatic diseases did

not receive any VTE prophylaxis (63.5%, n=99). During the index hospitali-

zation (mean length of stay: 4.5 d), 34.0% (n=53) of patients received inpatient

VTE prophylaxis, among whom the majority received enoxaparin only

(69.8%, n=37). After discharge from the index hospitalization, 8.3% (n=13)

of patients received outpatient prophylaxis, among whom a large number

received warfarin only (46.2%, n=6). Only 5.8% (n=9) of patients received

both inpatient and outpatient VTE prophylaxis. During the index hospitaliza-

tion, 0.6% (n=1) patients had a VTE event, and 5.1% (n=8) had a VTE event

within 6 mo after hospital discharge. Among the overall study population, the

cumulative VTE rate within 6 mo of index admission was 4.6% (Figure), and

for patients hospitalized for rheumatic disease, it was 5.8%. Within 6 mo of

hospital discharge, 33.3% (n=52) of patients had a hospital readmission for any

cause, of which 11.5% (n=6) were VTE-related.

CONCLUSIONS: This real-world study showed that a significant number of

patients hospitalized for acute rheumatic disease and at risk for VTE did not

receive any VTE prophylaxis. Clinical outcomes for such patients may be

improved by increasing the quality of VTE prophylaxis to reduce the risk of

VTE during the index hospitalization and after hospital discharge.

STREPTOCOCCUS BOVIS GROUP BACTEREMIA IN THE 21ST

CENTURY: REVIEW OF 32 EPISODES OVER AN ELEVEN YEAR

PERIOD (2006-2016) ATA LARGE COMMUNITY TEACHING HOS-

PITAL Adarsh Sidda1; Joseph P. Myers2. 1Summa, Copley, OH; 2Summa

Health System, Barberton, OH. (Control ID #2945315)

BACKGROUND: Advanced phenotypic, genomic and proteomic laboratory

techniques have constantly modified Streptococcus bovis group (SBG) no-

menclature. We wished to determine if physicians recognize the importance of

SBG, its nomenclature changes, and its association with anatomic GI tract

abnormalities and infective endocarditis amidst changes in microbiologic

identification of the SBG.

METHODS:We reviewed medical records of adult patients (≥ 16 years) with

positive blood cultures for SBG organisms admitted to our 510-bed teaching

hospital from 1 Jan 2006 to 31 Dec 2016. We report epidemiology, source of

bacteremia, comorbid conditions, treatment and mortality for these patients.

We also assess the hospital treatment teams'(HTT) knowledge of the associa-

tions of SBG bacteremia and underlying gastrointestinal disease and/or infec-

tive endocarditis.

RESULTS: There were 32 cases of SBG bacteremia during the study period:

18 in women (56%) and 14 in men (44%). Age range = 51 to 96 years; mean

age = 74.0 years; median age = 71.0 years; sixth decade with highest occur-

rence (12 cases = 37.5%). All but two patients (1 = urolithiasis; 1 = osteopo-

rosis) had multiple comorbidities. Diabetes mellitus was the most common

comorbidity. Colonoscopy was performed during hospitalization in 17 of 32

patients (53.1%). Sources of bacteremia were lower GI tract (15 pts = 47.9%),

upper GI tract (4 pts = 12.5%), Laennec's cirrhosis (2 pts = 6.3%) and
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pancreatic cancer (1 pt = 3.1%). 8 patients (25.0%) had primary bacteremia.

The association between SBG bacteremia and GI tract disease was recognized

by 28 of 32 (87.5%) HTT but recorded notes mention only colon carcinoma as

possible associated GI tract pathology. The association with endocarditis was

recognized by 26 of 32 HTT (81.3%). 25 of 32 patients (78.1%) underwent

echocardiography. Endocarditis was diagnosed in 10 pts (31.3%): 6 definite, 4

probable. All 32 SBG isolates were sensitive to penicillin G (MIC's ≤ 0.125μg/
ml) and ceftriaxone (MIC's ≤ 0.25 μg/ml). 14 isolates (43.8%)were resistant or

only intermediately sensitive to erythromycin and clindamycin. 5 patients

(15.6%) died during the initial hospitalization.

CONCLUSIONS: SBG is a disease of older adults - all but 2 pts were ≥ 60

years old. 87.5% of HTT recognized new SBG nomenclature schemes often

because the laboratory reports added "bovis group" to the identification of all

SBG organisms in the medical record. Most HTT considered colon carcinoma

as a source for and infective endocarditis as a potential complication of SBG

bacteremia. No HTT documented awareness of the association of SBG bac-

teremia with non-malignant colonic lesions, hepatic cirrhosis, or UGI tract

anatomic abnormalities. Our physicians should be better educated about non-

colon cancer abnormalities associated with SBG bacteremia. 43.8% of SBG

isolates were not sensitive to clindamycin. Clindamycin should not be used for

empiric treatment of SGB bacteremia.

STRUCTURED INTERDISCIPLINARY BEDSIDE ROUNDS IM-

PROVE THE QUALITY OF INTER-PROFESSIONAL COMMUNI-

CATION ON AN INPATIENT GENERAL MEDICINE TEACHING

UNIT Jeremy I. Schwartz1; Rosana Gonzalez-Colaso1; Geliang Gan2; Yanhong

Deng2;Michael H. Kaplan3; Patricia-AnnVakos4; KathleenKenyon4; Stephen J.

Huot1; Sarwat Chaudhry1. 1Yale University School of Medicine, New Haven,

CT; 2Yale School of Public Health, New Haven, CT; 3Donald and Barbara

Zucker School of Medicine at Hofstra/Northwell, Manhasset, NY; 4Yale New

Haven Hospital, New Haven, CT. (Control ID #2944657)

BACKGROUND: Effective interprofessional communication (IPC) is an

essential component of high quality patient care. IPC has been shown to

influence job satisfaction and patient safety in the inpatient setting. Structured

Interdisciplinary Bedside Rounds (SIBR), a brief, standardized team-based

approach to discuss inpatient and discharge plans along with a patient safety

checklist, is a means of operationalizing IPC in a patient-centered manner.

SIBR is being adopted by numerous healthcare organizations in the United

States and abroad. However, little data exist on the impact of SIBR on IPC. The

existing literature is limited to a single study which demonstrated that SIBR is

associated with significant improvements in the perceptions of team commu-

nication among nurses. Our objective was to evaluate SIBR's impact on IPC

among both physicians and nurses.

METHODS: Following a year-long period of stakeholder engagement, we

implemented SIBR on a 32-bed inpatient general medicine teaching unit at a

large academic center. In this study unit, SIBR replaced a table-side transitional

care rounds used in all other units. We administered in-person surveys to

housestaff physicians before the implementation of SIBR (n=56) and imme-

diately following their rotation on the unit (n=32).We administered the surveys

to nurses working on the unit pre-implementation (n=25) and at 24 weeks post-

implementation (n=19). Surveys included questions from validated instru-

ments including Work as Meaning Inventory and The Safety Attitudes Ques-

tionnaire. Results were analyzed using Chi-square or Fisher's Exact test.

RESULTS: Of 1308 observations of SIBR, 1239 (95%) included care man-

ager, 1265 (96.7%) included bedside nurse, and1262 (96.5%) included a

physician. Prior to the intervention, 67.9% of physicians reported that the

quality of IPC on the unit was good, very good or excellent compared to

93.3% after the intervention (p=0.024). Pre-intervention, 36% of nurses re-

ported the quality of IPC to be good, very good or excellent compared to

73.7% post-intervention (p=0.008). Prior to the intervention, 24% of nurses

perceived that physicians mostly or always communicated effectively with

them, while 47.4% perceived this post-intervention (p=0.043). There was no

significant change in nurses' knowledge about their patients' care plans after the

intervention. Neither physicians nor nurses reported significant changes to

other inter-professional relationship domains such as receiving support from,

having quality relationships with, or feeling that they can trust, co-workers.

CONCLUSIONS: In this study, SIBR had a significant positive effect on the

perceived quality of IPC reported by nurses and physicians. SIBR did not

significantly affect nurses' familiarity their patients' care plan, nor relationships

between members of the interprofessional team. While SIBR appears to be a

promising strategy to improve IPC, future work should examine the impact of

SIBR on clinical outcomes, including length of stay, and patient satisfaction.

STUDENTS AS COLLEAGUES: THE EXPERIENCE OF "STUDENT

DESIGN PARTNERS" IN CURRICULUM REFORM Paul Haidet; Ed-

ward Krupat; Terry Wolpaw; Daniel Wolpaw. Penn State College of Medicine,

Hershey, PA. (Control ID #2942776)

BACKGROUND:Many medical schools include students on teams working

to create or revise educational programs. What is less common are efforts to

partner with students as full-fledged and equal members of curriculum design

teams. While such efforts are often evaluated from a program perspective (e.g.,

what students contributed to the final curriculum product), very little work has

been done to evaluate the design process from the student's perspective.

METHODS: Methods: As part of the construction of an expanded 4-year

medical curriculum at Penn State's University Park campus, we invited 5

students who had been accepted into medical school to defer matriculation

for one year and join the curriculum design team as full-fledged working

members, following a model originally described in engineering education

(Goldberg et al. A Whole New Engineer: 2014; Threejoy Associates). These

"Student Design Partners" worked on all phases of the new curriculum,

including developing educational activities, piloting educational offerings,

mapping curriculum, scouting clinical sites, and designing assessments. We

developed an interview guide to probe students' experiences, and invited

students to participate in a one-hour, open-ended, semi-structured interview

toward the end of the design year. Interviews were conducted by a medical

anthropologist not involved in the design process, and were recorded and

transcribed. Two analysts are using an iterative process of close reading and

discussion for each interview transcript.

RESULTS: All students completed interviews. Two began the design role

immediately following college, while the other three had 1-8 years of addi-

tional experience, including one who taught for 2 years. To date, four themes

have emerged about students' experience as design partners. First, while

students brought past experiences as a learner to the design process, they did

not necessarily perceive that they possessed educational expertise; this led to

low self-efficacy in their ability to contribute, whichwasmitigated by activities

to inform all members of design teams about educational theory and practice.
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Second, efforts to foster inclusiveness among all members of the design team

had important impacts on the amount and quality of student input. Third,

students anticipated that their participation will have important downstream

effects on future learning behaviors. Finally, the inclusion of time for reflection

increased student perceptions of the quality of their contributions, and fostered

positive downstream learning outcomes.

CONCLUSIONS: Students are frequently asked to participate on design

teams, but may not perceive their role to be equivalent to faculty on such

teams. Our experience including students as fully participating members of the

team has uncovered the enormous potential that such participation has for

identity formation, and its impact on learning behaviors. Further work should

explore the outcomes of design partnerships with students.

STUDENTS' EXPERIENCES WITH DEATH & DYING PRIOR TO

MEDICAL SCHOOL Jaideep S. Talwalkar; John P. Moriarty; Matthew S.

Ellman. Yale University School of Medicine, New Haven, CT. (Control ID

#2928050)

BACKGROUND: The Liaison Committee on Medical Education mandates

that medical schools provide education on end-of-life care within the medical

curriculum. While diverse approaches to teaching medical students about end-

of-life care have been described, nothing has been reported about baseline

experiences, attitudes, and emotions of medical students concerning death and

dying at the start of medical school.

METHODS: We provided a writing prompt in Qualtrics to 104 newly ma-

triculated first year medical students in the fall of 2015, asking them to "reflect

on experiences you may have had with family or friends near the end of life."

Students without personal experiences were asked to draw upon representa-

tions of terminal illness in the media. Students were asked to comment on their

"thoughts and feelings" specifically related to how it feels/might feel to be with

a dying person, and were given 10 minutes to complete the exercise. We de-

identified the responses and used content analysis to identify themes in the

responses. Thematic saturation was reached after 30 responses, and a coding

rubric was developed based the themes identified. Two investigators indepen-

dently coded all responses, and met to reach consensus on areas of disagree-

ment with the assistance of a third investigator.

RESULTS: The 104 students in the entering class submitted 90 individual free

text responses (87%). Responses ranged in length from 7 to 384 words with a

mean length of 142 words for a total dataset of 12,758 words. Most students

(57%) specifically mentioned at least one personal experience with death. Of

those, the experience was most commonly with a grandparent (53%), other

family member (29%), or friend (20%). An experience in a healthcare circum-

stance (e.g., as an Emergency Medical Technician) was reported by 16%.

Students reported being physically present near the end of life (47%); having

a range of emotional responses including sadness (29%), surprise (14%), and

guilt (12%); having cognitive or existential reactions (49%) in the face of

death; and not knowing what to do or say (20%). Religion or spirituality was

mentioned in 10% of responses, and hospice or palliative care in 2%. Only 9%

explicitly stated having had no personal experience with death.

CONCLUSIONS: The majority of matriculating medical students reported

having personal experience with death, many describing experiences with the

loss of family and friends. For many students, these experiences were still fresh

with ongoing active handling of emotions. An understanding of baseline

experiences may help medical educators frame curricula around end-of-life

care, both to help students process their own experiences as they begin caring

for patients, and to focus on critical areas that were under-represented in

students' comments, such as palliative care, spirituality, and hospice.

SUBOXONE AND ME: AN OSCE-BASED ASSESSMENT OF MEDI-

CAL RESIDENTS' KNOWLEDGE OF MEDICAL TREATMENT OF

OPIOID ADDICTION Rachael W. Hayes1; Kathleen Hanley1; Alessandra

Calvo-Friedman1; Jennifer Adams2; Lisa Altshuler2; Colleen C. Gillespie2;

Sondra Zabar2. 1NYU, NewYork, NY; 2NYU School of Medicine, NewYork,

NY. (Control ID #2943947)

BACKGROUND: Despite efforts by policy makers and physicians, the death

toll attributed to the opioid epidemic continues to rise. These deaths represent

only a fraction of the 2 million of Americans struggling with opioid use

disorders. Opioid agonist medication assisted treatment with methadone or

buprenorphine is the most effective treatment for opioid use disorder. Only 3%

of primary care physicians (PCPs) have received waivers to prescribe

buprenorphine. Primary Care (PC) residency practices care for vulnerable

populations with a high prevalence of substance use. Thus PC residency is

an opportune time to build treatment capacity. Understanding residents' knowl-

edge and attitudes will help inform curriculua design on this important new

competency for our future PC workforce.

METHODS: As a needs assessment for our PC Residency program, we

incorporated a case in our annual 11 station performance based assessment

(OSCE). The case involved a young woman with shoulder pain who

exhibits many signs of opioid use disorder. The patient's hidden agenda

was to obtain help for her addiction. Standardized patients (SPs) evaluated

residents using a 35 item checklist. Item response options were: not done,

partly done and well done, each with descriptive behavioral anchors to

enhance rating reliability. Analyses include frequencies for specific check-

list items summed into domain scores as well as a post-OSCE survey that

included self-assessment of performance and questions about how pre-

pared they felt for the case, with both qualitative and quantitative re-

sponses gathered.

RESULTS: 25 residents participated. All of the residents discussed treat-

ment modalities, but almost half (44%) did not give detailed treatment

options. Some residents (60%) were able to give specific information

about starting buprenorphine. Very few (17% of SPs) reported they felt

that they understood all of the medical options available and only a third

(35% of SPs) felt very confident that they could stop using opiates after

the encounter. About half (56%) of residents reported they did not feel

prepared for this case. Most residents (80%) indicated that the most

challenging aspect of the case was not feeling comfortable with treatment

options; more than half (63%) specifically indicated they felt their knowl-

edge of buprenorphine was lacking.

CONCLUSIONS: Residents generally were able to identify the problem of

opioid use disorder in a patient but lacked information and/or skills to counsel

the patient on treatment options. As a result of these findings, we have revised

our addiction medicine curricula to include waiver training to prescribe

buprenorphine and have increased clinical experiences in managing opioid

use disorder so that our residents are able to treat and manage patients with this

increasingly common and devastating disorder.Wewill reassess their skills and

attitudes at this year's annual OSCE and further adjust curricula based on

resident performance.
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SUBSTANCE USE, SELF-MANAGEMENT, AND HBA1C AMONG

COLLEGE STUDENTS WITH TYPE 1 DIABETES Lauren Wisk1, 2;

Eliza B. Nelson1; Kara Magane1; Elissa Weitzman1, 2. 1Boston Children's

Hospital, Boston, MA; 2Harvard Medical School, Boston, MA. (Control ID

#2947205)

BACKGROUND: Young adults with Type 1 Diabetes (T1D) struggle with

attaining glycemic control and the spike in risk behaviors during college may

complicate and compound problems with disease control. We sought to quan-

tify substance use and self-management behaviors and estimate their impact on

glycemic control among college-students with T1D.

METHODS: We recruited and consented 138 college students (ages 17-25)

with T1D via a variety of social media platforms (e.g., College Diabetes

Network Facebook, Twitter) and more traditional avenues (e.g., direct e-mail

messaging, newsletter). Participants were asked to self-report their substance

use behaviors, diabetes self-management and burden, most recent hemoglobin

A1c (HbA1c), and sociodemographics. Multivariable linear and ordinal re-

gression were used to model HbA1c and HbA1c targets (<7.0%, <7.5%,

<8.0%), adjusting for age, sex, frequency of daily blood glucose testing, and

disease burden (illness cognition questionnaire).

RESULTS: Participants were recruited from 85 colleges/universities across 30

states, DC, and Canada. Participants were an average of 20.5 years old

(SD=1.5), 80.4% female, 82.6% white (non-Hispanic), 68.8% had parents

with ≥bachelor's degree, an average of 10.9 years old at diagnosis (SD=5.2),

84.1% were insulin pump users, 44.2% reported testing their blood sugar at

least 5 times per day, 65.9% reported having at least 3 hemoglobin A1c

(HbA1c) tests in the past year, with an average last HbA1c of 7.6 (SD=1.3).

84.1%, 41.3%, and 21.7% reported ever drinking, using marijuana, or using

cigarettes, respectively; among ever-users, 97.4% drank, 57.9% used marijua-

na, and 40.0% used cigarettes in the past year. Multivariable analyses revealed

that those who drank three+ days in the past month (50.7% of sample) had

significantly higher HbA1c (by 0.63%, p<0.01) and were significantly more

likely to be above recommended glycemic targets (OR:3.08, 95%CI:1.59-

5.98). Similar results were observed for marijuana and cigarettes (see table).

CONCLUSIONS:Much like their peers, college students with T1D frequent-

ly consume alcohol and marijuana; those with T1D who use more frequently

experience higher HbA1c and are less likely to achieve glycemic targets,

independent of blood glucose testing and diabetes burden. AYA likely under-

estimate the effects of substance use on glycemic control and additional

education around these effects may help them to achieve glycemic targets

during college.

SUPPORTING ASTHMA SELF-MANAGEMENT BEHAVIORS IN

AGING ADULTS (SAMBA): A RANDOMIZED CLINICAL TRIAL

Rachel O'Conor1; Irina Mindlis5; Diane Hauser2; Jamillah Hoy-Rosas3; Ray

Lopez7; Joseph Lurio2; Li Chen4; Joel Erblich8; Michael S. Wolf1; Juan

Wisnivesky5; Alex Federman6. 1Northwestern University, Chicago, IL; 2Institute

for FamilyHealth, NYC,NY; 3City HealthWorks, NewYork, NY; 4Mount Sinai,

NewYork, NY; 5Mount Sinai School ofMedicine, NewYork, NY; 6Icahn School

of Medicine at Mount Sinai, New York, NY; 7Little Sisters of the Assumption,

New York, NY; 8Hunter College, New York, NY. (Control ID #2944849)

BACKGROUND: Older adults with asthma experience worse asthma out-

comes compared with younger adults, yet no interventions have been designed

to address the myriad of barriers older adults face in achieving and maintaining

asthma control. We evaluated a new self-management support program deliv-

ered in clinic and home settings for improving asthma-related outcomes.

METHODS: We conducted a patient-randomized trial of the Supporting

Asthma self-Management Behaviors in aging Adults (SAMBA) model of

self-management support among older adults (ages ≥ 60 years) with uncon-

trolled asthma living in New York City. Patients were randomized to 3 arms:

the SAMBA model delivered by asthma coaches in the clinic, in the home, or

usual care (UC). The SAMBA program identifies patients' personal barriers

(including behavioral, social, environmental) to asthma control and targets

each identified barrier with tailored interventions. Patients and coaches meet

in-person and by phone for 12months. Data were collected at baseline, 3, 6 and

12 months. Outcomes included asthma control (Asthma Control Test [ACT]),

asthma-related quality of life (mini Asthma Quality of Life Questionnaire

[AQLQ]), urgent healthcare utilization (asthma-related ED and

hospitalization), medication adherence (Medication Adherence Report Scale),

and metered dose inhaler (MDI) technique (standardized checklist). We com-

pared outcomes of the two intervention arms to usual care using hierarchical

linear modeling.

RESULTS: A total of 395 individuals participated (clinic: n=130; home:

n=132; UC: n=133). The mean age of participants was 68 years, 15% were

male, 57% Hispanic, and 30% non-Hispanic black. There were no significant

differences in baseline sociodemographic characteristics or outcomes by study

arm. At 3 months, the clinic and home-based interventions both resulted in

significant improvements (p<.05) in patients' mean ACT scores vs. usual care

(clinic: 16.1 [0.3]; home: 16.5 [0.3]; UC: 14.6, [0.4]) and AQLQ scores (clinic:

4.7 [0.1]; home: 4.8 [0.1]; UC: 4.3 [0.1]). At 12 months, the home- (p=.05) but

not the clinic-based (p=.15) intervention sustained improvements in ACT

scores vs. usual care (clinic: 17.1 [0.6]; home: 17.3 [0.5]; UC: 16.1 [0.4]).

The intervention did not sustain improvements in AQLQ scores (clinic: 4.9

[0.2]; home: 4.9 [0.1]; UC: 4.6 [0.1]) at the 12-month follow-up. The inter-

vention resulted in improvedMDI technique in the clinic and home-based arms

vs. UC (p's <0.05), but there were no significant differences between the active

arms and UC in rates of urgent healthcare utilization or medication adherence.

CONCLUSIONS: The SAMBA intervention resulted in immediate improve-

ments in asthma control and quality of life among patients in both active study

arms, and the home-based arm had more sustained improvements in asthma

control. The SAMBAmodel is a promising approach to improve outcomes for

older adults with uncontrolled asthma, but may require delivery in home

settings to achieve sustained improvements.

SUPRAPHYSIOLOGICAL CORTISOL IN AN INTENSIVE CARE

UNIT AS AN INDEPENDENT PREDICTOR OF MORTALITY Sherin

Elsa Mathews1; Naga Kanaparthy2; Kamala Ramya Kallur3. 1Mount Sinai St

Luke's and Mount Sinai West, Jersey City, NJ; 2Westchester Medical Center,

Valhalla, NY; 3Mount Sinai St Luke's and Mount Sinai West, New York, NY.

(Control ID #2940907)

BACKGROUND: Cortisol levels in critically ill patients have been exten-

sively studied. It is well known that adrenal insufficiency poses an additional

threat to critically ill and supplemental steroids are often added to augment

therapy. However, in certain patient populations, such as end stage renal

disease and patients with stroke, supraphysiological levels of serum cortisol

have also been associated with poor outcomes. In our study, we attempt to
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understand whether elevated cortisol values in critically ill adult patients

admitted to Intensive Care Units (ICUs) is an independent predictor of

mortality.

METHODS: Data was obtained from "Medical Information Mart for Inten-

sive Care III" database between 2001 and 2012. The study was limited to adult

ICUs. Outcomes were measured at 3 days and 30 days mortality intervals.

Multiple logistic regression with age, gender, length of stay, prior prednisone

administration and Simplified Acute Physiology Score (SAPS) II as variables

were run to test independent association of high random cortisol with mortality.

The analysis was conducted using STATA version 15.1.

RESULTS:A total of 4885 adult ICU patients where serum cortisol level was

measured were considered. 9.3% (n=453) had low (<9 ug/dl), 25.8% (n=1260)

had normal (9-18 ug/dl), 64.9% (n=3172) had high (>18 ug/dl) random cortisol

values. The analysis was limited to the 3172 patients with high random cortisol

values. 51% (n=1617) of these patients weremales and 49% (n=1555) females;

12% (n=383) patients died within the first 3 days and 34.5% (n=1095) died

within 30 days. Simple logistic regression revealed a positive correlation

between the 3-daymortality in patients with supraphysiological cortisol values,

the odds ratio was 1.005 (1.003-1.006, p<0.001) (95% CI) and at 30 days it

was 1.003 (1.002-1.004, p<0.001) (95% CI). The average random cortisol

value for patients who died within 3 days was 54.3 ug/dl and 37.8 ug/dl for

those who survived for more than 3 days. On adjusting for age, gender, length

of stay, prior prednisone administration and SAPS II with Multiple logistic

regression the odds ratio for 3-day mortality in patients with supraphysiologic

cortisol remained significant at 1.003 (1.004-1.005, p=0.016) (95% CI) and at

30 days it was not significant 1.0006 (0.99-1.002, p=0.05) (95% CI).

CONCLUSIONS: Supraphysiological random cortisol levels independently

predict 3-day mortality in patients admitted in ICUs. Further studies are

warranted to analyze this relationship.

SURVEY OF PHYSICIAN DECISION-MAKING AND ATTITUDES

ON PREVENTIVE CARE PRIORITIES Jessica J. Zhang1; Michael B.

Rothberg1, 2; Anita D. Misra-Hebert1, 2; Glen B. Taksler1, 2. 1Case Western

Reserve University, Cleveland, OH; 2Cleveland Clinic, Cleveland, OH. (Con-

trol ID #2934707)

BACKGROUND: Physicians have limited time to discuss preventive care

with patients. It is unknown which services physicians are most likely to

discuss and whether priorities differ by physician.

METHODS: We sent an internet survey to 237 internal and family medicine

physicians at a large healthcare system using a 2x2 factorial design of 2

hypothetical patients and 2 visit lengths (40-min new patient and 20-min for

a minor, acute illness with 5 mins left over). Patient 1 was a 50yo white female

with HTN (BP 150/90), T2DM (HbA1c 9%), HLD (LDL 150), BMI 35, 30-

pack-y smoking and family history of breast cancer. Patient 2 was a 45yo black

male with HTN (BP 150/90), HLD (LDL 150), BMI 35, 30-pack-y smoking

and family history of colorectal cancer. We provided a list of services associ-

ated with grade A & B US Preventive Services Task Force recommendations:

glycemic control; healthy diet; lower BP; lower cholesterol; regular exercise;

screen for breast cancer, cervical cancer, colorectal cancer, diabetes, depres-

sion, lung cancer, prostate cancer; take aspirin daily; weight loss; quit smoking.

Physicians responded with how likely they would be to discuss each service;

their 3 most important services to address in the current visit; opinions on

statements about preventive care in clinical practice; and optional free-text

responses. Then, we compared survey responses to the estimated impact of

each service on the hypothetical patients' life expectancy using prior literature.

RESULTS: Response rate was 137/237 (58%). Median survey length was 11

mins. Physicians reported that they would discuss most preventive services in

the current visit. For a 40-min visit, the 3most highly-ranked services were quit

smoking, lower BP and glycemic control for patient 1 (73%, 69%, 66%,

respectively, 36% as a triad), and quit smoking, lower BP and screen for

colorectal cancer for patient 2 (87%, 76%, 54%, respectively, 37% as a triad).

For both patients, a minority of physicians reported healthy diet as a top

priority (24% & 21%), and similarly for regular exercise (17% & 15%) and

weight loss (13% & 20%). Other highly-ranked services included screen for

breast cancer (20%) and lower cholesterol (14%) for patient 1 and lower

cholesterol (18%) and screen for diabetes (7%) for patient 2. Rankings for a

20-min visit with 5 mins left over were similar. By contrast, prior literature

suggested that weight loss, diet and exercise would have a large impact on life

expectancy. The 3 services most likely to improve life expectancy were diet

and exercise (+2y 4m life expectancy), lower BP (+2y 2m) and lose weight

(+2y 2m) for patient 1 and quit smoking (+4y 8m), lose weight (+2y 6m) and

diet and exercise (+1y 9m) for patient 2. In free-text, physicians reported

concern about inadequate time and incentives, and barriers to access.

CONCLUSIONS: Physicians generally agreed on prevention priorities but

noted lack of time. Lifestyle interventions were not prioritized despite a large

potential benefit for life expectancy.

SYNCHRONIZATION OF PRESCRIPTION FILLS AND FACTORS

ASSOCIATED WITH SYNCHRONIZATION IN A COHORT OF

OLDER BREAST CANCER PATIENTS Nicole Fergestrom; Liliana E.

Pezzin; Purushottam Laud; Joan Neuner. Medical College of Wisconsin,

Milwaukee, WI. (Control ID #2934438)

BACKGROUND: Patients take less than half of prescribed doses for a

number of chronic medications, including oral oncologic medications. Previ-

ous studies have shown a strong association between adherence and medica-

tion refill synchronization at pharmacy visits. However, little is known about

factors that are associated with medication refill synchronization, including the

potential impact of the number of medications.

METHODS: The study population, drawn from the 2012 linked SEER-

Medicare database, was comprised of 5,248 women aged 66-90 years old with

non-metastatic breast cancer who had Medicare D pharmacy claims

documenting at least one endocrine therapy prescription fill and at least one

othermedication fill of any type.Medication synchronizationwas calculated as

one minus the quotient of the number of pharmacy visits and the number of

filled medications, and was measured over a 12 month period. Multivariate

regression was used to assess the association between synchronization and

number of medications (included as polynomials), along with several other

potential barriers to adherence, including age, race, geographic location, and

receipt of Part D low-income subsidy.

RESULTS: The average age of cohort members was 74.4 (SD 6.1), nearly half

(47%) of whom had >10 medications. The mean number of yearly pharmacy

visits was 29.9 (SD 18.0). Rural residence and receipt of a low-income subsidy

were both associated with better synchronization (p<.001); model-predicted

synchronization for unsubsidized patients was 0.26 (95% CI 0.24, 0.28)

compared with 0.34 (0.32, 0.36) for subsidized patients. Age and race were

not associated with synchronization. Number of medications, including
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squared, cubed, and quartic terms, was strongly associated with synchroniza-

tion, with a rapid initial rise that slowed between 5 and 10 drugs as illustrated in

the figure.

CONCLUSIONS: Lack of medication insurance subsidies and non-rural

residence were associated with poorer synchronization of medication fills.

Possible explanations for these findings, such as reliance on multiple pharma-

cies or "spacing out" of medication purchases due to cost, should be further

explored. There was also a complex relationship between synchronization and

number of medications that should be appropriately accounted for in future

studies of prescription synchronization.

Nonlinear Relationship Between Number of Drugs and Synchronization:

Unadjusted

SYSTEMATIC REVIEW OF INTERVENTIONS TARGETING HIGH-

UTILIZERS OF INPATIENT RESOURCES Alexandra Goodwin1, 2;

Bruce Henschen1; Natasha Nichols1, 2; Kevin O'leary1. 1Northwestern Uni-

versity, Chicago, IL; 2Jesse Brown VA, Chicago, IL. (Control ID #2946734)

BACKGROUND:A small number of "high need, high cost" patients account

for a disproportionate number of hospital readmissions. Although many pro-

grams exist targeting this patient population, their commonalities, including

structure, patient population, and setting, are diverse, and their effectiveness is

unclear. We conducted a systematic review of targeted interventions for high

need, high cost patients that focus on reducing hospital utilization or health care

costs.

METHODS: We searched for studies published between January 1980 and

December 2015 that 1) Included patients >18 y/o admitted to inpatient medical

services; 2) were published in peer-reviewed journals; 3) identified high-

hospital utilization patients; and 4) assessed utilization or cost as an outcome

measure. Three reviewers selected articles for full text review, four identified

studies for inclusion, two extracted data, and two rated risk of bias. We

assessed bias and quality of studies using the Oxford Center for Evidence-

based Medicine's Level of Evidence grading system

RESULTS: Out of 1740 titles screened, we selected 127 articles for full-text

review. We identified 5 articles meeting all criteria and 4 additional titles found

through snowball review for a total of 9 studies. Out of these, three were

randomized controlled trials, three were controlled retrospective cohort studies,

and three were uncontrolled pre-post studies. Four studies received a grade of

‘2b' or higher; five were deemed at high risk of bias. All studies measured

admissions and ED visits; many also examined readmissions, cost, and length

of stay; and one measured quality of life. All nine studies demonstrated

reduced utilization ranging from 17-63%, but only one trial with low risk of

bias examining social workers for patients with 2 or more 30-day hospital

admissions found decreased admission rates compared to usual care (15.4% vs

23.5%, p<0.001). The interventions included many overlapping features, such

as interdisciplinary teams of community health workers and nurses (5 studies);

inclusion of social workers (7); physician support (5); and health IT resources

(8). Five interventions interacted with patients across care settings (inpatient,

outpatient, community, and home) while others involved only one location.

CONCLUSIONS: Interventions targeting high need, high-cost patients are

heterogenous, and the overall quality of studies assessing their efficacy are low.

Interdisciplinary collaboration spanning settings and use of health IT resources

were common features of interventions. Many studies did not report a control

group; many observed regression to the mean. Studies rarely included patient-

reported outcomes. More rigorous randomized control trials that include

patient-reported outcomes are needed to study interventions for high-utilizers

of inpatient resources

TAKING MEDICINES MORE EFFECTIVELY: FULLY TRANSPAR-

ENT MEDICAL RECORDS CAN BENEFIT ADHERENCE, UNDER-

STANDING, AND SAFETY Catherine DesRoches1; Sigall Bell1; Zhiyong

Dong2; Joann Elmore4; Leonor Fernandez2; Patricia Fitzgerald1; Joshua M.

Liao5; Tom Delbanco3; Jan Walker2. 1Beth Isreal Deaconess Medical Center,

Boston, MA; 2BIDMC, Boston, MA; 3Beth Israel Deaconess Medical Center,

Boston, MA; 4University of California Los Angeles, Los Angeles, CA; 5Uni-

versity of Washington, Seattle, WA. (Control ID #2943632)

BACKGROUND: Improving adherence to medications has long challenged

patients and clinicians. Up to 50% of Americans with chronic illness do not

take their ongoing medications as prescribed, contributing to increased illness

and between $100 and $300 billion in avoidable health care costs annually. The

growing practice of sharing visit notes with patients through online portals, as

advocated by the OpenNotes movement, may improve adherence through

increased patient engagement and understanding of medications. We report

on perceptions of patients invited to read visit notes by a broad array ofmedical

and surgical clinicians at 3 large, diverse healthcare organizations with 5 years

of experience with note sharing.

METHODS:We conducted electronic surveys of patients with access to visit

notes and bivariate analyses using data from those who reported taking

medications and reading at least 1 note in ambulatory care in the previous

year. The survey included questions on adherence, understanding of and worry

about medications, and the accuracy of medication lists.

RESULTS: Of 136,815 invited patients, 28,795 returned completed surveys

(response rate = 21%) and 25,817 of them reported reading at least one note in

the past 12 months. Overall, 15% reported that note reading made them more

likely to take medications as prescribed (asked at 2 sites), and 65% of patients

across all sites said it helped them understand why their medications were

prescribed. Patients with high school education or less were more likely than

those with higher levels of education to report that note reading made them

more likely to take their medications as prescribed, as were those in poor health

(compared to better health), and those who spoke a primary language other

than English (compared to English only) ( p < .001 all comparisons). With

respect to improved understanding, those with lower levels of education,

Latino patients, and patients with a primary language other than English all

reported greater benefit (p<.001 all comparisons). Very few patients reported

that reading notes confused them (2%) or led to worries about their medications
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(4%). 80% of patients reported looking at their medication list on the patient

portal. Among these, 17% found an error. Finally, 85% of patients said they

would like the option to submit corrections to their medication list online.

CONCLUSIONS: We find that inviting patients to review visit notes may

increase their likelihood of taking medications as prescribed, enhance their

understanding of medications, and increase their identification of medication

discrepancies or errors. Our data suggest particular benefit for patients with less

education, poor health, or whose primary language is not English. Offering

patients fully transparent medical records, as advocated by the OpenNotes

movement, is a low-cost, relatively simple intervention. As patients and

clinicians get on the same page, its widespread use may result in improved

health and substantial cost savings.

TALKING SEX WITH CANCER SURVIVORS: EFFECTS OF AN

EDUCATIONAL WORKSHOP FOR PRIMARY CARE PROVIDERS

Sarah B. Merriam1; Deborah DiNardo2. 1University of Pittsburgh Medical

Center, Pittsburgh, PA; 2University of Pittsburgh School of Medicine, Pitts-

burgh, PA. (Control ID #2946819)

BACKGROUND: Sexual health has been linked to quality of life, longevity,

and relationship satisfaction. At least 50% of female cancer survivors report

long-term sexual dysfunction. Though patients report willingness to speak with

their doctor about these issues, physicians rarely inquire about sexual concerns.

Data regarding efficacy of provider-level interventions to address this discor-

dance within cancer survivors is scarce. In this study, we evaluated the

knowledge, comforts, attitudes, and skills of providers attending a one-time

half-day educational workshop on sexual dysfunction in female cancer survi-

vors. Workshop objectives were to 1) identify common sexual problems 2)

overview pharmacologic and non-pharmacologic strategies to address sexual

problems, and 3) practice the "5A's"communication framework to address

sexual function with patients via dedicated role-play with standardized patients

(SPs).

METHODS:We assessed comfort, attitudes, practice and barriers of providers

to discussing sexual dysfunction in female cancer survivors using a pre- and

post-intervention survey with a 5-item knowledge quiz.We compared pre- and

post-workshop survey responses for 21 matched pairs using McNemar test.

Five attendees participated in a pilot SP skills evaluation prior to the workshop

and 10 participated afterward. We evaluated skill performance using a

behaviorally-based checklist correlating to the 5As framework, administered

by trained observers, but did not perform formal analysis of this component

due to small sample size.

RESULTS: Forty-three medical providers attended the workshop; 21 com-

pleted both a pre- and post-survey. Eighty-six percent of the sample was

female, 38% were physicians and 62% advanced practice providers. The

majority were internal medicine-trained and spent >50% of time providing

direct patient care. A minority reported receiving dedicated women's health

training or prior training in the evaluation and treatment of sexual dysfunction.

Respondents reported increases in: comfort with providing survivorship care

(p=0.04), comfort exploring causes of sexual dysfunction (p=0.01), knowledge

of treatment options for issues contributing to sexual dysfunction (p=0.01), and

agreement PCP's should explore problems with sexual function (p=0.02) in

this population. We observed no significant difference in corollary control

questions specifying male gendered patients. Performance on the knowledge

based quiz was unchanged post-workshop. We observed an overall increase in

use of 5A's communication skills by participants during the post-workshop

pilot SP skills evaluation.

CONCLUSIONS: This half-day workshop was an effective, acceptable, and

efficient means for improving the self-reported comfort and attitudes of pri-

mary care physicians surrounding sexual health of female cancer survivors.

Further study regarding the use of role play for communication skills training

in this area is warranted.

TEACHING COMMUNICATION ON INTERPROFESSIONAL BED-

SIDE ROUNDS: IMPROVING RESIDENT PERFORMANCE ON AC-

COUNTABLE CARE UNITS Katarzyna Mastalerz1; Kirsten J. Broadfoot2;

Eleanor Cotton3; David Weitzenkamp3; Robert E. Burke4. 1Presbyterian St.

Luke's Medical Center, Denver, CO; 2University of Colorado Anschutz Med-

ical Campus, Aurora, CO; 3University of Colorado, Denver, Aurora, CO;
4Denver VA Medical Center, Denver, CO. (Control ID #2945597)

BACKGROUND: Communication failures on inpatient healthcare teams are

a threat to patient safety.Methods to teach interprofessional communication are

urgently needed. Using the TeamStrategies and Tools to Enhance Performance

and Patient Safety (TeamSTEPPS) framework, we trained attending physicians

to give communication skills feedback to residents. We observed residents on

Accountable Care Units (ACU's), inpatient microsystems ideal for studying

teamwork behaviors due to mandatory daily structured interdisciplinary bed-

side rounds.

METHODS: We conducted a prospective study with a pre-post compar-

ison of 54 residents who did a 4 week ACU inpatient medical rotation at

a community teaching hospital between July and December 2017. All

residents received attending feedback about communication skills during

rounds. Residents were observed before and after the feedback interven-

tion for 24 pre-specified effective communication behaviors derived from

the TeamSTEPPS model. Each behavior was marked as either occurring

or not during each observed rounds episode. First, we calculated the

frequency with which each behavior was performed. A linear mixed

model was run, with percent-observed behaviors as the outcome, with

role on rounds, time (pre or post), and an interaction term between role

on rounds and time as the covariates. Finally, we sought to determine the

correlation between resident perceptions of their interprofessional skills as

measured by survey responses to the validated Chiba Interprofessional

Competency Scale (CICS29) and actual behaviors observed.

RESULTS: Fifty four residents were included in the analysis; their aver-

age age was 28.6 (SD 2.43) and the majority were males (57%) and

white (69%). The average percent of behaviors observed for those leading

rounds increased from 50.1% to 55.6%. Residents improved most in: 1)

inviting crosscheck from patient/family, 2) asking permission to enter

patient room, 3) avoiding or explaining medical jargon, and 4) proposing

the plan after all team inputs. However, they introduced themselves only a

quarter of the time, rarely talked at patient eye level, or confirmed that

orders were entered. There was no significant correlation between how

residents felt about their interprofessional skills and the percentage of

effective communication behaviors they performed on rounds pre or post

intervention.

CONCLUSIONS: Effective interprofessional communication is imper-

ative for patient safety. Our study shows that a simple strategy of real-

time attending feedback can improve resident communication
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behaviors on interdisciplinary rounds in ACU settings. However, res-

idents are not aware of their own efficacy in performing these behav-

iors. This suggests that, when teaching interprofessional teamwork

skills, medical educators should not only focus on communication

behaviors, but also explore resident attitudes about teamwork. Future

research is needed to demonstrate the importance of these behaviors

on rounds and to measure their effect on patient outcomes.

TEACHING RESIDENTS MENTAL HEALTH CARE–A QUASI-

EXPERIMENTAL DESIGN Robert C. Smith. Michigan State University,

East Lansing, MI. (Control ID #2927469)

BACKGROUND: U.S. mental health care suffers because untrained medical

physicians provide 85% of care. This study hypothesized that medical faculty

training followed by their training of residents in three models important for

conducting mental health care would produce resident learning.

METHODS: Setting: Community-based medical residencies in two cities.

Participants: 39 intervention medical residents and 32 control residents. Inter-

vention: We first trained two medical faculty (10% FTE) for 15 months. They

then trained intervention residents experientially for 75 hours in each of three

years. Training focused on learning the following evidence-based models:

Mental Health Care Model, Patient-Centered InterviewingModel, Motivation-

al Interviewing Model. Design: Quasi-experimental Main Outcomes andMea-

sures: For the primary endpoint, trained undergraduate students, independent

of the research, coded residents' conduct of the Mental Health Care Model

when interacting with trained simulated patients. Secondary endpoints were

codings of residents' conduct of the Patient-Centered Interviewing Model and

the Motivational Interviewing Model in interactions with simulated patients.

Previously reported, the coding methods are highly reliable; e.g., overall

kappas were, respectively, 0.87, 0.90, and 0.84. For comparing the pre-test

and post-test scores for the intervention and control groups, we used Analysis

of Variance.

RESULTS: There were no significant differences between intervention and

control groups for age, gender, race, US graduation status, or marital status.

There were significantly more DO graduates in the intervention group, p<001.

For the Mental Health Care Model, there was a significant interaction between

study site and time (F=33.51, p<.001); mean pre-test and post-test control

group scores were 8.15 and 8.79, respectively, compared to 7.44 and 15.0 for

the intervention group. For the Patient-Centered InterviewingModel, there was

a significant interaction between site and time (F=44.95, p<.001); mean pre-

test and post-test control group scores 3.32 and 2.32, respectively, compared to

4.13 and 10.34 for the intervention group. For the Motivational Interviewing

Model, there was a significant interaction between site and time (F=24.97,

p<.001); mean pre-test and post-test control group scores were 9.14 and 7.38,

respectively, compared to 8.75 and 12.63 for the intervention group. When

controlling for degree type, the intervention group outperformed controls on all

models.

CONCLUSIONS: We propose that part of correcting the mental health care

crisis will require training medical faculty who then train their residents

indefinitely in conjunction with available mental health faculty. We have

identified the first rigorously designed train-the-trainer intervention model,

one that produces significant learning by residents of key, evidence-based

models. It can provide guidance for training medical faculty and residents in

mental health care.

TEAMBASED COMPETITIONTO INCREASERESIDENT PARTIC-

IPATION AT CARE COORDINATION ROUNDS Douglas Levine1;

Sandeep Jain1; SARA DUNBAR1; Geoffrey C. Lamb2; Linda Foglia3. 1Med-

ical College of Wisconsin, Fox Point, WI; 2Medical College of Wisconsin,

Milwaukee, WI; 3Froedtert Hospital, Milwaukee, WI. (Control ID #2945481)

BACKGROUND: Care Coordination Rounds (CCR) provide an opportunity

for members of the multidisciplinary health care team to communicate as a

group regarding the care and discharge planning of hospitalized patients. The

use of CCR has been found to improve efficiency and patient satisfaction while

reducing expenses, average length of stay, and readmissions. Physician atten-

dance at CCR can be hampered by lack of geographical localization and by

competing educational and service responsibilities. At our institution, there are

five medicine resident teams who primarily see patients on five different

medicine units without specific geographical localization. This lack of locali-

zation has historically decreased resident participation at CCR.

METHODS:We designed and implemented a quality improvement project to

use feedback and token rewards to improve medicine resident attendance at

CCR. Aweekly e-mail was sent to the members of the resident teams with the

attendance rates for all five teams. Every two weeks, the team with the highest

attendance received a token reward and a thank you card from the nursing staff.

CCR attendance by the medicine resident teams for each patient was recorded

on a daily basis for the five weeks prior and the nine weeks after implemen-

tation of this project.

RESULTS:Attendance was recorded on 2553 separate patient-days during the

study period (931 pre-intervention, 1622 post-intervention). Pre-intervention

attendance rate was 49% (453/931). Post-intervention attendance rate was 72%

(1169/1622). All five housestaff teams had a net increase in attendance fol-

lowing intervention implementation (39% to 81%, 40% to 80%, 54% to 73%,

53% to 64%, 60 to 62%). Data collection is ongoing.

CONCLUSIONS: Our simple intervention to increase resident participation

via increased feedback and team-based competition has been successful thus

far. Next steps will be determining if the effect can be sustained and if the

increased attendance at CCR will lead to improvement in clinical outcome

measures such as length of stay, readmission rate, or patient satisfaction.

TEAM COMMUNICATION IN AN INPATIENT INTERPROFES-

SIONAL COLLABORATIVE PRACTICE SETTING Temple Ratcliffe1;

Jessica Raley1; Luci Leykum2. 1UTHSCSA, San Antonio, TX; 2STVHCS /

UTHSCSA, San Antonio, TX. (Control ID #2940936)

BACKGROUND: Collaborative Care (CC) is a novel, inpatient interprofes-

sional practice (IPP) and interprofessional education (IPE) model that focuses

on patient-partnered care. Patients and families, along with physicians, resi-

dents, learners, nurses, pharmacists, case managers, and physical therapists, are

vital members of the CC team and participate in shared decision-making at the

bedside. CC goes beyond interprofessional discussions in patient rooms;

workflows are designed to promote discussion about patient care plans, create

shared mental models, and improve team dynamics. For example, regular

interprofessional reflection sessions are held with team members to identify

ways to improve daily patient care and the CC model itself. Although IPP/IPE

assessment instruments exist, they often target individuals or are designed to

assess teams in simulated settings. Instruments to assess team communication

in authentic IPP/IPE contexts are less common. In order to create an IPP/IPE

JGIM ABSTRACTS S349



assessment instrument, we first wished to explore, describe, and measure

domains of IPP/IPE team performance during CC rounds with the goal of

creating an assessment tool.

METHODS: We used a multi-step, qualitative approach to identify the team

communication domains. First, we used an ethnographic approach to observe

CC rounds of three different teams over a period of several months. Field notes

taken during this period were focused solely on verbal and nonverbal commu-

nication behaviors exhibited by providers, learners, patients, and families

during CC rounds. Next, notes were analyzed using constant comparative

coding, yielding preliminary communication domains. Domains were

discussed and further refined with feedback from our standing interprofession-

al CC steering committee.

RESULTS: Six team communication domains were identified: Focus (mon-

itor team members' behaviors related to attentiveness), Engagement (ensure all

team members, including patients and families, contribute to discussions),

Clarity (balance accessibility of language for all team members with the need

for precision with important medical details), Correction (clarify ideas during

rounds to ensure creation of accurate sharedmental models), Fluidity (converse

in a natural, predictable pattern), and Adaptability (make sense of unexpected

events during rounds).

CONCLUSIONS: Identifying communication behaviors and organizing them

into domains was an important first step towards assessing team communica-

tion. The six domains identified were all observable and included both verbal

and non-verbal communication behaviors. We have used these to create a

prototype Team Assessment Tool (TAT) that we are piloting and plan to

introduce to our CC workflow. Next steps will include establishing validity

evidence for the TATand using it to provide feedback to teams and individuals

working in IPP/IPE settings.

TEAM-BASED PRIMARY CARE MODELS: A MIXED-METHODS

COMPARATIVE CASE STUDY IN A LARGE, INTEGRATED

HEALTH CARE SYSTEM Anita D. Misra-Hebert1; Adam T. Perzynski2;

Michael B. Rothberg1; Jacqueline Fox3; Mary Beth Mercer1; Xiaobo Liu1; Bo

Hu1; David Aron4; Kurt C. Stange4. 1Cleveland Clinic, Cleveland, OH; 2Case

Western Reserve University atMetroHealth, Cleveland, OH; 3Cleveland clinic,

Cleveland, OH; 4Case Western Reserve University, Cleveland, OH. (Control

ID #2936222)

BACKGROUND: Successful implementation of new care models within a

health system is likely dependent on contextual factors at the individual sites of

care. We sought to identify the components in practice settings contributing to

the level of uptake of new team-based models.

METHODS: Using a convergent mixed-methods design, we evaluated pri-

mary care practices in one health system where physicians implemented 2

team-based models. We conducted field observations of 9 practices and 75 in-

depth interviews, provider and staff surveys including a validated adaptive

reserve measure and the Maslach Burnout Inventory(MBI), and obtained

routinely collected quality metrics, and patient panel comorbidity scores. The

data were collected simultaneously, merged, analyzed, and interpreted by a

multidisciplinary team.

RESULTS: Through the observations and interviews, the practices were

categorized into 3 groups - high, partial, and low uptake of new models.

Uptake was related to 1) practices' responsiveness to change, and 2) workflow

related to flexibility of team roles. Strength of local leadership and stable

staffing were identified as mediators in achieving high performance in these

domains. Three other themes-relationships, practice challenges, and thoughts

on the future of primary care-were similar across practices. Higher perfor-

mance on quality metrics including influenza and pneumococcal vaccination,

colorectal cancer screening, mammography, and diabetes control was associ-

ated with high uptake practices. Mean Adaptive Reserve, MBI, and patient

panel Charlson scores did not differ significantly between higher and lower

uptake groups.

CONCLUSIONS: Uptake of new team-based care models was related to

practices' ability to respond to change and to adapt workflow and team roles,

influenced by both local leadership and stable staffing. Improved performance

overall on quality metrics was associated with higher uptake practices. Our

findings can inform expectations and planning for operational and policy

leaders seeking to implement change in primary care practices.

TELEHEALTH FOR WOMEN: AN EVIDENCE MAP Karen M. Gold-

stein5, 1; Leah L. Zullig5, 2; Amir Alishahi-Tabriz3; Timothy Brearly4; Eric

Dedert2; Giselle Raitz2; Suchita S. Sata1; John Whited5, 1; Hayden Bosworth5,

2; John W. Williams5, 1; Jennifer M. Gierisch5, 2. 1Duke University School of

Medicine, Durham, NC; 2Duke University, Durham, NC; 3Gillings School of

Public Health, Chapel Hill, NC; 4Salisbury VAMC, Salisbury, NC; 5Durham

VA Medical Center, Durham, NC. (Control ID #2934617)

BACKGROUND: Telehealth technologies and approaches connect patients

to health care resources with the goal of delivering the right intervention to the

right patient at the right time. Women are frequent consumers of healthcare

who may benefit from the convenience and personalization offered by

telehealth services (e.g. telephone, mhealth, or text messaging). However, it

is unknown which telehealth approaches have been designed for and tested

among women. Thus, we conducted an evidence map to describe the quantity,

distribution, and characteristics of evidence that assesses the effectiveness of

telehealth services designed specifically for women.

METHODS: We searched MEDLINE® and Embase® through December

2016 to identify relevant English-language, systematic reviews (SRs), random-

ized controlled trials (RCTs), nonrandomized controlled studies, controlled

before-after studies, interrupted time-series or repeated-measures studies of

telehealth interventions designed for women. Two reviewers independently

evaluated each citation using predetermined inclusion criteria, to identify

eligible studies. We summarized the data narratively to convey key features

of the literature.

RESULTS: The literature search identified 5,305 unique citations, of which

209 primary studies and 2 SRs were eligible. These studies were grouped into 7

focused areas of research: maternal health (n = 81), prevention (n = 56), disease

management (n = 43), family planning (n = 11), high-risk breast cancer

assessment (n = 7), mental health (n = 6), and intimate partner violence (n =

5). Across these areas, most studies enrolled small samples (n<250). For

studies reporting participant race and/or ethnic composition (n=114), the

majority (68%) enrolled predominantly white populations. Age distributions

tracked with patterns for the identified health issue (e.g., reproductive age for

maternal health). Most studies were conducted in high-income countries,

recruited from outpatient settings, and were limited in duration (e.g., <12

weeks). Across all areas, telephone was the dominant telehealth modality used

and the most common members of the communication dyad were patients and

health care team members. Interventionists were mostly diverse credentialed
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and non-credentialed positions (e.g., registered nurses, behavioral health spe-

cialists, health educators, peer/lay health workers).

CONCLUSIONS: This evidence map describes the current evidence evalu-

ating telehealth services designed for women and identifies opportunities for

evidence syntheses and new primary studies. There were few interventions

conducted in women over 60, in racially/ethnically diverse populations, or

using modalities other than telephone. Beyond maternal health care, we

identified a relatively small number of telehealth studies that addressed other

gender-specific needs of women. Telehealth offers a promising approach to

deliver targeted support to women. Further, telehealth strategies could improve

access and efficient use of finite existing healthcare resources.

TELEPHONE INTERPRETER PATIENT PERSPECTIVES: A QUAL-

ITATIVE STUDY OF SPANISH-SPEAKING PATIENT EXPERI-

ENCES WITH MEDICAL INTERPRETER SERVICES Maria D.

Garcia-Jimenez; Alessandra Calvo-Friedman; Karyn Singer; Michael Tanner.

New York University School of Medicine, New York, NY. (Control ID

#2937618)

BACKGROUND:Racial and ethnicminorities in the US, a large and growing

population, experience higher incidence of and greater morbidity from chronic

disease. Limited English proficiency (LEP) is a known contributor to these

health disparities. The Culturally & Linguistically Appropriate Services stan-

dards promote health equality through the incorporation of interpreter services

(IS). IS have shown improved quality of care, but limited data exist on patient

perspectives of IS; particularly telephone interpreter services (TIS), an increas-

ingly used form of IS. Better understanding patient experiences with TIS could

elucidate ways of enhancing patient-centered care for this patient population;

potentially improving health outcomes.

METHODS: Participants were recruited via flyers, telephone, and face-to-

face encounters. They completed a semi-structured questionnaire and partici-

pated in a 1-hour, audio-recorded focus group. The focus group facilitator

completed field notes after each group. Audio recordings were transcribed then

analyzed by content analysis approach and grounded theory.

RESULTS: Thirteen individuals participated in 4 focus groups (Group 1 n = 4;

Group 2 n = 3; Group 3 n = 3; Group 4 n = 3). Participants were female (n=13),

ages 33-73 years (mean 55), from Mexico (n=7), Ecuador (n=2), Dominican

Republic (n=3), and Columbia (n=1), and had resided in the US for an average

of 22 years (range 1-38). 70% reported poor self-rated English language ability

(20% fair, 10% not reported). Ten thematic codes in 3 major domains (general

attitudes, facilitators, barriers) were identified. Participants reported gratitude

for TIS, perceiving TIS increased access to healthcare, and preference for TIS

to family members as interpreters. Barriers to the use of TIS were concerns of

confidentiality, lack of interpersonal development with physicians, and prefer-

ence for language-congruent providers. Facilitators to the use of TIS were

positive physician attitude toward TIS, physician framing of TIS as a tool in

providing quality care, and assurance of accurate communication.

CONCLUSIONS:Telephone interpreter services (TIS) are generally accepted

by Spanish-speaking, LEP patients, and perceived as increasing access to care

and assuring accuracy of medical communication. Participants seemed to

balance accessing healthcare with concerns of confidentiality when using

TIS. Overall, participants fell into two groups; one prioritized access to

healthcare, timely and accurate, and the other prioritized relationship building

with medical providers. The later was limited in TIS based encounters. Positive

physician attitudes toward TIS facilitated their use. This highlights a need for

healthcare provider awareness of the impact their attitudes have on patient

experiences and acceptance of TIS, and for provider training on relationship

building with use of TIS. Lastly, information gathered about patient prefer-

ences for language congruent providers speaks to a need for continuing

workforce diversification efforts.

TESTING OFA BRIEF TOOL FOR PROSTATE CANCER SCREEN-

ING DISCUSSIONS IN PRIMARY CARE SETTINGS Anita D. Misra-

Hebert1; Grant Hom2; Eric A. Klein1; Janine Bauman1; Niyati M. Gupta3;

Xinge Ji1; Andrew Stephenson1; J. S. Jones1; Michael Kattan1. 1Cleveland

Clinic, Cleveland, OH; 2Case Western Reserve University, Cleveland, OH;
3Cleveland Clinic Foundation, Cleveland, OH. (Control ID #2936788)

BACKGROUND: The 2017 U.S. Preventive Services Task Force draft rec-

ommendation is for individualized decision making for prostate cancer (PCa)

screening. As PCa screening decisions often occur in primary care, a brief tool

to help the PCa screening conversation in a busy clinic setting is needed.

METHODS: We created a 9-item tool to aid PCa screening discussions

including questions about age, race, family history of PCa, previous digital

rectal exam and prostate specific antigen, health rating, concern for developing

urinary incontinence or maintaining sex life, and about having/ developing PCa.

Each item is scored from 0-3 with higher scores suggesting PCa screening may

be beneficial.We tested the tool in 3 steps in 5 diverse primary care clinics. First,

15 providers were recruited to use the tool for 4 weeks with up to 10 patients

each, then complete the validated Perceived Usefulness and Perceived Ease of

Use scales. The tool was revised based upon feedback. In the final step, the tool

was used by each provider with a convenience sample of patients during routine

clinic visits. A 4-item pre- and 5-item post-survey was administered by a

research assistant before and after the appointment, respectively, to assess

patients' knowledge that they have an option to be screened for PCa and of

specific factors to be considered in the decision. Each question was scored on a

5-point Likert scale with a range of strongly disagree (1) to strongly agree (5).

McNemar's Chi-Squared test was used to compare pre-and post-responses.

RESULTS: Fourteen of 15 providers completed the initial surveys. Providers

had positive responses that the tool would "enhance my effectiveness (64%)"

be "clear and understandable (79%),"and "easy to use (86%)." The 15 pro-

viders then tested the tool on 95 patients age 40-69 at the 5 clinics with 2-10

patients per provider. Patient participants included 40% age 40-54, 36% age

55-64 and 24% age 65-69, and were 62% Caucasian, 32% Black, 2% Asian

and 4%Hispanic. The proportion of patients who strongly agreed that they had

the option to choose to screen for PCa increased from 57-72%(p=0.018) from

the pre- to post-survey, that there are factors in the personal or family history

that may affect risk for PCa from 34 to 47%( p=0.012), and that their opinions

about possible side effects of treatment for PCa should be considered in the

decision from 47 to 61%(p=0.009). When selecting from a list the 3 most

important factors in the PCa screening decision, the most frequent responses

were age(65%), family history of PCa (42%), and concern about developing

PCa (36%). Concern about sex life and leakage of urine were among the three

most important factors for 10% and 18% of patients, respectively.

CONCLUSIONS:A brief conversation tool for the PCa screening discussion

was well-received in busy primary care settings, and improved patients'

knowledge that they had the option to choose PCa screening and of issues that

need to be considered in the decision.
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TESTING THE USABILITY AND ACCEPTABILITY OF A WEB-

BASEDCOLLECTIVE INTELLIGENCE PLATFORMTO IMPROVE

DIAGNOSTIC ACCURACY IN PRIMARY CARE CLINICS Valy

Fontil1, 1; Kate Radcliffe1, 1; Helena Lyson1, 1; Mekhala Hoskote1, 1; Delphine

Tuot2; Kaeli Yuen3; Neda Ratanawongsa1, 1; Courtney R. Lyles1, 1; Urmimala

Sarkar1, 1. 1University of California San Francisco, San Francisco, CA; 2Uni-

versity of California, San Francisco, San Francisco, CA; 3University of South-

ern California, Los Angeles, CA. (Control ID #2934372)

BACKGROUND: Barriers to reducing diagnostic errors in primary care

include inadequate inter-provider collaboration and poor access to decision

support. Technology-enabled collective intelligence is a promising yet unprov-

en solution for addressing these barriers. We evaluated an online collective

intelligence tool to maximize its usability in underserved settings.

METHODS:We conducted usability testing of a web-based platform (Human

Dx) that combines diagnostic opinions of multiple physicians and synthesizes

them into a single, collective opinion. Structured data entry allows users to

share relevant details of a clinical case and 5-10 clinicians (peers and special-

ists) independently provide a differential diagnosis and next steps. The tool's

final output, or "collective intelligence," is available within 24 hours as a

probability-weighted list of diagnoses and next steps. We recruited a conve-

nience sample of 11 primary care providers from urban and rural clinics (8 in

San Francisco, 1 in Georgia, 1 in Indian Health Service, and 1 in Saipan). In

two sets of sessions, participants reviewed outputs generated by Human Dx

with the insight of at least five attending-level physicians. Participants

reviewed three standardized clinical case scenarios (Session 1, 11 participants)

and three real-world cases from his/her practice (Session 2, 10 participants).

Participants reviewed the collective intelligence and completed semi-structured

interviews and surveys to assess the output's effect on clinical understanding,

confidence, and decision-making. Qualitative analysis of the 21 interview

transcripts examined the acceptability and usability of the platform including

challenges and facilitators, and suggested improvements.

RESULTS: Participants were receptive to using technology-enabled collective

intelligence to assist their diagnostic reasoning. Each participant reviewed 3-6

cases in both sessions, about half reported improved clinical understanding

(47%, 23/49), more confidence in their diagnostic assessment (54%, 27/50),

and a potential change in diagnostic decision-making (47%, 23/49). Keys to

increasing the likelihood of use include providing more: 1) rationale for

suggested diagnoses and 2) information about the clinicians contributing to

the collective intelligence and quality assurance procedures (Table).

CONCLUSIONS: Technology-enabled collective intelligence is a promising

tool with the potential to improve understanding, confidence, and decision-

making in the diagnostic process of primary care cases and thereby reduce

diagnostic error. Our findings will inform modifications to the platform to

address current limitations and design a subsequent trial to test its feasibility

and efficacy in clinical practice.

THE "TRUMP EFFECT" ON NO-SHOW RATES AT A STUDENT-

FACULTYCOLLABORATIVE PRACTICE Rachael Williams1; Wei He1;

Bonnie B. Blanchfield2; Marya J. Cohen1. 1MGH, Boston, MA; 2Brigham &

Womens Hospital, Weston, MA. (Control ID #2935935)

BACKGROUND: During the 2016 United States Presidential Election, the

Republican nominee, Donald Trump, espoused rhetoric around deportation

that has added to a climate of fear and instability in the lives of many

undocumented immigrants. In 2001, a California study found that 39% of

undocumented immigrants expressed fear in receivingmedical care due to their

status; those reporting fear were less likely to seek medical attention1. The

Crimson Care Collaborative (CCC) is a group of 7 student-faculty collabora-

tive practices (SFCP) across the Harvard hospital-affiliated network. One of

our clinics, located at Massachusetts General Hospital Chelsea HealthCare

Center, CCC-Chelsea, provides focused care to a largely Spanish-speaking,

immigrant population. This study seeks to assess whether there is an associa-

tion between Trump's victory and no-show rates at CCC-Chelsea. About 44%

of Chelsea residents are immigrants and many come from Spanish-speaking

countries where political corruption/instability predominate.2

METHODS: Key points in the 2016 Presidential Election were identified and

a timeline was created. Data for patients scheduling an appointment at CCC-

Chelsea from January 1, 2016-September 30, 2017 was obtained and sorted

into 3 election period groups: Pre-election (time period 1), Transition (time

period 2), and Post-Inauguration (time period 3). Descriptive analysis was used

to depict the patient population and no-show rates were calculated for each

period. A two-sample t-test was used to compare no-show rates before and

after the election. No-show rates were obtained for the year prior to the election

(2015-2016) using the same time periods as a control.

RESULTS: There was a 9% INCREASE in no-show rates during both the

Transition Period and Post-Inauguration periods. There was a statistically sig-

nificant increase in the Post-Inauguration no-show rate (p=0.03). In the control

year, from January 2015-September 2016 there was a 9% DECREASE in no-

show rates at CCC-Chelsea. There was a statistically significant decrease in the

time period 3 no-show rate (p=0.01) during the control period. Of the patients

who no-showed after the election of Trump, the majority were Latino males

between the ages of 45-54. More than 70% of these no-shows spoke Spanish.

CONCLUSIONS: In the control year, our no-show rate was declining to a low

of 19%; however, following the election of Trump, CCC-Chelsea's no show

rate increased to 29%. Perhaps SFCPs are not immune to the effects of a

contentious political climate. Next steps include using multivariate regression

to control for and identify the impact of immigration status on no-show rates

and comparing results to demographically different clinics at MGH.

THE ASSOCIATION BETWEEN ACTIVITY LIMITATION,

NEUROCOGNITIVE DISORDERS, AND LONG-TERM CARE (LTC)

ADMISSIONS AMONG MEDICARE BENEFICIARIES Rebecca H.

Kim1; Pui L. Kwong1; Jibby E. Kurichi1; Joel E. Streim1; Sean Hennessy1;

Sophia Jan2. 1University of Pennsylvania, Philadelphia, PA; 2Northwell

Health, New Hyde Park, NY. (Control ID #2926907)

BACKGROUND: Individuals with intellectual/developmental disabilities

(IDD) and non-dementia, non-stroke (NDNS) cognitive disorders tend to

require long-term care (LTC) services at a younger age and for a longer period

of time compared with those who do not. Activity limitation stages, derived

from self- or proxy-reported ability to perform Instrumental Activities of Daily

Living (IADLs, household management tasks), provide a comprehensive

disability profile, and are strongly associated with admission to a LTC facility

within one year, even after adjusting for dementia among older adults. The

primary aim of this study was to identify any differences in this association

among Medicare beneficiaries with a NDNS cognitive disorder versus those

without a NDNS cognitive disorder.

ABSTRACTS JGIMS352



METHODS: We conducted a retrospective longitudinal panel study design

using data from the Medicare Current Beneficiary Survey (MCBS), a nation-

ally representative population-based survey conducted by the Centers for

Medicare and Medicaid Services. The baseline sample was defined from the

entry panels of the 2005-2009MCBSCost and Use files (n = 14,580) and only

included community-dwelling beneficiaries without a diagnosis of dementia or

stroke. The primary study outcome was LTC facility admission within the year

after each fall interview, as captured in the 2006-2010 residential timeline

record in the Cost and Use files. The primary independent variable of interest

was IADL activity limitation stage. At IADL stage I, there may be difficulty

shopping and/or doing heavy housework. At IADL stage II, there may be

difficulty doing light housework, shopping, and/or doing heavy housework. At

IADL stage III, there may be difficulty using the telephone and/or managing

money. At stage IV, there is difficulty performing all IADLs.

RESULTS: The sample included 9,902 Medicare beneficiaries. The weighted

annual rate of admission to a LTC facility was 0.46% (102 admissions out of

22,142 possible observations from 9,902 beneficiaries). Compared to IADL

stage 0, the hazard ratios (HRs) and 95% confidence intervals (CIs) were 2.2

(1.1 - 4.5), 4.4 (2.2 - 9.0), 6.2 (2.9 - 13.3), 8.3 (2.0 - 33.7) for IADL stages I, II,

III, and IV, respectively. Compared to no NDNS cognitive disorder, the HR and

95%CI was 2.8 (1.7 - 4.5) for the presence of NDNS cognitive disorder. There

was no apparent interaction between IADL activity limitation stages and

NDNS. An analysis using activity limitation stages for performance of basic

ADLs (personal care tasks) yielded the same pattern of results.

CONCLUSIONS: Medicare beneficiaries with a NDNS neurocognitive di-

agnosis at activity limitation stage I-III were more likely to enter a LTC facility

compared to those without a diagnosis at the same activity limitation stages.

The results of this study suggest that cognitive ability is not fully captured in

the IADL activity limitation staging questions andmay have amodifying effect

on the association between activity limitation stage and LTC facility admission.

THE ASSOCIATION BETWEEN EHR DURATION, VENDOR, AND

HOSPITALREADMISSIONSNeal Yuan; R. Adams Dudley; Grace A. Lin.

University of California San Francisco, San Francisco, CA. (Control ID

#2939072)

BACKGROUND: Widespread adoption of EHRs has been expected to im-

prove care delivery and in turn, outcomes. However, studies have yet to

confirm such benefits. EHRs vary significantly in their capabilities and usabil-

ity based on vendor, and hospitals have implemented EHRs at varying times,

both of which could affect the EHR's impact on clinical outcomes. We studied

the associations between duration of EHR usage, EHR vendor, and hospital

readmission rates.

METHODS:We studied 1747 hospitals from 2009 to 2016 in the Centers for

Medicare and Medicaid Services (CMS) Hospital Compare database who

reported having an EHR in the 2015 American Hospital Association IT

supplement. Using an interrupted time-series analysis with fixed effects for

EHR vendor, we examined the association between primary inpatient EHR

vendor and duration of EHR use with risk-adjusted 30-day hospital readmis-

sion rates for heart failure (HF), pneumonia (PNA), and acute myocardial

infarction (AMI). Since an EHR's effects might vary with time, we divided

EHR use into 4 increments: from years 0 to 2, 2 to 5, 5 to 9, and after year 9.We

adjusted for outcome year, hospital teaching status, disproportionate share

index, bed size, urban or rural, ownership, and region.

RESULTS:Hospitals had on average used their EHR for 6.5 years. The EHR

used by the greatest share of hospitals was Epic (24.5%), followed byMeditech

(22.8%), Cerner (21.6%), McKesson (7.8%), and CPSI (6.9%). From years 0

to 5 of EHR use, there was no effect on readmission rates other than a slight

increase in HF readmission rates from year 0 to 2 (+0.10%, 95% CI 0.01-

0.19%, p = 0.03). From years 5 to 9, there was a significant decrease in

readmission rates for HF (-0.12%, -0.15- -0.08, p < 0.01), PNA (-0.06%,-

0.08- -0.03, p < 0.01) and AMI (-0.08%, -0.11- -0.05, p < 0.01). After year 9,

there again was no significant change in readmission rates. EHR vendor

appeared to affect certain outcomes. For HF, hospitals using CPSI and other

EHRs had 0.77% (95%CI 0.53-1.01, p < 0.01) and 0.20% (0.06-0.34 p = 0.01)

higher readmission rates respectively, compared to Epic. For PNA, hospitals

using Cerner and McKesson had lower readmission rates than those with Epic

(-0.21%, -0.30- -0.12, p < 0.01; -0.20%, -0.33- -0.07, p < 0.01). Hospitals using

CPSI had higher rates (+0.55%, 0.36-0.74, p < 0.01). For AMI, hospitals using

McKesson had lower readmissions (-0.18%, -0.30- -0.06, p < 0.01) compared

with Epic. Those using CPSI had higher readmission rates (0.41, 0.12-0.66, p<

0.01).

CONCLUSIONS: EHR use is associated with lower HF, PNA, and AMI

hospital readmission rates, but only after several years of use. This association

recedes with additional time. Using specific EHR vendors also appears to be

associated with lower readmission rates. Our results suggest that overall, EHR

use is beneficial; however, differences in EHR implementation by vendor may

contribute to differing levels of outcome improvement.

THE ASSOCIATION BETWEENOPIOID PRESCRIBING ANDHER-

OIN OVERDOSE: A NESTED CASE CONTROL STUDY Ingrid A.

Binswanger1, 2; Komal J. Narwaney1; Mark Faul4; Jo Ann Shoup1; Jason M.

Glanz1, 3. 1Kaiser Permanente Colorado, Denver, CO; 2University of Colorado

Denver, Denver, CO; 3Colorado School of Public Health, Aurora, CO; 4Cen-

ters for Disease Control and Prevention, Atlanta, GA. (Control ID #2938427)

BACKGROUND: The US is experiencing a public health crisis due to pre-

scription opioid and heroin overdoses (ODs). Qualitative and ecological studies

suggest a relationship between prescription opioids and heroin use, but the

association between opioid prescribing and heroin OD has not been quantified.

We sought to examine the association between opioid prescribing and heroinOD.

METHODS: We conducted a matched nested case-control study using elec-

tronic health record and vital status data from a large integrated health system.

Cases and controls were nested in a cohort of health plan members 16-70 years

of age between January 1, 2006 and December 31, 2016 who had ≥90 days

continuous enrollment and pharmacy coverage. In the cohort, we identified

incident non-fatal (ICD-9 965.01, E850.0 and ICD-10 T40.1X1-T40.1X4) and

fatal heroin ODs (ICD-10 X40-X44, X60-X64, X85, Y10-Y14 plus T40.1).

The OD date represented the index date. Cases were matched to up to 4

controls of the same sex, insurance, and age on the index date. We used risk

set sampling to select controls without evidence of heroin OD and with the

same length of continuous enrollment and pharmacy coverage prior to the

index date. Exposure included opioids dispensed during the look-back period

in the ambulatory setting. Conditional logistic regression was used to estimate

matched odds ratios (mOR) and 95% confidence intervals (CI), adjusting for

race/ethnicity, tobacco use and mental health diagnoses.

RESULTS: In our cohort (N=1,144,513), incident heroin ODs (n=185) oc-

curred at a mean age of 29.7 years (Table). Half of the cases (n=98) had an
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opioid prescription in the pre-index look-back period compared with a quarter

(n=182) of the 738 controls. Prescription opioids were independently associ-

ated with the risk of heroin OD (mOR=2.82, 95% CI, 1.82-4.38).

CONCLUSIONS: We found a strong association between outpatient opioid

prescribing and the risk of heroin OD, suggesting that physicians should

consider heroin OD as a potential sequela of prescribing opioids. However,

our data cannot be used to conclude that the relationship is causal; some

individuals who used heroin may have sought opioids from their physicians.

Future research should examine which specific prescribing patterns increase

the risk of heroin use and OD.

THE ASSOCIATION BETWEEN PRO-BNP CHANGES DURING IN-

PATIENT TREATMENT FOR HEART FAILURE AND 30-DAYMOR-

TALITY Achint Patel1, 2; William Southern3. 1Albert Einstein College of

Medicine, Bronx, NY; 2Montefiore Medical Center, Bronx, NY; 3Montefiore,

Bronx, NY. (Control ID #2944289)

BACKGROUND: There are approximately 1 million hospitalizations for

heart failure each year in the United States. Acute management includes

diuretic therapy and improving hemodynamics. Pro-Brain natriuretic peptide

(pro-BNP) is a hormone released by cardiomyocytes in response to fluid

overload and a single measurement is used to diagnose heart failure. However,

pro-BNP drops as hemodynamics improve, and thus the acute change in BNP

during a hospitalization may be a measure of treatment effectiveness. We

aimed to determine if acute changes in pro-BNP during a hospitalization are

associated with 30-day mortality.

METHODS: We retrospectively examined heart failure admissions between

the years of 2007 and 2010 in an urban academic medical center. Data was

collected from an EMR search algorithm using heart failure ICD-9 admission

codes. For each admission, demographic and clinical characteristics were

extracted from the electronic health record. To be included in the analysis, at

least 2 measurements of pro-BNP at least 24 hours apart and admission pro-

BNP > 450 were required. Patients with BMI > 35, patients on dialysis, and

patients with admission creatinine > 3.5 were excluded. 30-day mortality was

ascertained using the social security death registry. Patients were then divided

into three groups based on the change in pro-BNP (delta) during treatment:

significant drop in pro-BNP (delta > 30%, small drop in pro-BNP (delta 0 to

30%), and rise in pro-BNP (delta < 0%). Univariate and multivariate logistic

regression analyses were used to determine the independent association be-

tween changes in pro-BNP and 30-day mortality. Multivariate analysis adjust-

ed for age, Charlson co-morbidity score, admission pro-BNP, and number of

ED visits in past 180 days.

RESULTS: The total study population was 865 patients with 440 in the

significant drop in pro-BNP group, 195 in the small drop in pro-BNP group,

and 230 in the rise in pro-BNP group. The mean delta pro-BNP in the three

groups was -6311 pg/mL, -1746 pg/mL, and +4092 pg/mL respectively.

Compared to the patients with a significant drop in pro-BNP, patients with a

small drop and rise in pro-BNP were at significantly increased risk of 30-day

mortality (OR 2.98, 95% CI [2.00 - 3.88], OR 3.38, 95% CI [2.33 - 4.43]

respectively). In multivariate analysis, the increased risk of 30-day mortality

remained strong and significant for patients in the small drop in pro-BNP (OR

2.90, 95% CI 1.92 - 3.88) and rise in pro-BNP (OR 2.99, 95% CI 2.03 - 3.95).

CONCLUSIONS: A small drop in pro-BNP or a rise in pro-BNP during the

treatment of acute decompensated heart failure is associated with significantly

increased risk for 30-day mortality. Admission pro-BNP is currently used to

diagnose heart failure, but repeat measurements are not routine. Further re-

search is needed to determine if using repeated measures of pro-BNP to guide

therapy would improve outcomes.

THE ASSOCIATION BETWEEN RESILIENCY AND DIABETES

SELF-MANAGEMENT AMONG AFRICAN-AMERICAN MEN RE-

CEIVING PRIMARY CARE AT AN URBAN SAFETY-NET HOSPI-

TAL Andrew Jenkins1; Lisa M. Quintiliani3, 2; Ve Truong3; Karen E. Lasser3,

2. 1Boston University School of Medicine, Boston, MA; 2Boston University

School of Public Health, Boston, MA; 3Boston Medical Center, Boston, MA.

(Control ID #2940603)

BACKGROUND: Studies have found an association between resilien-

cy, the ability to adapt positively to adverse life events, and diabetes

self-management behaviors among African-American women. Howev-

er, little is known about the relationship between resiliency and dia-

betes self-management among African-American men, a group at

higher risk for diabetes-related death and several diabetes complica-

tions when compared to African-American women. An association

between resiliency and diabetes self-management behaviors could

guide future interventions to address diabetes-related health disparities.

METHODS: We recruited African-American men with diabetes (most

recent HA1C greater than or equal to 7) who receive primary care at

Boston Medical Center, the largest safety-net hospital in New England to

participate in a phone survey. The survey contained standardized scales

measuring resiliency levels (General Self Efficacy Scale, GSES), diabetes

self-management behaviors (Diabetes Self-Management Questionnaire,

DSMQ), demographic information (age, self-identified race, and marital

status), socioeconomic status (education level, annual household income,

and employment status), and incarceration history. Patients received at least

three phone calls, with each call occurring on a different date and time of

day. Participants received a $10 gift card upon completion of the survey.

We used chi square tests to compare groups, and multivariable logistic

regression to identify predictors of positive diabetes self-management be-

haviors. We controlled for variables known to predict diabetes self-

management behaviors, including age and incarceration history.

RESULTS: We mailed recruitment letters, signed by primary care

providers (PCPs) at Boston Medical Center, to 234 patients; 94

(40.2%) patients completed the survey. Mean age was 60.6 years

(standard deviation 12.7), 59.5% of participants reported an annual

household income of less than $20,000, and 29.7% reported a history

of incarceration. The mean unadjusted GSES resilience score was 25.0

(standard deviation 5.2) and the mean unadjusted DSMQ diabetes self-

management behavior score was 35.1 (standard deviation 8.6). In

multivariable analyses, higher levels of resiliency were associated with

better diabetes self-management behaviors (OR 10.0, 95% CI 3.7-

27.1). Responders and non-responders did not differ with respect to

diabetes control (mean level of hemoglobin A1C) or area of residence

(Roxbury, Dorchester, or Mattapan).

CONCLUSIONS: In a cross-sectional analysis among African-American

men, levels of resiliency are significantly associated with diabetes self-care

behaviors. Future interventions could target resiliency behaviors to improve

diabetes self-management behaviors in this population.
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THE ASSOCIATION OF CHRONIC PAIN AND LONG-TERM OPI-

OID THERAPY WITH HIV TREATMENT OUTCOMES Jessica S.

Merlin1; Dustin Long5; William Becker2; Edward Cachay3; Katerina

Christopolous7; Kasey Claborn8; Heidi M. Crane9; E. Jennifer Edelman10;

Richard Harding11; Stefan Kertesz4; Jane M. Liebschutz1; W. Christopher

Mathews3; Michael J. Mugavero5; Sonia Napravnik12; Conall O'Cleirigh13;

Michael S. Saag5; Joanna L. Starrels6; Robert Gross14. 1University of Pitts-

burgh, PITTSBURGH, PA; 2VA Connecticut Healthcare System, West Haven,

CT; 3UCSD, San Diego, CA; 4BirminghamVAMedical Center &U. Alabama

Birmingham, Homewood, AL; 5UAB, Birmingham, AL; 6Albert Einstein

College of Medicine & Montefiore Medical Center, Bronx, NY; 7University

of California, San Francisco, San Francisco, CA; 8University of Texas, Austin,

Austin, TX; 9University of Washington, Seattle, WA; 10Yale University, New

Haven, CT; 11King's College London, London, United Kingdom; 12University

of North Carolina Chapel Hill, Chapel Hill, NC; 13Harvard University, Boston,

MA; 14University of Pennsylvania, Philadelphia, PA. (Control ID #2934837)

BACKGROUND: Chronic pain occurs in up to 85% of persons living with

HIV (PLWH) and is commonly treated with long-term opioid therapy (LTOT).

We investigated the impact of chronic pain and LTOT on suboptimal retention

in HIV primary care and virologic failure.

METHODS: Chronic pain was defined as ≥moderate pain for ≥3 months on

the Brief Chronic Pain Questionnaire and ≥4/10 on the Pain and pain's impact
on Enjoyment of life and General activity (PEG) questionnaire. Chronic pain

and LTOT, defined as an opioid prescription for ≥90 consecutive days, were

assessed at an index visit. Suboptimal retention, defined as at least one "no-

show" to primary care, and virologic failure were measured over the subse-

quent year. Multivariable logistic regression models were built for each out-

come. Since we hypothesized that LTOTmaymodify the effect of chronic pain

on outcomes, we present all results stratified by LTOT.

RESULTS:Among2334participants, 25%had chronic pain, 27%had suboptimal

retention, 12%had virologic failure, and 19%were prescribed LTOT. In individuals

not on LTOT, chronic pain was associated with increased odds of suboptimal

retention (aOR 1.46, 95% CI 1.10-1.93, p=0.009) and virologic failure (aOR

1.97, 95% CI 1.39-2.80, p<0.001). Among individuals with chronic pain, there

was no association between being onLTOTand retention, but LTOTwas associated

with lower rates of virologic failure (aOR 0.56, 95% CI 0.33-0.96, p=0.03).

CONCLUSIONS: Chronic pain in those not on opioids was associated with

virologic failure. These findings reinforce the need to develop chronic pain

treatments tailored to PLWH, and if effective, to investigate whether they improve

HIV-related outcomes. The apparent protective association between LTOT and

virologic failure in those with pain also merits further exploration. Finally, in

contrast to the findings of recent qualitative studies of HIV primary care providers,

we found no evidence that keeping patients on LTOT promotes retention.

THE ASSOCIATION OF PRIMARY CARE AND OUTPATIENT

QUALITY AND EXPERIENCE FOR ADULTS IN THE UNITED

STATES David M. Levine1; Bruce E. Landon2; Jeffrey A. Linder3. 1Brigham

and Women's Hospital, Boston, MA; 2Harvard Medical School, Boston, MA;
3Northwestern University Feinberg School of Medicine, Chicago, IL. (Control

ID #2946059)

BACKGROUND: Primary care - comprehensive, coordinated, continuous

care that provides a point of first contact for patients - is considered an essential

component of well-functioning health care systems worldwide. However, the

value of primary care remains unclear and debated, particularly in the US. To

our knowledge, no prior study has directly compared outpatient quality and

experience inside and outside of a primary care relationship.

METHODS:We analyzed data from theMedical Expenditure Panel Survey, a

nationally representative annual survey of Americans and their respective

clinicians, hospitals, pharmacies, and employers. Participants were non-

institutionalized US adults 18 years or older (annual sample: 20,679-26,509;

annual response rate: 49%-65%). We examined previously published compos-

ites based on 45 individual quality measures: 5 "high-value" care composites; 4

"low-value" care composites; and 3 measures of patient experience. We com-

pared propensity-adjusted data with inverse probability of treatment weights

for health system-engaged US adults with (n=43,766) or without (n=17,964)

primary care from 2012 to 2014, adjusting for 18 sociodemographic variables

to assess the independent effect of primary care. We also analyzed temporal

trends from 2002 to 2014.

RESULTS: After adjustment, Americans with and without primary care had

the same mean number of outpatient (7), emergency (0.2), and inpatient (0.1)

encounters annually, but those with primary care filled more prescriptions (14 v

11; p<0.01) and were more likely to have a routine preventive visit in the past

year (72% v 57%; p<0.01). During 2012 to 2014, Americans with primary

care, compared to those without primary care, received significantly more

high-value care in 4 of 5 composites: high-value cancer screening (78% v

67%; p<0.01); high-value diagnostic and preventive testing (80% v 70%;

p<0.01); high-value diabetes care (71% v 64%; p=0.02); and high-value

counseling (52% v 45%; p<0.01). High-value medical treatments were similar

in both groups (43% v 41%; p=0.4). There was no significant difference

between Americans with and without primary care on 3 of 4 low-value care

composites: low-value cancer screening (49% v 44%; p=0.12); low-value

medical treatment (11% v 11%; p=0.99); and low-value imaging (10% v

11%; p=0.5). Respondents with primary care received more low-value antibi-

otics than their counterparts (59% v 48%; p<0.01). Respondents with primary

care reported significantly better high global rating of health care (79% v 69%;

p<0.01); good doctor communication (64% v 54%; p<0.01); and access to care

(59% v 52%; p<0.01). From 2002 to 2014, these differences were stable.

CONCLUSIONS: Receipt of primary care is associated with delivery of

significantly more high-value care, few differences in low-value care, and

better patient experience. Our results suggest that policymakers and health

system leaders seeking to improve value should consider increasing investment

in primary care.

THE EFFECT OF PRE-EXISTING MILD COGNITIVE IMPAIR-

MENT ON RECEIPT OF EFFECTIVE TREATMENTS FOR ACUTE

MYOCARDIAL INFARCTION Deborah A. Levine1; Kenneth M. Langa2;

Andrzej Galecki1, 1; Mohammed U. Kabeto1; Bruno Giordani1; Darin B.

Zahuranec1; Lewis Morgenstern1; Lynda Lisabeth1; Brahmajee K.

Nallamothu1. 1University of Michigan, Ann Arbor, MI; 2Univresity of Mich-

igan, Ann Arbor, MI. (Control ID #2940547)

BACKGROUND: Mild cognitive impairment (MCI)—i.e., measurable cog-

nitive impairment that doesn't severely affect daily functioning—is common,

affecting 1 in 5 adults aged 65 or older and more than 5 million Americans.

Although older patients with MCI face an increased risk of dementia, other

causes of death and disability, namely cardiovascular disease, may loom larger.
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Despite this, patients who already have MCI may get fewer effective treat-

ments for acute myocardial infarction (MI) compared to patients with normal

cognition.

METHODS: Prospective study of 609 patients aged ≥65 years hospitalized

with acute MI between 2000 and 2011 from the Health and Retirement Study

with linked Medicare and American Hospital Association data. We compared

receipt of effective treatments after acute MI hospitalization from Medicare

claims between patients with pre-existing MCI (modified Telephone Interview

for Cognitive Status [TICS-m] score, 7-11, a valid measure of MCI) and those

with normal cognition (TICS-m score, 12-27). The primary outcome was

coronary revascularization (percutaneous coronary intervention and coronary

artery bypass grafting) within 30 days of MI. Secondary outcomes were

cardiac catheterization within 30 days and cardiac rehabilitation within 365

days. We used logistic regression to estimate the effect of pre-existing MCI on

the outcomes after adjusting for patient and hospital factors (Table 1).

RESULTS: Patients with pre-existing MCI, compared to those with normal

cognition, were significantly less likely to receive cardiac catheterization

(adjusted odds ratio, 0.65; 95% CI, 0.48-0.89) and coronary revascularization

(adjusted odds ratio, 0.55; 95% CI, 0.37-0.81), but not cardiac rehabilitation

(adjusted odds ratio, 1.01; 95%CI, 0.49-2.07) after acute MI (Table 1).

CONCLUSIONS: Pre-existing MCI is independently associated with lower

likelihood of receiving cardiac catheterization and revascularization but not

cardiac rehabilitation after acute MI. We need to better understand decision

making for invasive but effective acute MI treatments in older patients with

MCI, and the reasons for treatment differences.

THE EFFECT OF PREPARATION ON EXPERIENCE AND LEARN-

ING IN HIGH-FIDELITY CLINICAL SIMULATION TRAINING Jon-

athan A. Lim; Harsha Mudrakola; Jessica Bernica; Stephanie V. Sherman;

Taylor Teague; Zaven Sargsyan. Baylor College of Medicine, Houston, TX.

(Control ID #2945665)

BACKGROUND: Benefits of simulation training in medical education have

been demonstrated for both technical and cognitive skills. In simulated clinical

decision-making, participants traditionally enter scenarios without prior

knowledge of, or preparation for, the case. This approach aims to create

adequate challenge, stress, and inquiry to promote engagement and learning.

However, the effects of knowing and reviewing the general topic of the cases

ahead of time are not known.We hypothesized that reviewing relevant medical

knowledge prior to the simulation may enhance the trainees' experience and

learning outcomes without detracting from engagement or fidelity.

METHODS: During an 8-week block of our institution's simulation curricu-

lum, interns were randomized to one of two groups. Intervention group interns

were provided reading materials and one hour of dedicated study time prior to

encountering their simulation cases of the day (a patient experiencing chest

pain from rapid atrial fibrillation, and another with hypotension from unsus-

pected gastrointestinal bleeding [GIB]). Control group interns were provided

the same reading materials and dedicated study time, but only after completing

the simulation cases. The cases were facilitated and debriefed by trained and

blinded faculty or chief residents. Facilitators also assessed intern group

performance with an objective checklist of critical action items and a non-

technical scorecard adapted from a previously published instrument. At the end

of each session, interns completed a survey about their experience. Additional

outcome measures included observed performance on similar cases 8 weeks

after the intervention and scores on a written quiz taken about 6 weeks

thereafter.

RESULTS: All 64 participating interns responded to survey. The intervention

(preparation) group reported higher ratings of the overall quality of the educa-

tional experience compared to the control group (3.8 vs. 3.5 on a scale of 0 - 4,

p=0.04). There was no difference in enjoyment (3.4 vs. 3.2, p = 0.20) or stress

(1.7 vs. 1.8, p=0.31) of the simulation cases. The intervention group reported

higher discussion of communication skills in the debriefing sessions (3.2 vs

2.6, p=0.02). Performance on simulated cases on the day of intervention aswell

as 8 weeks later was similar between the two groups, with the exception of

higher checklist scores in the initial GIB case in the preparation group (14.7 vs

12.7 of 21 items, p<0.01). Written quiz performance scores were similar (16.8

vs. 17 of 25 questions, p = 0.89).

CONCLUSIONS: Preparing prior to simulation cases, as compared with the

standard educational practice of participating without preparation, was associated

with higher overall rating of educational value, without decrement in other

metrics of learner experience, or in learner outcomes. More investigation, includ-

ing with different content and in different institutions, is needed on the topic.

THE EFFECT OF TELEHEALTH ON IN-PERSON VISITS Sachin J.

Shah1; Lee Schwamm2, 4; Adam Cohen3; Sandhya K. Rao5, 4. 1University of

California, San Francisco, San Francisco, CA; 2Massachusetts General

Hopsital, Boston, MA; 3Johns Hopkins University, Baltimore, MD; 4Harvard

Medical School, Boston, MA; 5Massachusetts General Hospital, Boston, MA.

(Control ID #2936432)

BACKGROUND: Referrals often face delays because of limited availability

in specialty clinics. Televisits, video-based synchronous clinical visits, are

touted to increase access, but there is little evidence to support this claim.

Our aim was to determine if the use of televisits reduced subsequent in-person

visits in specialty care.

METHODS:We examined all patients who registered for a televisit program

at an academic center medical specialty clinic (10/2014 to 2/2017). Patients

were eligible to enroll in the televisit program after completing an in-person

visit; not all physicians participated in the program.We designated two groups:

Group 1 (n=658) registered but never completed a televisit; Group 2 (n=744)

registered and completed at least one televisit. We obtained administrative data

and described group differences using Chi-square and t-tests as appropriate.

We calculated the in-person visit rate on a quarterly basis. We created a

propensity-matched cohort using a "greedy matching" algorithm. To determine

if the use of televisits was associated with frequency of in-person visits, we

performed a controlled interrupted time-series analysis. We used the patients'

date of televisit program registration as the date of intervention.

RESULTS: Relative to Group 1 (registered, non-users), patients in Group 2

(registered, users) were more likely to be white, English-speaking, commer-

cially insured, and live further from the clinic (p<0.01, all comparisons). The

propensity-matched cohort included 428 patients in each group; there were no

differences in baseline characteristics. The interrupted times series analysis

demonstrated no change in baseline in-person visit rate immediately following

the intervention (baseline increase of 0.38 visit/yr 95% CI -0.13 to 0.89,

p=0.13). After the intervention, there was no change in the in-person visit rate

over time (growth of 0.02 visit/yr per quarter 95% CI -0.12 to 0.16, p=0.75).

CONCLUSIONS: Use of televisits was not associated with a reduction in in-

person visits. We cannot account entirely for selection bias between groups or
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improvement in clinical outcomes from televisits. Further studies should

evaluate specific conditions and populations where televisits can supplant in-

person visits.

THE EFFECTS OF STUDENT DEMOGRAPHIC CHARACTERIS-

TICS IN A HYPOTHETICAL CLINICAL ENCOUNTER: A QUASI-

EXPERIMENT Alexander Chaitoff; Josephine Volovetz; Blair Mitchell-

Handley; Kendalle Cobb, MD. Cleveland Clinic Lerner College of Medicine

of Case Western Reserve University, Cleveland, OH. (Control ID #2938382)

BACKGROUND: Physician race and sex have been shown to influence

patient experience. However, despite significant clinical exposure, the parallel

literature focused on medical students is scarce. To address this gap, this study

aimed to characterize survey respondents' attitudes towards medical students

with differing demographic profiles.

METHODS: A survey was distributed via Amazon's Mechanical Turk

(n=1260). The survey included one randomized quasi-experimental treatment

in which respondents were randomized to a picture of a medical student who

was either a Black female, Black male,White female, orWhite male and asked

to imagine they were partaking in a primary care encounter with that student

before seeing their doctor. Respondents were then asked questions to gauge

their attitudes towards the medical student, including likert-scale measured

comfort being seen. One-way analysis of variance and chi-square tests were

used to explore associations between respondent attitudes towards the students

across all scenarios and specifically between those randomized to female

versus male and Black versus White student scenarios, respectively.

RESULTS: Respondents randomized to a female student scenario were more

likely to agree to be seen than those randomized to a male student scenario

(95.7% vs. 91.9%, p<.01), which was driven by female respondents (97.3% vs.

91.2% agreed to be seen when assigned to a female vs. male student scenario,

p<.01). Compared with respondents assigned to a male student scenario, both

male and female respondents randomized to a female student scenario reported

significantly more comfort with the interview (4% and 6% higher comfort,

p<.05 and p<.01, respectively), general exam (4% and 7% higher comfort,

p<.01 and p<.001, respectively), and genitourinary exam (7% and 12% higher

comfort, p<.001 and p<.001, respectively). There were no significant associ-

ations between willingness to be seen or comfort and randomization to aWhite

or Black student scenario, though Black respondents were less likely to agree

to be seen by any student than were White respondents (84.3% vs. 95.7%,

p<.001). Across all medical student scenarios, White respondents were more

likely to believe that a student would keep information confidential than were

Black respondents (97.5% vs. 88.6%, p<.001) while Black respondents were

more likely to believe a student had a license than were White respondents

(61.4% vs. 48.2%, p<.05), but no similar differences were observed between

female vs male respondents. Additionally, there were no differences between

female vs. male or Black vs. White respondents experiencing concordance

with their randomized scenario and perception of the students' licensing,

confidentiality responsibilities, or years of education.

CONCLUSIONS: Preferences are informed by student and respondent de-

mographic characteristics. Future work may explore why these differences

exist and if they affect patient satisfaction or training experiences in hospital

settings, which might guide curricula.

THE EVER-CHANGING BLOOD PRESSURE METRIC: REAL

WORLD IMPLICATIONS Shari Bolen1, 2; Douglas Einstadter3; Thomas

E. Love4, 2; Scott Husak1, 2; Keith Hagans2; Randall D. Cebul5. 1MetroHealth/

Case Western Reserve University, Cleveland, OH; 2Better Health Partnership,

Cleveland, OH; 3MetroHealth Medical Center, Cleveland, OH; 4Case Western

Reserve University, Cleveland, OH; 5Case Western Reserve University, Cha-

grin Falls, OH. (Control ID #2944147)

BACKGROUND: The impact of the new AHA/ACC hypertension guideline

in primary care remains uncertain. We describe several implications of apply-

ing the new guideline to hypertension (HTN) patients in a regional health

improvement collaborative (RHIC). We also examine the effect of the new

guidelines on a group of non-HTN patients at one safety-net health organiza-

tion (SNO) within the RHIC.

METHODS: To evaluate the potential effect of the new guideline on existing

HTN patients, we used data from Better Health Partnership (BHP). BHP is a

RHIC in NE Ohio and includes 80 diverse primary care clinics across 9 health

systems that use their electronic health records (EHRs) to publicly report BP

results for HTN patients twice yearly. For reporting to BHP, good BP control is

defined as a BP<140/90 mm Hg on the most recent measurement in the

reporting period (here, 7/1/16 to 6/30/17). To evaluate the potential effect of

the new guideline on non-HTN patients, we identified all patients seen for ≥2
visits over a 2-year period in 20 primary care clinics at one SNO. Based on the

new guideline, we defined HTN as a BP reading of >130/80 mm Hg at 2

consecutive visits on different dates. We then determined the requirement for

medication treatment using the presence of diabetes (DM), chronic kidney

disease (CKD) or a 10-year cardiac risk score>10%. We assumed those with a

missing risk score to be at low (<10%) risk.

RESULTS: There were 194,742 hypertensive patients seen by 813 providers

at 80 primary care clinics in the most recent BHP report (2016-17). Of these,

74% had good BP control using the current <140/90 cut-point. If the new

guideline (BP<130/80) were applied to these patients, the percent under good

control would drop to 35%. Among all BHP's HTN patients, 84% were

receiving at least one BP medication and 60% required 3 or more medications

to manage their HTN. In the SNO, there were 57,818 non-HTN patients (54%

of 107,921 patients) seen at one of 20 primary care clinics. If the new

guidelines were applied to these patients, 19,776 (34%) would be identified

with HTN and 5,129 newly-identified HTN patients (26%) would require

medication treatment based on comorbid diabetes, CKD or an estimated 10-

year cardiac risk>10%. The overall effect of the new HTN guideline on the

SNO primary care patients would be to increase the percent with HTN from
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46% to 65%, with an additional 4.7% requiring medication for treatment. This

is 2-times higher than a recent NHANES estimate of an additional 1.9%which

would require medication under the new guideline.

CONCLUSIONS: Adoption of the new AHA/ACC HTN guideline would

meaningfully increase the number of persons identified with HTN, decrease

the percentage of HTN patients under good BP control and add significant

medication burden. All of these changes would likely be greater in real-world

practices than estimated by NHANES. The effect of these changes on provider

engagement, patient adherence, and monitoring of quality outcomes remains

undefined.

THE EXPERIENCE OF HOSPITALIZATION FOR GENERAL IN-

TERNALMEDCINE PATIENTSWHO ALSO HAVE PTSD: PATIENT

AND NURSE PERSPECTIVES Jamie A. Collins2; Kathlyn Fletcher1.
1Medical College of Wisconsin/Milwaukee VAMC, Tbd, AL; 2Medical Col-

lege of Wisconsin, Milwaukee, WI. (Control ID #2944469)

BACKGROUND: Post-Traumatic Stress Disorder (PTSD) is a common

comorbidity facing general internal medicine patients in both VA and non-

VA hospitals. The prevalence of PTSD in the general US population is nearly

7%. Vietnam era veterans face a lifetime prevalence rate of PTSD of more than

30%. Little empiric data are available about the lived experience of

hospitlaized patients with PTSD. We hypothesized that patients with PTSD

who are hospitalized for non-psychiatric problemsmay be at risk for experienc-

ing an exacerbation of their PTSD symptoms due to the stress of the

hospitalization.

METHODS: We conducted a qualitative interview study at a large VA

medical center. Participants were general internal medicine inpatients with

PTSD and medical-surgical nurses who routinely took care of patients with

PTSD. In the semi-structured interviews, we asked about their experiences

with PTSD in the hospital and their recommendations for improving care for

inpatients with PTSD. The interviews were audio recorded and transcribed

verbatim. Using NVivo, a qualitative software package, we analyzed the data

using a grounded theory approach to look for themes of importance to patients

and nurses.

RESULTS:We interviewed 8 patients and 8 nurses. We identified 16 codes in

the patient transcripts and 7 in the nurse transcripts. The themes of importance

from patients included the following: 1) PTSD symptoms that emerge in the

hospital such as anxiety; 2) triggers related to the hospital environment (such as

sleep disturbance, anxiety about medical illnesses, pain, and limited access to

usual coping mechanisms) and 3) barriers to talking about PTSD with the care

team. Key themes that emerged from the nurse interviews were 1) patient

experiences in the hospital; 2) nurse-patient communication (including the

often positive impact of nurses discussing PTSD with patients); 3) nurses' role

in PTSD care; and 4) ideas for improvement. Ideas for improvement included

minimizing environmental triggers like light and sound, reducing sleep inter-

ruptions, individualizing patient schedules, normalizing discussions about

PTSD between patients and providers, and routinely identifying and address-

ing patients' PTSD triggers.

CONCLUSIONS: Patients can identify aspects of hospitalization that trigger

their PTSD symptoms. Patients and nurses were able to identify opportunities

for improvement that are feasible in a busy inpatient environment. The main

limitation in this study was the small number of participants. However, given

the lack of available evidence to guide the care of general internal medicine

patients with PTSD, we are hopeful that even this small study can spark a larger

discussion. Given the common overlap between PTSD and medical problems,

a simple intervention could have a big impact on hospital satisfaction and

patient outcomes for a large group of patients.

THE HEALTH LITERACY TOOLSHED: AN ONLINE DATABASE

OF HEALTH LITERACY MEASURES S. E. Armstrong1; Katherine

Waite1; Lori Henault1; Sarah M. Jones1; Michael K. Paasche-Orlow2. 1Boston

Medical Center, Boston, MA; 2Boston University, Boston, MA. (Control ID

#2943741)

BACKGROUND: There are a considerable number of tools that mea-

sure a person's health literacy; however, it is not always clear which is

most fitting to use. The purpose of this project was to create a curated

database and repository website of validated health literacy measure-

ment tools to aid health practitioners and researchers in finding tools

that measure health literacy.

METHODS: Beginning in 2015, a literature search was completed quarterly

to obtain published and validated health literacy measurement tools. Trained

research assistants performed a review of identified measurements and deter-

mined appropriateness for the Toolshed website. A tool can be included on the

site if it measures some construct of health literacy and if validation data is

presented with a sample population of more than 100 subjects. Data abstracted

from each tool include: 1) health literacy domain(s) and languages measured;

2) validation sample size and demographic data; 3) reliability (inter-rater and

Cronbach's alpha); 4) specific context (vs general use); 5) administration

instructions, number of items, and duration; 6) modes of administration (e.g.,

computer, face-to-face, paper and pencil, phone); 7) Psychometric methods

(classical test theory vs Item Response Theory) and key findings; and, 8)

Contact information for the corresponding author. Once data is collected and

reviewed it is posted to the website with a link to the validation paper. With

author and copyright permission the tool and administration instructions are

included; when this is not possible, a web link or instructions for obtaining the

tool is posted. Multiple search and filtering features on the website allow for

rapid identification of relevant tools. To ensure that information on the site is

accurate and up to date, the research staff e-mails corresponding authors bi-

annually to review their information.

RESULTS: To date, information on 134 tools has been published onto the

website. The site contains measures in 16 languages. While 88 (66%) of

the tools were developed for general use, 46 (33%) target one of 15

specific clinical and public health contexts. The most common domains of

health literacy measured are prose comprehension, numeracy, and infor-

mation seeking. While most of the tools are objective tests, 29 (22%) are

self-report (i.e., subjective) tools. Availability: 41 (31%) of the tools are

available for download directly from the website and 32 (24%) of the

measures are available online with a provided link. The most common

modes are face-to-face, paper and pencil, and computer-based administra-

tion. The site has had almost 37,000 visits since its publication in late

2015.

CONCLUSIONS: We have a publically available curated website resource

that provides validated peer-reviewed health literacy tools for clinicians and

researchers. The current Toolshed team will continue to add new items quar-

terly and has plans to expand the scope of this website. We would be happy to

provide an interactive tour of the site.
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THE IMPACT OF CERTIFIED DIABETES EDUCATOR CARE ON

GLYCEMIC CONTROL IN AN URBAN PRIMARY CARE PRAC-

TICE Victoria L. Mayer1; Aaron Baum2; Richa Deshpande1; Carol R. Horo-

witz3; JonathanArend2; Laurie Edelman2. 1Icahn School ofMedicine atMount

Sinai, Brooklyn, NY; 2Icahn School of Medicine at Mount Sinai, New York,

NY; 3Mount Sinai School of Medicine, NewYork, NY. (Control ID #2942364)

BACKGROUND: Diabetes and its complications disproportionately affect racial

and ethnic minorities and those of low socioeconomic status. Health care interven-

tions to improve diabetes outcomes include incorporating allied health professionals

into primary care, such as Certified Diabetes Educators (CDEs). However, few

studies have explored the impact of including CDEs in the care team, especially

among vulnerable populations. We evaluated the impact of CDEs on glycemic

control among patients of a large, urban internal medicine primary care practice at

which CDEs (who are also RDs) collaborate withMDs andNPs to deliver diabetes

care to a majority low-income and racial and ethnic minority population.

METHODS: We examined electronic health record data from patients of the

practice who were included in a diabetes registry (based on ICD-9/10 codes) and

had at least 2 hemoglobin a1c (HbA1c) results fromMarch 2013 (when the CDE

role was introduced at the practice) to March 2016. Given non-random participa-

tion in the intervention (the CDE program), we used a matched difference-in-

difference analysis with adjustment for patient and time fixed effects. The analysis

compares within-subject changes over time in glycemic control (measured by

HbA1c) across patients who saw a CDE and those who received usual care, while

controlling for common time trends and fixed individual characteristics, such as

age, sex, race/ethnicity, and baseline health status. The treatment group included

patients who had at least 1 visit with the CDE; clinical criteria for CDE referral

included a HbA1c >/= 8.0%. The matched comparison group included patients

with no CDE visits, with probability weights estimated using coarsened exact

matching with baseline HbA1c and pre-trends in HbA1c as factors.

RESULTS: During the study period, 526 patients had at least 1 visit with a

CDE. The median age was 65. The population was 47% Medicaid insured,

63% female, 27% Hispanic/Latino, and 29% Black/African American. There

were 3,849 patients who met criteria for the comparison group. HbA1C

decreased over time on average within subjects after the CDE intervention

began relative to matched controls. Compared to within patient changes among

controls, among the treated group HbA1c was lower by -0.81percent (95% CI

-1.06, -0.56; p < 0.001) at 6 months, -0.72 (95% CI -1.06, -0.39; p < 0.001) at

12 months, and -1.33 (95% CI -2.02, -0.63; p < 0.001) at 18 months. Females

benefitted more than males. Estimated coefficients were not significantly

different from zero in pre-treatment time periods, providing support for the

key identifying assumption of parallel trends.

CONCLUSIONS: Receipt of care from a CDE incorporated into the primary

care team compared to usual care was associated with greater improvement in

glycemic control in this population. Further research is needed to compare the

impact of CDE programs alone to those combined with other clinical and

community interventions among vulnerable populations with diabetes.

THE IMPACT OF LIFE TRANSITIONS ON SUBJECTIVE WELL

BEING: RESULTS FROM THE LONGITUDINAL LIFT STUDY Ra-

chel Hess1; Victor B. Talisa2; Karen A. Matthews2; Joyce Chang2; Michael

Scheier3. 1University of Utah, Salt Lake City, UT; 2University of Pittsbrugh,

Pittsburgh, PA; 3Carnegie Mellon University, Pittsburgh, PA. (Control ID

#2945525)

BACKGROUND: Traditional metrics such as morbidity and mortality do not

present a complete picture of healthy aging. They do not capture subjective

well-being (SWB): the valuations individuals make regarding their lives. For

these reasons, patient-reported outcomes such as SWB are increasingly used in

clinical care. In addition to changes in response to health transitions, individ-

uals' past, present, and future-oriented SWB may change in response to

economic and social transitions. We sought to understand the impact of these

transitions on individual's appraisals of their SWB.

METHODS: We enrolled 793 participants aged 50 years or older from the

community and primary care practices between April 2012 to April 2013. Partic-

ipants completed 3 annual questionnaires regarding their appraisal of their past,

present, and future SWB (Diener's Temporally Oriented SWB scale); economic

(e.g., changes in self or partner employment status), social (e.g., changes in marital

status), and health transitions (developing or worsening of a health condition);

intrapersonal resources (e.g., optimism, sense of purpose, goal engagement); and

interpersonal resources (e.g., social support).We usedmultivariatemixedmodels to

examine the relationship between the triplicate outcomes of past, present, and future

SWB and negative economic, social, and health transitions, examining both (1) the

overall burden of transitions across the three years on an individual participant's

SWB and (2) the differences between participants who have transitions and those

that do not in a given year. All analyses were adjusted for gender and race.

RESULTS: 634 of the 793 enrollees completed baseline questionnaires and

are included in these longitudinal analyses. They had a mean age of 63 years,

60%were female, 42%were married, and 30%were Black. For any individual,

experiencing more negative economic, social, or health transitions over the

three years was associated with lower appraisals of their past, present, and

future SWB (p<0.001 for all comparisons). Compared to an individual without

a transition in the last year, an individual reporting a negative economic

transition was associated with lower appraisals of their past, present, and future

SWB in that same year (p=0.035, 0.010, and 0.029, respectively); reporting a

negative social or health transition was not associated with lower appraisals of

any aspect of SWB, past, present, or future.

CONCLUSIONS: Compared to subjects without transitions, SWB did not

change in response to health transitions. Rather, SWB declined in response to

economic transitions. As we evaluate changes in patient-reported outcomes,

such as SWB, care must be taken to understand economic and social changes,

as well as health changes, that may impact these measures.

THE IMPACT OF OFFICE-GUIDELINES APPLIED TO PRACTICE

(OFFICE-GAP) PROGRAM ON PATIENT'S SELF-EFFICACY IN

MANAGEMENT OF CHRONIC DISEASE Ade B. Olomu; Ling Wang;

Negar Salehi; Zane Alroshood; Maliha Taufiq; Ida Ahmady; Margaret

Holmes-Rovner. Michigan State University, East Lansing, MI. (Control ID

#2944284)

BACKGROUND: Interventions to improve self-management have led to

documented improvement in self-efficacy. The Office-Guidelines Applied to

Practice (Office-GAP) Program is a Patient Activation intervention that uses

patient and physician training in Shared Decision-Making and decision support

tools to improve communication and yield strong patient-physician relation-

ships. Our objective is to determine if the Office-GAP Program improved

patient self-efficacy in managing chronic disease.

METHODS: The Office-GAP intervention is a two-center study designed to

improve cardiovascular care for minority and low-income populations with
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diabetes/heart disease in outpatient clinics. Office-GAP intervention included:

1) Patient activation intervention during a group visit 2) Physician training for

patient activation and 3) Decision support intervention (DSI) used in real time

in the office. After a group visit, patients followed up with two physician visits

using GAP tools. We evaluated the effect of Office-GAP Program on patients'

self-efficacy using the validated Stanford Self-Efficacy 6-item Questionnaire.

Each measure is rated with scores from 1-10; 1- not at all confident and 10-

totally confident. We used the GEEmethod for hierarchical continuous models

to determine whether there are improvements in these measurements from

baseline to six-month follow-up, controlling for confounders.

RESULTS: Of 499 patients studied, 137 patients in the intervention (Office-

GAP) arm and 126 in the control arm completed both baseline and 6 months

follow-up self -efficacy questionnaire. The Office-GAP Program significantly

increased patients self- efficacy in two of the six domains from baseline to six-

months follow-up in the intervention arm: 1) ability to keep the fatigue caused

by their disease from interfering with the things they want to do (average score

increase is 0.64 (P-value, 0.042) and 2) ability to keep the emotional distress

caused by their disease from interfering with the things they want to do

(average score increase is 0.59 (P-value, 0.054). There was no significant

change in all 6 domains in the control arm. Furthermore, patients with Medi-

care insurance have significantly higher efficacy score (average score increase

of 3.751 with P-value<0.001) compared to those without health insurance. In

addition, obese patients tend to have lower average efficacy scores (with 1

point higher of BMI, the average efficacy score is 0.90 lower with P-

value=0.022).

CONCLUSIONS: The Office-GAP Program increased patient self- efficacy

in management of chronic disease. The Program significantly increased pa-

tients self- efficacy in ability to keep the fatigue and emotional distress caused

by their disease from interfering with the things they want to do. Insurance

status and patients' BMI has a significant impact on patients' self-efficacy. By

improving patients' self-efficacy, the Office-GAP Program could lead to im-

proved health outcomes and health care costs.

THE IMPACTOF SOCIAL SUPPORTONHOSPITAL UTILIZATION

PATTERNS OF OLDER ADULTS WITH MULTIPLE CHRONIC

CONDITIONS: A QUALITATIVE STUDY Julia Loosen1; Mary F.

Wyman1; Laura Block1; Elizabeth Chapman1; Korey Kennelty2; Andrea

Gilmore-Bykovskyi1, 3; Nicole Rogus-Pulia1, 3; Melissa Dattalo1, 3. 1Univer-

sity of Wisconsin, Madison, WI; 2The University of Iowa, Iowa City, IA;
3William S. Middleton VA Hospital, Madison, WI. (Control ID #2934629)

BACKGROUND: Five percent of the US population accounts for nearly half

of all health care costs. Members of this "high-need, high-cost" population are

more likely to be older, have multiple chronic conditions (MCC), and face

complex social conditions. Social support is linked with health outcomes, yet

existing models explaining this interaction have not been widely studied in this

population. The objective of this qualitative study was to examine ways in

which theory-based components of social support are related to health care

utilization patterns, based on the perceptions of older adults with MCC and

frequent hospitalizations.

METHODS: We analyzed text data from 15 in-depth interviews with older

adults (n=15). Eligibility criteria included: age ≥55, ≥2 chronic health condi-

tions, and ≥3 hospitalizations in any 12-month period. Based on self-reported

hospitalizations, participants were categorized as "persistently high-need, high-

cost" (≥3 hospitalizations per year) or "no longer high-need, high-cost" (no

longer being hospitalized ≥3 times per year). Directed content analysis was

used to identify patterns of social support from text data. The initial coding

scheme was based on existing social support and health theories and iteratively

revised by an interdisciplinary team. Codes included who was providing

support (formal or informal caregivers, group belonging), what type of support

(tangible, emotional, network, esteem, and informational), and how support

was provided (setting, frequency, and patient role). Transcripts were coded

once, with a subsample being coded twice for reliability.

RESULTS: "Persistently high-need, high-cost" (n=10) and "no longer high-

need, high-cost" (n=5) groups received similar patterns of social support. Most

commonly, formal caregivers provided tangible and informational support

while informal caregivers provided tangible and emotional support. Common

forms of tangible support were household help, physical care, and providing

medications. Network support took place between informal and formal care-

givers to secure more tangible or informational support. Across both groups,

there was variation in the participants' stated role in the social support; some

reported an active role as a self-advocate and others passively took recommen-

dations. "Persistently high-need, high-cost" participants discussed clinical

support settings (e.g. hospital, clinic) while "no longer high-need, high"

participants described support in non-clinical settings (e.g. home,

community-based care).

CONCLUSIONS: High-need, high-cost older adults who reduced hospital

use reported more robust non-clinical supports. The lived experiences of these

individuals suggest that building social supports outside of clinical settings

may be an important strategy to improve care for this vulnerable population.

Further study is needed to define how these non-clinical supports influence

hospital utilization, economic impacts, and potential quality-of-life benefits for

high-need, high-cost individuals.

THE IMPACT OF THE AFFORDABLE CARE ACT ON COVERAGE

AND ACCESS ON AMERICANS WITH CARDIOVASCULAR DIS-

EASE OR MULTIPLE CARDIOVASCULAR RISK FACTORS Ameen

Barghi1, 2; Hugo Torres2, 1; Nancy R. Kressin3; Danny McCormick4, 2.
1Harvard Medical School, Somerville, MA; 2Cambridge Health Alliance,

Somerville, MA; 3Dept of Veterans Affairs and Boston University, West

Roxbury, MA; 4Harvard Medical School / Cambridge Health Alliance, Cam-

bridge, MA. (Control ID #2941472)

BACKGROUND: The Affordable Care Act (ACA), increased coverage rates

for the US population, racial and ethnic minorities and low-income individuals.

However, little is known about the ACA's effect among patients with CVD or

cardiovascular risk-factors (CVRF) or among sub-groups defined by

race/ethnicity or state Medicaid expansion status.

METHODS:We analyzed nationally representative data from the Behavioral

Risk Factor Surveillance Survey (BRFSS) in the 2 years (2012-2013) prior to

ACA's implementation and 2 years of the post-implementation period (2015-

2016). 2014, a transition year, was excluded from analyses. The BRFSS is a

nationally representative telephone interview-based survey of adults age 18+.

Our study population (N = 1,014,450) included adults age 18-64 who reported

having either CVD (heart attack, stroke, angina, or coronary artery disease) or 2

or more CVRFs (current cigarette smoking, diabetes, lack of exercise, over-

weight or obesity (BMI >25), and age). We used adjusted linear probability

models (controlling for demographic and economic characteristics) to
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compared pre- to post-ACA changes in health insurance coverage as well as 3

measures of access to care: ability to afford a physician visit; having a personal

doctor; and having a check-up in the past year. We also conducted subgroup

analyses to estimate black vs white, Hispanic vs white andMedicaid expansion

vs non-expansion differences employing a quasi-experimental "difference-in-

differences" (D-in-D) design.

RESULTS: We found pre- to post-ACA increases in the proportion of all

Americans with CVD/CDRF having insurance coverage (84.2 to 89.80 %;

adjusted percentage point difference (AD), 5.6 % [95% Confidence Intervals,

5.5 to 5.8]), affording physician visits (84.4 to 87.4%; AD = 3% [2.9 to 3.1]),

having a personal doctor (80.5 to 80.8%; AD = 0.3% [0.1 to 0.5]) and having

an annual checkup (67.7 to 69.8%, AD = 2.1% [1.9 to 2.3]). Coverage and

access measures improved to a greater degree in expansion states (D-in-D

estimates: having health insurance, 1.7% [1.0 to 2.3]; affording physician

visits, 1.3% [0.6 to 1.9]; having a personal doctor, 2.8% [2 to 3.5]; and having

an annual checkup, 1.3% [0.5 to 2.1]. Similarly, coverage and access measures

improved more for black than white people for most measures (Din-D esti-

mates: having health insurance (2.7% [2.6 to 2.9]) and affording physician

visits (1.0% [0.2 to 1.1]) but not for having an annual checkup (-0.4% [-0.4 to

-0.3]) or a personal physician (0.1% [0.0 to 0.1]). A similar pattern was noted

for white-Hispanic changes. The proportion continuing to lack coverage after

the ACAwas: 10.2% overall, 33.2% of those with lower incomes, 12.9% of

black and 28.7% of Hispanic people.

CONCLUSIONS:Among patients with CVD and CVRF, the ACA improved

coverage and access with larger gains among black and Hispanic populations

and those residing in Medicaid expansion states. Yet, many continue to face

access barriers and lack coverage.

THE IMPACT OF THE LEGALIZATION OF RECREATIONAL

MARIJUANA ON A SAFETY-NET HEALTH SYSTEM Susan L.

Calcaterra2, 1; Angela Keniston2; Madelyne L. Hulll2. 1University of Colorado,

DENVER, CO; 2Denver Health and Hospital Authority, Denver, CO. (Control

ID #2909603)

BACKGROUND: On January 1, 2014, Colorado became the first state to in

the nation to sell legal recreational marijuana. We aimed to study how the

legalization of recreational marijuana affected health care utilization of high

acuity services, specifically cannabis-related visits to the emergency depart-

ment and hospitalizations, due to adverse health conditions caused by cannabis

use as compared to health care utilization for alcohol-related conditions.

METHODS:Administrative data from an urban, safety net hospital in Denver,

Coloradowas obtained via an electronic query. Data were limited to emergency

and inpatient hospitalizations from January 1, 2009 to December 31, 2015. Use

of cannabis or alcohol was identified using ICD-9/10-CM primary admission

diagnosis and primary and secondary discharge diagnoses. Annual incidence

rates per 10,000 hospitalizations related to substance use were calculated.

Poisson or negative binomial regression were used to calculate adjusted rate

ratios (RR) and 95% confidence interval. An interrupted times series (ITS)

analysis using segmented regression was used to measure the immediate and

period efincreased fects of recreational marijuana legalization on cannabis- and

alcohol-related hospitalizations.

RESULTS: There were 370,612 hospitalizations between 1/1/2009 and 12/31/

2015. Of those, 1,040were attributed to cannabis and 29,439 were attributed to

alcohol. The adjusted annual rate of inpatient hospitalizations in 2015 (27.3 per

10,000 hospitalizations) was more than two-times (RR 2.4, 95% CI: 1.6, 3.5,

p<0.001) that of 2009 (11.6 per 10,000). The adjusted annual rate of emergent

hospitalizations in 2015 (47.9 per 10,000) was more than four-times (RR 4.3,

95%CI: 3.1, 6.0, p<0.0001) that of 2009 (11.1 per 10,000). The adjusted annual

rate of inpatient hospitalizations related to alcohol in 2015 (170.5 per 10,000)

was 1.5-times (RR 1.5, 95% CI: 1.2, 1.9, p= 0.0007) that of 2009 (113.0 per

10,000). The adjusted annual rate of emergent hospitalizations related to alcohol

in 2015 (1,135.0.0 per 10,000) was 1.4-times (RR 1.4, 95%CI: 1.3, 1.6,

p<0.0001) that of 2009 (793.6 per 10,000). Using ITS analyses, the temporal

and immediate effects of legalization on substance-related hospitalizations was

explored. Cannabis-related hospitalization incidence rates show an increasing

trend in slope before and after legalization. The slope becomes more abrupt

following legalization. A reduced segmented (AR1) regression model show a

significant increase in trend during the post legalization period (β= 1.8353, SE=

0.2182, p< 0.0001). The ITS analyses did not reveal a significant change in

alcohol-related hospitalization incidence rates.

CONCLUSIONS: Recreational marijuana increased costly emergent and

inpatient health care utilization in one safety-net hospital. As more states

legalize recreational marijuana, consideration should be paid to the economic

and social burden on the health care system.

THE IMPACTOF THE PATIENTACTIVATED LEARNING SYSTEM

(PALS) ON KNOWLEDGE ACQUISITION, RECALL, AND DECI-

SION MAKING ABOUT ANTIHYPERTENSIVE MEDICATION: A

PILOT RCT Anna Cornelius-Schecter1; Monika M. Safford1; Deanna

Jannat-Khah1; Brittney Frankel2; Christian Cardillo3; Cecilia Nicol1; John

Dillon1; Amanda S. Carmel1. 1Weill Cornell Medical College, New York,

NY; 2New York Presbyterian-Cornell, New York, NY; 3Georgetown Univer-

sity School of Medicine, Washington, DC. (Control ID #2938474)

BACKGROUND: People increasingly access the Internet for health informa-

tion (eHealth) but the reliability of eHealth is unclear and specific questions

may be difficult to answer. To address these gaps, we are developing the Patient

Activated Learning System (PALS, palsforhealth.com) based on adult learning

theory and social learning theory. The PALS: 1) uses both audiovisual and

written formats; 2) is organized by actual patient questions; 3) presents short

articles that cover a single learning objective; 4) is written at a 6-7th grade

reading level; and 5) integrates story-telling and social modeling. The objective

of this pilot study was to determine whether patients learning with the PALS

achieved greater immediate and 1-week knowledge retention as well as greater

satisfaction and readiness to make medication decisions than patients learning

with a leading eHealth source, WebMD.

METHODS: We recruited hypertensive patients from a hospital-based inter-

nal medicine practice in New York City. Eligible participants had to speak and

read in English, have been prescribed any antihypertensive except

chlorthalidone (CHL), and be cognitively and medically capable of participat-

ing. Participants were randomized to view 5 pre-specified pages on their

website of randomization addressing 5 questions about CHL. They then

answered 5 assessment questions and completed surveys about the adequacy

of the information to make a decision about taking CHL and about their user

experience. Participants were contacted by phone after 1 week and asked the

same 5 assessment questions.

RESULTS: One hundred four participants completed the study (N=51 PALS,

N=53 WebMD; mean age 61 years, 53% women, 43% African Americans,
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43% Medicaid, 32% with high school education or less, mean number of

medical conditions 13). At baseline, the groups differed only in reported

frequency of online use (daily use: PALS 59%, Web MD 77%), which was

adjusted for in the analysis. Immediately following the intervention, signifi-

cantly more PALS (80%) than WebMD (58%) participants answered ≥4 of 5

questions correctly (incidence rate ratio [IRR] 1.39 [95% CI 1.07-1.80]). One

week later, 59% of PALS participants answered ≥4 of 5 questions correctly vs.
49% of WebMD participants (IRR 1.27 [95% CI 0.88-1.84]). A significantly

greater proportion of PALS participants reported learning about how common

CHL side effects are (PALS 94%, WebMD 74%, IRR 1.24 [95% CI 1.04-

1.48]) and which over-the-counter medications to avoid on CHL (PALS 96%,

WebMD 66%, IRR 1.43 [95% CI 1.16-1.75]). More PALS participants indi-

cated they would feel comfortable taking CHL if prescribed (PALS 75%,

WebMD 58%, IRR 1.35 [95% CI 1.02-1.78]).

CONCLUSIONS: The PALS is a promising new approach to patient educa-

tion that may be more effective at knowledge acquisition thanWebMD. Larger

studies should evaluate the impact of the PALS on long-term information

retention, medication adherence, and risk factor control.

THE INTERSECTION OF POPULATION HEALTH AND PRECI-

SION MEDICINE: EMPLOYING TECHNOLOGY TO OPTIMIZE

RISK ASSESSMENT IN PRIMARY CARE Lori A. Orlando3, 1; R. R.

Wu3, 1; Adam Buchanan2; Rachel A. Myers3; Geoffrey S. Ginsburg3. 1Duke,

Durham, NC; 2Geisinger, Danville, PA; 3Duke University, Raleigh, NC. (Con-

trol ID #2939637)

BACKGROUND: Family health history (FHH) is one of the most predictive

risk assessment (RA) measures available. Numerous guidelines and organiza-

tions support collecting and utilizing FHH to guide the selection of appropriate

preventative and risk management strategies, yet RA is rarely done in clinical

care due to barriers across stakeholders, including: quality of data collected at

the point of care and difficulty synthesizing data into a risk level and an action

plan. To address these barriers we developed a web-based patient-facing FHH-

driven RA program with embedded education and integrated clinical decision

support (CDS) for patients and providers on 27 diseases including hereditary

cancer, cardiovascular, and liver syndromes (MeTree) that can be integrated

into clinical workflow and the EMR to systematically assess risk in clinic

populations prior to their appointment.

METHODS:Design: Cluster randomized controlled trial. Neither patients nor

providers were offered incentives. Intervention: MeTree. CDS was provided to

patients in real time within the program and to providers within the medical

record. Setting: Primary care clinics in 4 diverse national healthcare systems

(Duke, Essentia, Medical College of Wisconsin, and University of North

Texas). Participants: Providers in intervention clinics were invited to enroll

in the study. All patients of enrolled providers with appointments 3 weeks out

were invited to complete MeTree to give them time to adequately collect data

from relatives.Measures: CDS results, data entry, 3 month survey. Outcomes:

Patient and provider uptake, usability, quality of data entered, outcome of risk

assessment.

RESULTS:There were 17 intervention clinics across the 4 healthcare systems.

Provider uptake=58% (N=100). Patient uptake=15% (N=2,514).Mean age=57

(19-94), females=68%, minority race=32%, Medicare/Medicaid=31%.

MeTree was completed by 81% with 91% reporting it was easy to use and

91% finding it useful. All entered data on 3 generations.Mean relatives entered

was N=12 (6-74), with mean conditions entered for themselves=2.1 and each

relative=1.2. Overall N=1418 (60%) were at increased risk for at least 1 of the

27 diseases, the most common being diabetes and cardiovascular disease;

however, 20% met criteria for cancer genetic counseling and 5.6% for cardiac

genetic counseling for hereditary conditions. In addition 3% met criteria for

breast MRI, 5.6% for tamoxifen for breast cancer prevention, 16.6% for early

or more frequent colonoscopies, and 3.7% for familial hypercholesterolemia

genetic testing. There were no differences across sites or clinics.

CONCLUSIONS: Systematic RA identifies a large number of patients at

increased risk for hereditary conditions and familial cancers, suggesting that

we are not adequately managing these risks in our primary care populations.

Technology can help overcome a number of barriers to systematic RA, includ-

ing engaging patients in gathering high quality FHH data from relatives.

THE LANGUAGE AVAILABILITY OF COMMUNITY HEALTH

CENTER WEBSITES Jorge A. Rodriguez1; Roger B. Davis1; Sanja

Percac-Lima2. 1Beth Israel Deaconess Medical Center, Brookline, MA; 2Mas-

sachusetts General Hospital, Boston, MA. (Control ID #2945433)

BACKGROUND: The digital divide has disproportionately affected limited

English proficient (LEP) patients. LEP patients account for 8.6% of the United

States population and experiencemultiple gaps in care. Technology has the potential

to improve these health disparities. Internet use among LEP Latinos increased from

36% in 2009 to 74% in 2015. The digital divide has shifted from disparities in

access to disparities in content. Health Resources and Services Administration

(HRSA) supported community health centers (CHC) provide care to many LEP

patients. Thus, CHC could serve as physical and digital access points.We sought to

determine the language availability of HRSA-supported CHC websites.

METHODS: In February 2017, we performed a cross-sectional review of the

language availability of HRSA-supported CHC homepages using manual

review and web scraping. Web scraping automates data extraction from online

content. The primary outcomes were the existence of translated content, the

method of translation used, and the number of languages available. The

method of translation was defined as machine translation (i.e., Google Trans-

late™), human translation, or no translation. Human translation was catego-

rized as limited (few phrases), moderate (1 webpage), or full (entire site). We

then used logistic regression to assess the relationship between translated

website content and CHC county demographics, including percent LEP, me-

dian household income, and percent of households with an Internet subscrip-

tion. We also performed Spearman Rank Correlation by ranking translation

effort: no translation, Google Translate, limited, moderate, and full translation.

RESULTS:Of the 1401HRSA-supported health center websites, 480 (34.3%)

provided translated website information. Half of the CHC with translated

content relied on Google Translate™. We found a higher odds of having a

translated website as the percent of LEP residents by county rose (OR: 1.26,

CI: 1.07-1.49, p = 0.005), with higher Internet subscription at the state level

(OR: 1.19, CI: 1.02-1.38, p=0.026) and if health centers were in metropolitan

areas (OR: 1.81, CI: 1.31-2.51, p<0.001). Low employment (OR: 0.55, CI:

0.36-0.82, p=0.004) and persistent poverty (OR: 0.46, CI: 0.26-0.77, p=0.004)

were found to be associated with a lower likelihood of having a translated

website. There were 49 languages offered by human translated websites. The

most common languages offered were Spanish, Chinese, and Vietnamese.

CONCLUSIONS: Despite increased Internet use among LEP patients and

linguistic diversity of the community health center populations, there is
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significant lack of language-appropriate content on community health center's

websites. By developing online content that is culturally and linguistically

appropriate for patients, we will be able to see the benefits of informing and

empowering LEP patients through technology to be more engaged in their care.

THE LONG-TERM EFFECTIVENESS OF PEER MENTORING TO

IMPROVEGLUCOSECONTROL INVETERANSWITHDIABETES:

A RANDOMIZED CONTROLLED TRIAL (RCT) Judith A. Long2, 1;

Anne Canamucio2; Tanisha N. Dicks2; Briana Lott2; Richard SoRelle2; Judy

A. Shea1, 2; Steven C. Marcus3. 1University of Pennsylvania, Perelman School

of Medicine, Philadelphia, PA; 2Corporal Michael J. Crescenz VAMC, Phila-

delphia, PA; 3University of Pennsylvania, Philadelphia, PA. (Control ID

#2943522)

BACKGROUND: Previously we conducted a pilot randomized controlled

trial showing the effectiveness of peer mentors in improving glucose control in

African American veterans with poor diabetes control. In this study we report

on a larger randomized controlled trial in which we tested whether we could

duplicate our findings in a mixed race sample and whether effects persisted

beyond the intervention period.

METHODS: We performed a single site, 12 month, RCT of peer mentoring

for diabetic veterans with poor diabetes control. Veterans identified from the

electronic medical record as having two A1c readings of > 8% in the last year

with the last one within 3 months of enrollment were eligible. Enrolled

veterans were randomized to receive a peer mentor for 6 months or usual care.

Peer mentors were diabetic veterans who had previously been in poor control

(A1c > 8%) but were now in good control (A1c ≤ 7.5%). All mentors received

a short training and were called monthly to reinforce their training. Mentors

received $20 each month in which they talked to their mentee 4 times. Mentor-

mentee pairs were matched on sex, race, age and familiarity with insulin to the

extent possible. The primary outcome was change in A1c as measured at

enrollment and 6 months post enrollment. To determine if the effect of the

intervention persisted, we assessed as a secondary outcome change in A1c

from baseline to 12 months. For participants who missed their follow-up

appointment we abstracted A1c from the medical chart or imputed values

(13%). Additional secondary outcomes included change from baseline to 6

and 12 months of LDL, systolic blood pressure (SBP), diabetes distress scores,

and PHQ-2 depression symptoms.

RESULTS: We enrolled 365 people (158 to usual care and 207 to the

intervention). 65% were African American and 96% were male. Baseline

biometrics were: A1c 9.5% (SD 1.6), LDL 95.4 mm/dl (SD 35.2), and SBP

137.4 mmHg (SD18.4). The mean change in A1c was -0.19 (95% CI -0.45,

0.08) in usual care and -0.53 (95% CI -0.76, -0.29) for the intervention arm, (p

= 0.06). 62 people had, on enrollment, an A1c < 8% but were maintained in the

intention-to-treat analysis. Whenwe limited the analysis to the 303 people with

a baseline A1c ≥ 8%, the mean change in A1c was -0.31 (95%CI -0.60, -0.03)

for usual care and -0.75 (95% CI -1.02, -0.48) for the intervention arm, (p =

0.03). For for the intervention arm compared to usual care the odds of dropping

A1c by 1 point was 1.72 (95% CI 1.00, -2.93: p = 0.05). There was no

difference in A1c between arms at 12 months. The intervention did not have

an effect on any other outcomes.

CONCLUSIONS: We were able to reproduce an effective peer mentoring

model in a mixed race veteran population. Unfortunately, these effects did not

persist and we did not observe spill-over effects to other pre-specified

secondary outcomes. Peer mentoring is an effective tool to help veterans

improve their glucose control. Determining how best to maintain this effect

is the next step.

THE MODELTO AMPLIFY THE MISSING POTENTIAL (AMP) OF

HEALTHCARE ORGANIZATIONS STRUGGLING TO IMPROVE

QUALITY: RESULTS FROM A SYSTEMATIC REVIEW Valerie M.

Vaughn1; Sanjay Saint1; Sarah L. Krein2; Jane Forman3; Jennifer Meddings4;

Jessica Ameling1; Suzanne Winter1; Whitney A. Townsend4; Vineet Chopra4.
1University of Michigan Health System, Ann Arbor, MI; 2VA Ann Arbor

Healthcare System and University of Michigan, Ann Arbor, MI; 3VA Center

for Clinical Management Research, Ann Arbor, MI; 4University of Michigan,

Ann Arbor, MI. (Control ID #2936753)

BACKGROUND: Some healthcare organizations struggle to improve quality.

Identifying characteristics associated with underperformance may help inform

approaches to improvement. Therefore, we sought to: (a) Identify organiza-

tional factors associated with low-performing healthcare organizations and (b)

propose a conceptual framework with actionable domains, whichwe present as

AMP (The Model to Amplify the Missing Potential), to inform improvement.

METHODS: A systematic review of qualitative studies was completed on the

following databases: MEDLINE (1950–), EMBASE (1946–), Cochrane Library

(1948–), CINAHL (1960–), andWeb of Science (1996–) throughMay 22, 2017.

Included studies used qualitativemethods to evaluate characteristics of healthcare

organizations with below-average patient outcomes or quality of care. Data from

included studies were abstracted independently and in duplicate and analyzed

using framework-based thematic synthesis to generate AMP. Study quality was

evaluated using the Critical Appraisal Skills Programme tool.

RESULTS: Twenty-two studies (25 articles) from multiple countries (United

States, United Kingdom, Canada, Ethiopia) and settings (e.g. acute care, outpa-

tient), with a diverse range of employees (e.g. nurses, leadership, staff) were

included in the final analysis. Five domains consistently characterized struggling

healthcare organizations: poor organizational culture, inadequate infrastructure,

lack of a cohesive mission and vision, system shocks (i.e., an organization-wide

such as a new electronic medical record that detracts from daily operations), and

dysfunctional external relations. AMP serves as a model to identify and target

barriers to improvement in struggling organizations (Figure).

CONCLUSIONS: Struggling healthcare organizations share characteristics

that may affect their ability to provide optimal care and improve patient

outcomes. These domains may be amenable to interventions or systematic

analysis when problem solving low-performance. Thus, AMP provides a

potential roadmap to anticipating barriers and designing improvement action

plans for under-performing organizations.

THE PATIENT OWNERSHIP SCALE: DEVELOPMENT OF AN IN-

STRUMENT TO MEASURE OWNERSHIP OF PATIENT CARE

AMONGST PHYSICIANS Mia Djulbegovic1; Jason W. Beckstead3; Liana

Fraenkel1, 2. 1Yale University School of Medicine, New Haven, CT; 2VA

Connecticut Healthcare System, New Haven, CT; 3University of South Flor-

ida, Tampa, FL. (Control ID #2935100)

BACKGROUND: Ownership of patient care is a complex concept that is

essential to the provision of high quality medical care. Many have postulated
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the influence of ownership on physician decision-making, behavior, care

utilization and patient outcomes. There nevertheless appears to be gradual

erosion of ownership by trainees in the era of curtailed duty hours. However,

ownership has not been empirically studied in physicians due to the lack of an

objective measure of ownership. The purpose of this study is therefore to

develop an instrument that reliably measures ownership.

METHODS:We developed a 15-item (eachmeasured on 7-point Likert scale)

ownership scale to measure its key constructs: advocacy, responsibility, ac-

countability, follow-through, knowledge, communication, initiative, continuity

of care, autonomy and perceived ownership. The survey, which also included

questions on demographic information and work environment, was adminis-

tered to trainees in a large, academic, internal medicine residency program at

the end of an inpatient rotation. We calculated Cronbach's alpha to determine

the internal consistency of the scale. Factor analysis was performed to identify

any unobserved constructs that may define the multi-dimensional concept of

ownership. Bivariate and correlational analysis were performed to examine

construct validity.

RESULTS: 192 trainees completed the survey, of which 166 responses were

included in the analysis (age range 23 to 43 years). Responses were excluded if

the surveywas completed in less than 1minute, if the survey remained open for

more than 24 hours, or if there was zero variance among responses. The

ownership scale demonstrated good internal consistency (Cronbach's al-

pha=0.88). Factor analysis identified 3 factors corresponding to advocacy,

autonomy and responsibility. The mean (standard deviation) ownership was

5.57 (0.74). We found that both training level and prior experience (in months)

in the intensive care unit were significant predictors of ownership (p<0.01).

There was no significant relationship between ownership and age, gender,

inpatient service type, call schedule, turnover of attending physicians or

patients, or supervisory experience (in years) of the attending physician. We

found a significant negative correlation between ownership and burn out (r=-

0.33, p<0.01), depression (r=-0.24, p=0.01), detachment (r=-0.35, p<0.01),

and frustration (r=-0.31, p<0.01). There was a significant positive association

between ownership and fulfillment (r=0.37, p<0.01) and happiness (r=0.36,

p<0.01).

CONCLUSIONS: To our knowledge, this is the first time that ownership has

been quantified in physicians. Our scale demonstrates good internal consisten-

cy and preliminary evidence of validity. We believe that our scale can be used

to modify clinical training environments in order to foster more ownership in

trainees. Clinical educators can use our scale to detect low ownership (and high

burn out) states and to test interventions aimed at fostering ownership.

THE PATIENT PERSPECTIVE ON PROVIDER COMPUTER USE

DURING PATIENT VISITS: RESULTS FROM A LARGE SURVEY

Thomas Payne1; Sue Peacock2; Hannah Shucard1; Lisa Reisch2; Joshua M.

Liao1; Catherine DesRoches3; Jan Walker4; Tom Delbanco5; Joann G.

Elmore6. 1University of Washington, Seattke,WA; 2University ofWashington,

Seattle, WA; 3Beth Isreal Deaconess Medical Center, Boston, MA; 4BIDMC,

Brookline, MA; 5Beth Israel Deaconess Medical Center, Boston, MA; 6Univ

of WA, Seattle, WA. (Control ID #2945203)

BACKGROUND: Physician dissatisfaction with electronic health records

(EHRs) and the barriers they pose to practice are well described, but less is

known about how patients view the introduction of EHRs into exam rooms.

Documentation requirements, limited time, and opportunity to use an exam

room computer to type notes during the visit could distract physicians and

adversely affect patients' care experience. We report results of a survey of over

25,000 patients receiving care at >100 different primary and specialty care

clinics associatedwith three large health care organizations in the United States

with at least 5 years of experience with note sharing to understand perceptions

of computer use in the exam room during visits.

METHODS: In 2017, we surveyed patients at Beth Israel Deaconess Medical

Center, University of Washington, and Geisinger Health System. Patients were

eligible to participate if they were age 18 or older, had an active account with

the patient portal used by their medical center, and had at least one outpatient

visit note available on the portal in the year prior to the survey. Patients were

asked whether or not a provider had ever used a computer during an exam

room visit. Those who answered in the affirmative were then given the

opportunity to endorse a series of descriptions regarding personal opinions

about their provider using a computer during exams.

RESULTS: There were 28,795 patient responses with an overall survey

response rate of 21.0%. Nearly all respondents (96%) reported that their

provider used a computer during their visit. The majority (66%) endorsed the

opinion that computer use was helpful when providers used them "to look

things up" during the visit, while fewer than 5% reported that computer use

"gets in the way of my relationship with my provider." One-third of respon-

dents endorsed the opinion that their provider "uses the computer in a way that

doesn't bother me." The written comments from 611 patients provide insight

into the patients' perspectives, including: "Useful but distracting," "I'm on the

fence about how I feel about the computer. It has its uses but I feel as though it

takes away from the one on one relationship between doctor and patient," and

"I feel like sometimes I'm invisible in the exam room."

CONCLUSIONS: In this large study we examined patient attitudes regarding

use of computers in the exam room in patients with sufficient longevity

experiencing EHRs to assess the impact from their perspective, and whose

providers have had time to adjust to incorporating a computer into the exam

room. Patients gave mixed opinions in their responses, but few responded in a

way that was strongly negative.

THE PATIENT'S PERSPECTIVE: IMPACT OF MEDICAL STU-

DENTS IN A LONGITUDINAL INTEGRATED CLERKSHIP ON PA-

TIENT OUTCOMES AND EXPERIENCES Robert J. Flick1; Caitlin

Felder-Heim1; jennifer gong1; Alejandro Marin1; Kathryn Kalata1; Jennifer

Adams2. 1University of Colorado, Denver, CO; 2Denver Health, Denver, CO.

(Control ID #2934408)

BACKGROUND: Longitudinal integrated clerkships (LICs) offer numerous

benefits in medical education. Students in LICs take greater ownership in the

delivery and coordination of care of complex patients, which promotes broad

learning about both disease processes and the illness experience, and advances

professional development. Because of the unique role that students have with

patients with chronic disease, it is plausible they may positively impact the

health care experience of patients and their ability to navigate and engage with

complex health systems. However, little is known about the experience of

patients cared for by LIC students. This study aims to explore how medical

students enrolled in an LIC at a safety-net institution affect health outcomes

and patient experience with the health system.

METHODS: Student logs of patient encounters were reviewed and patients

were included if they had at least three encounters with an LIC student, were
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age 18 or older, and were not seen primarily for antenatal care. Semi-structured

interviews were conducted with patients. Three researchers independently

analyzed the data and reached consensus on emergent categories and themes.

Data describing patients and LIC students were abstracted from the electronic

medical record and LIC programmatic records, respectively.

RESULTS: From May 2016 - March 2017, 8 LIC students logged 1009

encounters with 407 patients. Eighty patients met inclusion criteria. Fourteen

patients have been interviewed thus far. The average age of interviewed

patients is 56 years (standard deviation=15) and 57% are female. Early analysis

reveals emergent themes focused on describing the role of students (including

navigation, coaching, engagement, and empowerment), the development of

trust, the time and number of contacts required to develop attachment, and

patient understanding of the LIC. Issues with patient understanding of the LIC

included confusion about the student's role and a sense of abandonment after

the LIC student completed the program. Every patient felt the involvement of

an LIC student improved their satisfaction with health care and ability to

navigate the health system. Interviewswill continue until the point of saturation

is reached.

CONCLUSIONS: Patients developed unique trusting relationships with LIC

students and described improved service delivery due to their multifaceted

involvement in their care, particularly as advocates. A lack of understanding

about the structure of the program led to confusion and feelings of abandon-

ment when students completed the LIC. Analysis of additional interviews will

proceed through early 2018. Information from this study will inform curricu-

lum development for the growing number of LICs across US and Canadian

medical schools. It also has implications for hospital systems as they consider

the impact of LICs and medical student involvement on patient experience.

THE PRICE IS NOT RIGHT: EXPLORING HEALTHCARE CON-

SUMER PREFERENCES FOR BRAND VERSUS GENERIC OVER-

THE-COUNTER MEDICATIONS Aimee Fata1; Laura M. Curtis1; Sarah

Wright1; Danielle M. McCarthy1; Ruth Parker2; Michael S. Wolf1. 1North-

western University, Chicago, IL; 2Emory University, Atlanta, GA. (Control ID

#2944733)

BACKGROUND: Despite bioequivalence between over-the-counter (OTC)

brand products and their cheaper, generic alternatives, many adults may still

have misconceptions regarding their comparative effectiveness. This could

lead some individuals to pay more for brand name products, especially those

with more limited health literacy. As limited health literacy is strongly associ-

ated with lower socioeconomic status, this could be particularly problematic

and even affect treatment decision making. We conducted an exploratory,

mixed methods investigation among a diverse sample of adults to examine

OTC preferences for brand versus generic products, and the influence of health

literacy on purchase choice.

METHODS: English-speaking participants (N=182) 18 years of age and older

were recruited from multiple sources throughout Chicago, IL including an

academic general internal medicine practice, online advertising, and an adult

basic education program. Once consented, individuals completed a one-hour,

in-person semi-structured interview. Sociodemographic characteristics, current

and prior medication use, health status, and health literacy as measured by the

Newest Vital Sign (NVS) were administered. A detailed set of tasks were then

given to each subject, eliciting their familiarity with a range of OTC products,

followed by open and close-ended questions asking them to describe how they

self-select a medication in treating various symptoms. Pearson Chi-Squared

test were used to measure associations between variables of interest.

RESULTS: Participants were 64% female, 33% African American, and 52%

White. In all, 23.1% had limited health literacy.When askedwhether they were

more likely to choose brand over generic OTC products, 37.4% of respondents

chose brand. Those with limited health literacy were more likely to choose

brand over generic products compared to adults with adequate health literacy

(50.0% vs. 33.6%, p=0.01). The most common reasons stated by those who

chose brand over generic included trust in the quality of the product (n=48;

70.6%) and familiarity (29.4%). Among those who chose generic over brand,

only a quarter (23.7%) of participants noted that the products were equivalent.

CONCLUSIONS: Overall, more than a third of healthcare consumers pre-

ferred brand over generic OTC products despite their higher cost. Individuals

with limited health literacywere more likely to prefer brand products compared

to those with adequate skills. Yet awareness of the equivalence of generic

medications to their brand counterparts was also very low, even among those

who preferred generic to brand. In the context of OTC medication where

access does not require a learned intermediary such as a physician or pharma-

cist, more education may be needed to help consumers make cost-effective

choices.

THERELATIONSHIP BETWEENHEALTHLITERACYANDTECH-

NOLOGYACCESS ANDUSEAMONG INPATIENTSHanna Vollbrecht;

Vineet M. Arora; Ashley Hull; David Meltzer; Valerie G. Press. University of

Chicago, Chicago, IL. (Control ID #2943680)

BACKGROUND: Given the overwhelming prevalence of technology in

today's society, delivering health information via technology interfaces presents

a potential method of disseminating health information to a wide audience.

However, this method will only be broadly effective if we take into account

the technological capabilities and preferences of our patient populations. We

sought to determine the relationship between health literacy and technology

access and use among adult inpatients at an urban Midwest hospital.

METHODS: Adult inpatients completed a technology survey as part of an

ongoing quality-of-care study. Participants' health literacy level was assessed

utilizing the 3-question Brief Health Literacy Screen (BHLS). Descriptive

statistics, bivariate chi-squared analyses and multivariate logistic regression

analyses (adjusting for age, race, gender, and education level) were performed.

RESULTS: Among 485 enrolled participants, the mean age was 51 years,

75% were African American, half (52%) were female, and half (51%) had at

least some college education. Over one-third (38%) of participants had low

health literacy. Participants with low health literacy were less likely to own a

desktop (26% vs 42%, p<0.01) or laptop (34% vs 56%, p<0.01). Fewer

participants with low health literacy owned a cell phone (89% vs 95%,

p=0.02), smart phone (67% vs 79%, p<0.01), or tablet (33% vs 45%,

p=0.01), except with adjusted analyses. Those with low health literacy were

less likely to report daily internet use (48% vs 68%, p<0.01) or use the internet

to look up health information (61% vs 77%, p<0.01).

CONCLUSIONS:While there were differences in technological device own-

ership and use by health literacy, the majority of patients had access to

technology and used these devices to access health information. Technology-

based interventions aimed at improving access to health information should be

encouraged across health literacy levels even among under-resourced patient

populations.
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THE RELATIONSHIP BETWEEN IMMIGRATION STATUS AND

CHRONIC KIDNEY DISEASE RISK FACTORS IN FOREIGN-

BORN AND US-BORN ADULTS Aprill Dawson. Medical College of

Wisconsin, Milwaukee, WI. (Control ID #2946707)

BACKGROUND: Approximately 117 million adults in the United States

(US) have at least one chronic disease; and there are about 30 million with

chronic kidney disease (CKD). In 2013 there were approximately 117,000 new

cases of end stage renal disease (ESRD). Kidney disease left untreated can lead

to kidney failure requiring dialysis or a kidney transplant to survive. Previous

research has shown relationships between immigration status and prevalence

of chronic disease, however, there is a paucity in the literature surrounding how

immigration status influences kidney disease risk factors. Given in 2016 alone

about 1.2 million immigrants came to the US primarily from Asia, Mexico, the

Caribbean, and Africa, this is an important population to understand clinically.

The aim of this study is to understand the relationship between immigration

status and measures of kidney function including estimated glomerular filtra-

tion rate (eGFR) and albumin-to-creatinine ratio (ACR).

METHODS: This study included seven waves of data from the National

Health and Nutrition Examination Survey (NHANES) for individuals aged

20 and older between 2001 - 2014. Survey participants were categorized as

foreign-born and US born based on self-report responses. Outcome measures

included ACR, and eGFR, measured as part of the NHANES procedures.

Survey general linear regression methods were used to model each outcome

and results were weighted to calculate nationally representative estimates.

RESULTS: There were 37,196 individuals, representative of 214,531,195 US

adults included in the study. Twenty-five percent of the sample were foreign-

born representing about 16% of the US population. After controlling for

demographics andNHANESwaves, foreign-born individuals had significantly

lower ACR (-10.52; p=0.0117) and significantly higher eGFR (3.49;

p<0.0001) compared to US-born individuals.

CONCLUSIONS: There are disparities in chronic disease risk factors among

foreign-born and US-born individuals. Foreign-born individuals have lower

ACR and higher eGFR compared to US-born individuals. Interventions fo-

cused on the early detection of kidney disease, and lifestyle changes including

diet and exercise adults in the US will be important in lowering their risk for

kidney disease.

THE RELATIONSHIP BETWEEN ROLE AND IDENTITY IN PRO-

FESSIONAL IDENTITY FORMATION DURING RESIDENCY: A

QUALITATIVE STUDY Wil L. Santivasi; Hannah C. Nordhues; Frederic

Hafferty; Brianna E. Vaa; John T. Ratelle; Thomas J. Beckman; Adam P.

Sawatsky. Mayo Clinic, Rochester, MN. (Control ID #2939487)

BACKGROUND: Professional identity formation (PIF) should be a focus of

medical education. The conceptualization of PIF includes theories from psy-

chology and sociology, yet there is need to understand the processes by which

resident physicians navigate graduate medical training and form individual

professional identities. Social cognitive theory (SCT) provides a lens to view

the interaction between identity, behavior and context in PIF. We explored

tensions experienced by residents to characterize PIF during residency.

METHODS: We used constructivist grounded theory to develop an under-

standing of PIF during residency. Residents in the Mayo Clinic Internal

Medicine Residency participated in hour-long semi-structured interviews from

February-May 2017. Interviews were transcribed verbatim and de-identified

prior to analysis. Data collection and analysis were conducted simultaneously.

We applied open codes, wrote analytic memos and discussed themes. We

identified main themes relating to PIF and explored relationships between

themes. We identified SCT as a basis for data analysis. We constantly com-

pared our initial conceptualization, SCT and new data as it was collected. We

refined our categorization of themes within a SCT framework to explain our

findings. Theoretical saturation was determined by group consensus. This

study was approved by the Institutional Review Board.

RESULTS: We conducted 23 interviews; 15 (65%) participants were male.

Five participants (22%) were postgraduate year (PGY) 1s, 9 (39%) were PGY-

2s and 9 (39%) were PGY-3s. We identified themes describing PIF: "roles/

behaviors," "personal identity" and "context," approximating behavior, per-

sonal factors and environment within SCT. A key feature was the interplay

between these categories, emphasizing dynamic, reciprocal relationships be-

tween roles/behaviors and personal identity. Residents discussed their initial

ideal of a "good doctor" at the start of residency (e.g. "knows everything about

medicine"). This ideal affected their enactment of the roles of a good doctor.

With experience, feedback and role models, residents reshaped their ideal

("knows his/her limitations and resources"). Participants described how inter-

nally and externally assigned roles/behaviors changed their sense of identity.

Repetition of clinical behaviors reinforced their identity as physicians. Partic-

ipants also described instances where personal identities informed which roles/

behaviors they adopted during residency.

CONCLUSIONS: Residents undergo PIF, in part, through reciprocal interac-

tions between their roles/behaviors and their personal identities. These rela-

tionships reflect reciprocal determinism in SCT, where behavior and personal

factors dynamically influence one another in individual development. SCT

may serve as a framework to help educators better understand PIF and the

importance of role-behavior interplay, allowing for more effective mentoring

and clinical preceptorship.

THE RELATIONSHIP OF DEPRESSIVE SYMPTOMS, SELF-

EFFICACY, AND GLYCEMIC CONTROL IN TYPE 2 DIABETES

Caroline Presley1, 2; Ken Wallston3; Russell L. Rothman4. 1Vanderbilt Uni-

versity Medical Center, Nashville, TN; 2VA - Tennessee Valley Healthcare

System, Nashville, TN; 3Vanderbilt University, Pisgah Forest, NC; 4Vander-

bilt, Nashville, TN. (Control ID #2944536)

BACKGROUND: Depression and low self-efficacy in patients with type 2

diabetes are associated with worse glycemic control. We aimed to evaluate the

relationship between depressive symptoms and glycemic control in adults with

type 2 diabetes and evaluate diabetes self-efficacy as a potential mediator.

METHODS: We performed a cross-sectional study of baseline data from a

cluster randomized trial of a health literacy intervention for diabetes in safety

net clinics. English or Spanish speaking adults with hemoglobin A1c (A1C)

≥7.5% were eligible. We measured depressive symptoms with the Center for

Epidemiological Studies Depression Scale (CES-D) and diabetes self-efficacy

with Perceived Diabetes Self-Management Scale (PDSMS) with higher scores

representing more depressive symptoms and higher self-efficacy, respectively.

A1C data was abstracted from the medical record. Pearson correlations eval-

uated relationships between depressive symptoms, self-efficacy, and glycemic

control.We stratified the sample at the median A1C for the population (9.15%)

to determine if these relationships differed by lower or higher A1C level. We
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performed hierarchical regression modeling of A1C by depressive symptoms,

then diabetes self-efficacy adjusting for age, race/ethnicity, income, health

literacy, and body mass index.

RESULTS:Of 410 enrolled patients, 406 had complete baseline data. Average

age was 61 years (SD 9.55); 61% were female. 58% were White, 18% Black,

and 24% Hispanic. Median A1C was 9.15% (IQR 7.9, 10.9). Mean PDSMS

scorewas 24.6 (SD5.8), andmean CES-D scorewas 18.6 (SD 12.7).We found

a significant negative relationship between diabetes self-efficacy and depres-

sive symptoms (r -0.25, p<0.001). This relationship was stronger in patients

with A1C<9.15 (r -0.34, p<0.001) comparedwithA1C ≥9.15 (r -0.16, p=0.02).
In patients with lower A1C (<9.15), diabetes self-efficacy and depressive

symptoms were significantly related to glycemic control, r -0.24 (p<0.001)

and r -0.20 (p=0.004) respectively. Similar relationships were not seen in the

overall sample, nor in patients with higher A1C. In adjusted regression anal-

ysis, depressive symptoms were significantly related to A1C in patients with an

A1C <9.15 (ß=0.013, p=0.004) although diabetes self-efficacy appears to

partially mediate this relationship.

CONCLUSIONS: We found a negative relationship between diabetes self-

efficacy and depressive symptoms. In patients with a lower A1C level (<9.15),

a higher burden of depressive symptoms was significantly related to worse

glycemic control; self-efficacy partially mediated this relationship. In these

patients, interventions targeted to improving self-efficacy may provide benefit.

In patients with higher A1C levels (≥9.15), depressive symptoms were not

significantly related to glycemic control, indicating other factors are likely at

play.

THE SAFE DISCHARGE CURRICULUM: HOW WE STANDARD-

IZED RESIDENTS' APPROACH TO HOSPITAL DISCHARGE Eliza-

beth Eden1; Scott D. Rothenberger1; Allison DeKosky2; Anna K. Donovan3.
1University of Pittsburgh, Pittsburgh, PA; 2University of Pittsburgh Medical

Center, Pittsburgh, PA; 3University of Pittsburgh School of Medicine, Pitts-

burgh, PA. (Control ID #2944479)

BACKGROUND: Hospital discharge is a challenging time for residents,

requiring completion of many tasks to ensure safe transitions for patients.

Readmission rates are used as a hospital quality metric, with about a quarter

attributed to preventable causes. We aimed to reduce hospital readmissions on

general medicine house staff teams with a curriculum standardizing the ap-

proach to discharge.

METHODS: Internal medicine residents on ward teams at two academic

hospitals from July to October 2017 participated in the curriculum. It was

piloted with residents nearing the end of the previous academic year from

March to June 2017. The intervention had three components: a didactic

session, a daily bedside "rounds rundown" reviewing discharge details, and a

Safe Discharge Checklist to review prior to discharges. Bedside rounds were

observed twice monthly to assess implementation of the intervention. Partic-

ipants were surveyed at the end of each rotation to assess confidence, attitudes,

and reported frequency of skills surrounding discharge planning. The primary

outcome was 30-day hospital readmission rate during the intervention com-

pared to a historical control from July-October 2016. Secondary outcomes

included 7-day hospital readmission rate, Emergency Department (ED) return

rates at 7 and 30 days, and resident reported confidence and behaviors. Intern

pre-surveys from the pilot were also compared to post-surveys from the

intervention phase.

RESULTS: One-hundred and two residents participated in the curriculum,

with 60 completing post-intervention surveys. Hospital readmission and ED

return rates at 7 and 30 days were similar between the two groups. Observers

documented 72% compliance with initiating the bedside rounds rundown.

Participants indicated confidence in discharging patients and endorsed having

a standard approach to discharge planning in post-surveys. Compared to pilot

group interns, those in the intervention reported similar confidence with

discharge planning and having a standard discharge routine. Intervention group

interns endorsed completing 5 of 7 tasks of discharge planningmore frequently

than pilot interns, such as reviewing the medication reconciliation with their

resident (4.3 vs 3.3 on a 1-5 Likert scale where 1=never and 5=always,

p<0.001) and encouraging patients to schedule their outpatient follow-ups

(3.7 vs 4.3, p=0.003).

CONCLUSIONS: Our safe discharge curriculum was feasible and well-

received. The implementation of our curriculum did not reduce the rate of

hospital readmissions or ED returns. This finding likely reflects the multifac-

torial nature of hospital readmissions, which are not all targeted by an inter-

vention focused on physician discharge planning. Interns exposed to the

curriculum had a higher reported frequency of completing key discharge tasks

and improved confidence surrounding discharge, when compared to end of the

year interns from the pilot phase. These improvements suggest that the curric-

ulum led to accelerated learning and skill in discharge practices.

THE TIP OF THE ICEBERG ANTIBIOTIC STEWARDSHIP AND

FLUOROQUINOLONE USE AT HOSPITAL DISCHARGE A

MULTI-HOSPITAL COHORT STUDY Valerie M. Vaughn3, 1; Scott Flan-

ders3; Vineet Chopra2; Anna Conlon3; Anurag N. Malani4; Rama

Thyagarajan5; Tejal N. Gandhi3. 1Ann Arbor Veteran's Administration Hospi-

tal, Ann Arbor, MI; 2University of Michigan, Ann Arbor, MI; 3University of

Michigan Health System, Ann Arbor, MI; 4St Joseph Healthcare, Ann Arbor,

MI; 5Beaumont Hospital, Dearborn, MI. (Control ID #2927497)

BACKGROUND: Antibiotic stewardship programs use pre-prescription ap-

proval (PPA) or prospective audit and feedback (PAF) to reduce fluoroquino-

lone prescribing. Whether these strategies that target inpatient fluoroquinolone

use also influence prescribing at discharge is unknown. Therefore, we aimed to

evaluate the effect of fluoroquinolone stewardship on discharge fluoroquino-

lone use in patients with pneumonia or a positive urine culture.

METHODS: From 12/15-9/17, we conducted a retrospective, cohort study of

adult, non-intensive care, medicine patients hospitalized with pneumonia

(discharge diagnosis and antibiotics by day 2) or a positive urine culture in

48 hospitals in Michigan. Patients who were pregnant, or had concomitant

infections, severe immune compromise, hospital-acquired pneumonia, or

ventilator-associated pneumonia were excluded. Antibiotic data were collected

via medical record and order review; fluoroquinolone stewardship (PAF, PPA)

was assessed via survey. Proportions of patients prescribed a fluoroquinolone

(levofloxacin, ciprofloxacin, moxifloxacin) while hospitalized or at discharge

were compared, using chi-squared tests, for hospitals with and without fluo-

roquinolone stewardship.

RESULTS: 12,232 patients (7177-pneumonia; 5055-positive urine culture)

were included. 27.1% (13/48) of hospitals reported fluoroquinolone steward-

ship, which was associated with fewer patients receiving a fluoroquinolone

while hospitalized (18.3% with vs. 36.4% without stewardship, P<0.001) and

overall (35.6% vs. 44.4%, p=0.01), but not at discharge (29.4% vs. 29.5%,
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P=0.57). Rather, hospitals with fluoroquinolone stewardship had twice as

many new fluoroquinolone starts at discharge (17.3% vs. 8.0% without stew-

ardship, P<0.001). Although inpatient fluoroquinolone duration was less in

hospitals with fluoroquinolone stewardship, total days of fluoroquinolone

therapy were similar to hospitals without stewardship (2115 days/1000 patients

with stewardship vs. 2700/1000 without, P=0.08), driven by longer fluoro-

quinolone duration at discharge (4.8 with vs. 3.7 days without fluoroquinolone

stewardship, P<0.001). Overall, 64.3% of fluoroquinolone-days occurred after

discharge. Results were similar when patients with pneumonia or a positive

urine culture were analyzed separately.

CONCLUSIONS: Stewardship activities targeting fluoroquinolone use were

associated with less inpatient, but not discharge, fluoroquinolone prescribing.

Hospitals with fluoroquinolone stewardship had more new fluoroquinolone

starts and longer fluoroquinolone durations at discharge—limiting the overall

effect of fluoroquinolone stewardship. By failing to address antibiotic prescrib-

ing at discharge, inpatient stewardship may be focused on just the tip of the

iceberg.

THE USE OF A MOBILE APPLICATION TO INCREASE ACCESS

TO INTERPRETERS FOR CANCER PATIENTS WITH LIMITED

ENGLISH PROFICIENCY Bharat Narang1; So-Young Park1; Ingrid

Norrmen-Smith2; Michelle Lange3; Alex Ocampo1; Francesca Gany1; Lisa

C. Diamond1. 1Memorial Sloan-Kettering Cancer Center, New York, NY;
2McGill University, Montreal, QC, Canada; 3Memorial Sloan Kettering Can-

cer Center, New York, NY. (Control ID #2945685)

BACKGROUND: Language barriers can influence the quality of healthcare

and the health outcomes of LEP patients with cancer. The use of medical

interpretation services can be a valuable asset for improving communications

in emergency care settings. The aim of the study was to evaluate whether a

mobile translation application with access to an over the phone interpreter

(OPI) service at the push of a button increased call frequency to interpreter

services among providers in an Urgent Care Center (UCC) at a comprehensive

cancer center and to assess provider satisfaction of the mobile application.

METHODS:We conducted a pre-post non-randomized intervention, measuring

call frequency data, and a post-study satisfaction survey with 65 clinicians

working at the UCC in a cancer center in New York City. Descriptive analyses

and the nonparametricWilcoxonMannWhitney test were used for data analyses.

RESULTS: The mobile application contributed to increasing the frequency of

phone calls to the OPI service during the intervention period (mean = 12.8) as

compared to the pre-intervention period (mean = 4.3), and the use of the mobile

application persisted during the post-intervention period (mean = 5.7). Most

clinicians were satisfied with the use of the mobile application and access to the

OPI services.

CONCLUSIONS:The results suggest that mobile application tools contribute

to increasing the use and ease of access to language services. This has the

potential to improve the quality of communication between medical providers

and LEP patients in the delivery of cancer care in urgent care settings.

THEUSEOFANAUDITTOOLTOEVALUATE IMPLEMENTATION

OF AN EVIDENCE-BASED FALL PREVENTION PROGRAM Srijesa

Khasnabish1; Megan Duckworth1; Jason Adelman4; Lois Alfieri2; Susan

Kurian2; Mary Ellen Lindros2; Virginia Ryan6; Maureen Scanlan5; Linda B.

Spivack5; Shao Ping Yu3; patricia dykes1. 1Brigham and Women's Hospital,

Brighton, MA; 2Montefiore Medical Center, Bronx, NY; 3New York-

Presbyterian Hospital, New York, NY; 4New York-Presbyterian/Columbia

University Medical Center, New York, NY; 5Montefiore Health System,

Bronx, NY; 6Faulkner Hospital, Boston, MA. (Control ID #2928414)

BACKGROUND: Inpatient falls are detrimental to patients, leading to ad-

verse outcomes and prolonged hospital stays. Our team developed, tested, and

implemented the Fall TIPS (Tailoring Interventions for Patient Safety) Toolkit

(FTTK) at 2 Partners HealthCare hospitals, 5 Montefiore Medical Center

(MMC) hospitals, and 5 New York-Presbyterian (NYP) hospitals. The FTTK

clinical decision support links each risk factor to evidence-based interventions.

We tested both a laminated paper version and an electronic medical record

generated poster version of this tool on medical, surgical, and oncology units.

The FTTK supports engaging the patient and family in the 3-step fall preven-

tion process (FPP): 1) conducting bedside fall risk assessment, 2) tailored care

planning, and 3) consistent implementation of the plan. Evidence shows that

continuous monitoring and feedback is crucial to successful implementation of

new practices. The objective of this study was to develop and implement an

audit tool to evaluate FTTK use and to promote program sustainability.

METHODS: We created a 2-question Fall TIPS Audit Tool (FTAT) to assess

poster compliance and patient engagement: 1) Is the Fall TIPS poster up to date and

by the bedside? and 2)Do the patient/familymembers report awareness of fall risks/

interventions? Evidence shows patient engagement is key to FTTK efficacy. Nurse

Champions on each unit are responsible for educating staff and conducting audits.

Champions submit monthly audits through the hospital-wide database. Audit

results and fall data (fall and fall with injury rates) are provided monthly to staff.

RESULTS: This table shows the data for the FTAT questions. The percentage

in question 1 reflects the number of FTTK posters that were updated and at the

bedside. The percentage in question 2 reflects the number of patients/family

audited who reported awareness of their fall risks/interventions. The upward

trend in FTAT results shows improvement. Data collection is ongoing and will

be reported from October-March in the final poster.

CONCLUSIONS:Our findings suggest that the FTAT is effective in assessing

FTTK implementation and providing feedback to hospital stakeholders in-

volved in fall prevention. FTAT can be used in hospitals to ensure robust

monitoring of FTTK use and to promote program sustainability.

THINKING FAST AND SLOW: TRAINING FACULTY TO TEACH

CLINICAL REASONING Verity Schaye2, 1; Michael Janjigian2, 1; Kevin

Hauck3; Neil Shapiro4; Daniel Becker4, 1; Penelope Lusk1; Sondra Zabar1; Anne

Dembitzer4, 1. 1NYUSchool ofMedicine,NewYork,NY; 2NYCHealth&Hospitals/

Bellevue, NewYork, NY; 3NYULangoneMedical Center, Brooklyn, NY; 4VANew

York Harbor Healthcare System, New York, NY. (Control ID #2944587)

ABSTRACTS JGIMS368



BACKGROUND: Improving clinical reasoning (CR) can reduce rates of diag-

nostic errors (DE) yet most medical schools lack an explicit curriculum, citing

limited faculty expertise. Educational strategies grounded in dual process theory

(DPT) of reasoning such as problem representations (PR), illness scripts (IS), and

diagnostic time outs, are proposed to improve CR and decrease DE. Using these

strategies, we developed an interactive workshop to train faculty to teach CR.

METHODS: Education for Educators is a year-long faculty development

program comprised of two (pre and post) group observed structured teaching

exercises (GOSTE), and three workshops. In the CR GOSTE participants

partook in a simulated ward rounds focused on learners' CR. Standardized

learners (in the role of intern, student, resident or fellow) evaluated faculty

performance on a 3-point scale (not done, partially done, well done). Participants

then completed a 3-hour workshop to learn a structured approach to teach CR.

Faculty filled out retrospective pre-post assessments (RPP) and commitment to

change statements (CTCS). RPPs evaluated confidence and likelihood of using

new skills on a 4-point scale. RPPs were compared using paired t-tests.

RESULTS: 26 medicine faculty participated. In the pre-GOSTE, 10% of

faculty received a rating of well done for their use of PR and IS as methods

to teach CR. 23% received a rating of well done for their use of strategies to

prevent DE. Post-GOSTE has yet to occur. After the workshop, participants

were more confident in their ability to teach CR and more likely to teach CR

using strategies based in DPT with a large effect size on all items (figure). In

their CTCS, participants created specific plans for incorporating these CR

teaching strategies into their educational settings.

CONCLUSIONS: Many medical education programs lack a framework for

teaching CR grounded in DPT despite evidence that it decreases DE. Faculty in

our CR workshop expressed greater confidence and an increased likelihood to

teach these concepts.

TIME PRESSURE, CLINICIAN STRESS AND MEDICAL ERRORS:

RESULTS FROM THE HEALTHY WORK PLACE TRIAL Kriti

Prasad1; Sara Poplau1; Roger Brown2; Steven H. Yale3; Ellie Grossman4;

Anita B. Varkey5; EricWilliams6; Hannah Neprash7; Mark Linzer1. 1Hennepin

County Medical Center, Minneapolis, MN; 2University of Wisconsin, Madi-

son, WI; 3North Florida Regional Medical Center, Gainesville, FL; 4Cam-

bridge Health Alliance, Somerville, MA; 5Loyola University Medical Center,

Maywood, IL; 6University of Alabama, Tuscaloosa, AL; 7University of Min-

nesota, Minneapolis, MN. (Control ID #2937209)

BACKGROUND: Time pressure during office visits is associated with ad-

verse outcomes for providers. This study was undertaken to assess longitudinal

effects of time pressure on providers & patient outcomes. We hypothesized

there would be provider and organizational characteristics leading to greater

perceived time pressure, and that patient outcomes might be poorer on account

of it. This work has been supported by the AHRQ. There are no conflicts of

interest.

METHODS: HealthyWork Place (HWP) was a longitudinal, cluster random-

ized control trial in 34 practices, with 168 clinicians (General InternalMedicine

and Family Medicine physicians and advanced practice providers) and 1057

patients in the upper Midwest and East Coast. Half of the clinics underwent

interventions to address clinician stress & burnout. Work-life perceptions,

clinician and patient outcomes were measured at baseline and approximately

one year later. Time pressure (TP) was defined as the difference between time

needed to provide quality care and time allotted, divided by time allotted, for

new patient and follow up appointments. Other work-life metrics included

chaos (calm or chaotic workplace atmosphere), lack of work control, values

alignment with leaders, quality emphasis (vs productivity), and clinician out-

comes including stress, satisfaction, and burnout. Patient outcomes included

missed opportunities for care (medical errors) & quality of care (blood pressure

or diabetes control). Two level hierarchical logit models predicted patient and

provider outcomes controlling for provider age, gender and type (physician vs

other).

RESULTS: Average time needed for new patient appointments was 45.8

minutes & 23.5 minutes needed for follow up appointments. Almost 68% of

clinicians felt they needed more time than allotted for new patients (average

10.7 additional minutes needed), and 53% needed more time for follow up

appointments (average 4.3 additional minutes, see Table). TP in follow up

appointments was associated with chaotic environments (p = 0.045) and

clinician stress (p = 0.006) but not burnout. Improvements in TP during

follow-up visits occurred in clinics with a higher emphasis on quality (vs

productivity) & greater values alignment between clinicians & leaders (both

p's < 0.05). Greater TP in follow-up visits at baseline was associated with more

medical errors; notably, those experiencing TP had 2.19 times greater odds of

committing errors in patient care (p = 0.029).

CONCLUSIONS: Most clinicians felt they needed more time with their

patients. Time pressure, often found in chaotic workplaces, is associated with

adverse outcomes for both providers (increased stress) & patients (more

errors). Clinicians in organizations emphasizing quality and values felt less

time pressure.

TIMING OF CONTRACEPTIVE INITIATION AND FAMILY PLAN-

NING RELATIVE TO SEXUAL INITIATION AMONG YOUNG

WOMEN IN THE U.S., 1984-2015 Mara E. Murray Horwitz1; Dennis

Ross-Degnan2; Lydia E. Pace3. 1Harvard Pilgrim Health Care Institute, Bos-

ton, MA; 2Harvard Medical School and Harvard Pilgrim Health Care Institute,

Boston, MA; 3Brigham and Women's Hospital, Boston, MA. (Control ID

#2943258)

BACKGROUND: Timing of family planning relative to sexual initiation is an

important health behavior: it predicts future contraceptive use, and delays in

care place women at risk for unintended pregnancy. Furthermore, understand-

ing trends in and predictors of sexual behavior among adolescents and young

adults is critical in the current health policy context; key health policy-makers
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in the U.S. promote abstinence-only sex education on the platform that access

to contraception encourages sexual activity among teens, a belief that is shared

by nearly 50% of the U.S. population.

METHODS:We sought to understand trends in age of sexual initiation, and of

timing of contraceptive initiation and family planning relative to sexual initi-

ation, among young women in the U.S. using nationally-representative cross-

sectional data from the National Survey of Family Growth across five survey

cycles from 2002 to 2013-2015. Outcomes were calculated from self-reported

month and year of sexual initiation, contraceptive initiation, and first receipt of

family planning services. We used multivariable regression to compare out-

comes by year of sexual initiation, adjusting for age at time of interview and

predictors of sexual activity, reproductive health behaviors, and access to care.

RESULTS: We analyzed responses from 9,465 women 15-26 years of age

who reported ever history of heterosexual sex. Average age at interview was

21.8 years, average age of sexual initiation was 16.5 years, and average length

of recall was 5.4 years; these measures did not vary over time. Before and after

adjustment, sexual initiation in more recent years was associated with earlier

contraceptive initiation and family planning services; 25-27% of women

reported contraceptive initiation and family planning services before sexual

initiation occurring on or after 2005, compared to 4-12% ofwomenwith sexual

initiation before 1995 (p<0.001). Hispanic and non-Hispanic black women

were significantly more likely to report a delay in contraception and family

planning compared to non-Hispanic white women (p<0.001), even after

adjusting for age, income, relationship history, insurance status, and having a

usual source of care.

CONCLUSIONS: Young women in the U.S. increasingly reported contra-

ceptive initiation and family planning services before sexual initiation, without

any associated changes in timing of sexual initiation. Our study adds to the

body of literature that finds no association between access to family planning

and sexual activity. Recent declines in the unintended pregnancy rate in the

U.S. are likely related to improved access to contraception. In addition, we

identified delays in family planning for black and Hispanic women that were

not explained by differences in insurance or access to health care providers;

further research is needed to explore the possible roles of patient preferences

and provider bias.

TIMING OF TREATMENT FOR CHRONIC HEPATITIS C INFEC-

TION IN PATIENTS WITH END STAGE RENAL DISEASE

AWAITING TRANSPLANTATION Mark H. Eckman; E S. Woodle;

Charuhas Thakar; Flavio Paterno; Kenneth Sherman. University of Cincinnati,

Cincinnati, OH. (Control ID #2904994)

BACKGROUND: With the recent availability of direct antiviral agents that

can be used to treat chronic hepatitis C virus (HCV) infection in patients with

end stage renal disease (ESRD), questions about optimal timing of treatment

have become all the more important. Our goal was to explore the optimal

timing and sequencing of HCV treatment in patients awaiting kidney

transplantation.

METHODS: We developed a 75-state Markov transition model to examine

the strategy of transplantingHCV-infected patients with HCV+ deceased donor

kidneys, followed by anti-viral therapy for HCV post-transplant compared

with a strategy of treating HCV-infected patients prior to transplantation, then

waiting longer for an HCV− deceased donor kidney. Treatment was based on

genotype appropriate regimens as recommended by current guidelines. The

analysis used a lifelong time horizon and took a health care system perspective.

We performed the analysis on a hypothetical cohort of HCV-infected patients

receiving hemodialysis. We based distributions of age, gender, race, and HCV

genotype on national data from the United States. Main outcome measures

were effectiveness measured in quality-adjusted life years (QALYs), and costs

in 2017 US dollars. Costs and effectiveness were discounted at 3%.

RESULTS: Transplantation of HCV-infected patients with HCV+ kidneys was

more effective and less costly than HCVantiviral treatment prior to transplan-

tation. A typical 58 year-old male receiving hemodialysis, would gain an

average of 0.22 quality-adjusted life years at a lifetime cost savings of

$24,358 compared with HCV treatment prior to transplantation. The superior-

ity of the transplant with HCV+ kidney strategy was robust in sensitivity

analyses of multiple model parameters. In probabilistic sensitivity analyses

of 10,000 second order Monte Carlo simulations, transplantation with an

HCV+ donor kidney was preferred over HCV treatment followed by kidney

transplantation with an HCV− deceased donor kidney 92.9 % of the time.

CONCLUSIONS: Despite the availability of effective direct antiviral agents

for chronic HCV infection in patients with ESRD, the decreased waiting list

time afforded by transplantation of HCV-infected patients with HCV+ de-

ceased donor kidneys results in a gain in quality-adjusted life expectancy and

lower cost compared with a strategy of HCV treatment prior to transplantation.

In an era of increasing success for kidney transplantation and demand that far

outstrips supply, a strategy of transplantation of HCV+ kidneys followed by

treatment of HCV infection after transplantation may be both cost saving and

effective. Recently small pilot trials have examined the use of HCV+ organs in

HCV− recipients. Our analysis conceptually supports this approach, though

larger clinical trials are needed to assess treatment efficacy and outcomes.

TO STRESS OR NOT TO STRESS: A QUESTION OF VALUE FOR

PATIENTS WITH CHEST PAIN Conor Grogan1; Daniel Ambrus2. 1Uni-

versity of Massachusetts, Worcester, MA; 2Umass Memorial Healthcare,

Worcester, MA. (Control ID #2947132)

BACKGROUND: Limited data examines the value of cardiac stress testing

(CST) among patients with overnight hospital visits to rule out acute coronary

syndrome. We hypothesized that this is a low-risk population for whom the

value of CSTwould be limited, and sought to determine the characteristics of

patients who do and do not undergo CST as well as the impact of CST on

clinical outcomes and hospital resource utilization.

METHODS: We examined 129 consecutive patients with hospital visits at

UMass Memorial Medical Center who completed a rule out protocol under

observation status between 6/30/15-10/28/16 and were discharged with a

primary diagnosis of chest pain (International Classification of Diseases,

10th edition code R07.9). Clinical characteristics for all patients were abstract-

ed via retrospective chart review. We compared patients who did and did not

receive CST by pre-test probability of coronary artery disease (CAD), hospital

length of stay (LOS), and frequency of return emergency department (ED)

visits for chest pain within three months.

RESULTS: The mean HEART score for this sample of patients was 3.1 +/-

1.48. CST was ordered for 54/129 (41.8%) patients prior to discharge. Radio-

nuclide imaging accounted for 31/54 (57.4%) and all of the other 23/54

(42.6%) were exercise treadmill tests. Radionuclide imaging was positive in

1/31 (3.2%) patient and treadmill stress was positive (Duke Treadmill Score

>5) in 10/23 (43.8%) patients. One patient underwent coronary angiography as

ABSTRACTS JGIMS370



a result of a positive stress test but had stable coronary anatomy and did not

require revascularization. There was no significant difference in mean pretest

probability of CAD between patients who did or did not receive CST (mean

[SD] 16.57% [16.9] vs. 13.19% [16.2], p=0.26) or the proportion of patients

whowere low-risk (CAD consortium score <10%) for CAD (58.7% vs. 55.6%,

p=0.86). Average LOS was higher in the group that received CST but this

difference did not reach statistical significance (mean [SD] 26.7 [13.4] vs. 30.3

[16.9] hours, p=0.14). Among patients who did not receive CST, 10/54

(13.3%) had return ED visit for chest pain within three months compared with

2/31(6.5%) of the patients who received radionuclide imaging (p=0.13) and

1/23 (4.3%) among those who received an exercise treadmill test (p=0.25).

CONCLUSIONS: In this generally low-risk sample of patients, the decision

to order CST following completion of an overnight rule-out protocol was not

associated with a significantly higher pre-test probability for CAD. Patients

who received CST trended toward fewer subsequent visits for chest pain, but

also trended toward increased LOS. Larger prospective required to validate our

results and assess the cost-effectiveness of in-hospital CST for this population.

TOUCHPOINTS PRIOR TO OPIOID OVERDOSE DEATH Marc

Larochelle1; Dana Bernson2; Thomas Land2; Thomas Stopka3; Adam Rose4;

Jane M. Liebschutz5; Alexander Y. Walley1. 1Boston University School of

Medicine and Boston Medical Center, Boston, MA; 2Massachusetts Depart-

ment of Public Health, Boston, MA; 3Tufts University School of Medicine,

Boston, MA; 4RAND Corporation, Boston, MA; 5University of Pittsburgh

School of Medicine, Pittsburgh, PA. (Control ID #2945383)

BACKGROUND: Touchpoints associated with high risk of opioid overdose

death may present an opportunity to intervene. Touchpoints associated with

high-risk opioid prescribing and non-prescribing events have been identified,

but the incidence and age distribution of fatal opioid overdose following these

two kinds of touchpoints are unknown.

METHODS:We analyzed a retrospective cohort of 6.8 millionMassachusetts

residents aged 11 years and older using data from seven public health datasets

linked at the individual level. We examined four high-risk opioid prescribing

touchpoints: (1) >= 3 months with >= 100 mg morphine-equivalent daily

dosage, (2) >= 3 months with overlapping opioid and benzodiazepine pre-

scriptions, (3) >= 3 opioid prescribers in a quarter, or (4) >= 3 opioid

prescription-filling pharmacies in a quarter. We examined four non-

prescribing touchpoints: (1) opioid detoxification treatment, (2) nonfatal opioid

overdose, (3) hospital encounter for injection drug use related infection, and (4)

release from incarceration. We calculated fatal opioid overdose incidence for

all residents followed 12 months beginning July 1, 2014, censoring for death.

We similarly calculated fatal opioid overdose incidence following the first

instance of each type of touchpoint in calendar year 2014. We present results

by age over and under 50 years.

RESULTS: 1,520 people died from opioid overdose between July 2014 and

June 2015, an incidence of 0.23 per 1,000 person-years. During 2014, 134,776

people (65% aged >= 50 years) received one or more type of high-risk opioid

prescribing, and 91,360 (36% aged >= 50 years) experienced one or more non-

prescribing touchpoint. One-year incidence of opioid overdose death was 1.9

per 1,000 person-years following receipt of high-risk prescribing and 7.3 per

1,000 person-years following a non-prescribing touchpoint. Fatal opioid over-

dose incidence was higher for individuals under 50 years across touchpoints

(Table).

CONCLUSIONS: Incidence of opioid overdose death was higher following

non-prescribing touchpoints compared with high-risk opioid prescribing.

These touchpoints, identified with public health data, are a logical target of

opioid overdose prevention programs, and optimized strategies may vary by

age.

TOWARD VALUE-ADDED MEDICAL EDUCATION: CLINICAL

QUALITYAMONGPATIENTS INALONGITUDINALOUTPATIENT

CLERKSHIP Bruce L. Henschen2; Ji Young Lee2; Karolina Kucybala1;

Daniel Evans2. 1University of Washington, Seattle, WA; 2Northwestern Uni-

versity, Chicago, IL. (Control ID #2945859)

BACKGROUND: Authentic clinical roles for medical students enhance

learning and may improve patient care. Students can focus on prevention,

health maintenance, motivational interviewing, and counseling during and

after visits, roles which may add value to a student's education and a patient's

quality of care. However, specific effects of students in a formal curricular

setting on patient care quality are unknown. In this study, we measured clinical

quality metrics for patients seen by medical students working with physicians

in a longitudinal outpatient clerkship compared to patients seen by the same

physicians without students.

METHODS: The Education-Centered Medical Home (ECMH) is a longitu-

dinal clerkship in which teams of students from all four years are embedded in

primary care clinics with a continuity preceptor. Preceptors select ‘high-risk'

patients for ECMH clinic at their discretion; students see patients with precep-

tor oversight and conduct counseling, motivational interviewing, and between

visit follow-up. We obtained de-identified data from three types of patients: 1)

ECMH patients (n = 313), who had at least one visit with students per year, 2)

Preceptor patients (n = 3,551), those with the same preceptor but without

student visits, and 3) Clinic patients (n = 24,384), those in the same clinic

location as ECMH but without student visits. We compared rates of influenza

vaccination, rates of adherence to colorectal and breast cancer screening, and

rates of guideline-directed medication prescribing from September 2014 to

March 2017.

RESULTS: Patients selected for ECMH clinic had higher mean Charlson

index scores (2.3 in ECMH, 0.9 in preceptor, 1.2 in clinic, p<0.001), higher

rates of hospitalization (0.61 vs 0.12 vs 0.18 per year, p<0.001), and higher

rates of poverty (15% in top decile vs 9% vs 9%, p<0.001). ECMH patients

had significantly higher rates of influenza vaccination overall (61% vs 45% vs
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49%, p<0.001). There were no significant differences in rates of colorectal

cancer screening (54% vs 52% vs 57%, p=0.65), breast cancer screening (38%

vs 41% vs 43%, p=0.57), medium-high dose statin prescribing for vascular

disease (82% vs 72% vs 73%, p=0.08), or ACE/ARB prescribing for heart

failure (68% vs 66% vs 70%, p=0.87). Findings persisted when controlling for

medical or social comorbidity.

CONCLUSIONS:Despite a greater degree of medical and social complexity,

patients exposed to medical students in a longitudinal, team-based primary care

setting had higher rates of influenza vaccination and similar rates of cancer

screening and guideline-directed medication prescribing. Medical students

given authentic clinical roles in an Education Centered Medical Home have

the potential to maintain or improve clinical quality for patients.

TRACKING A "WARNING SIGN" FOR COGNITIVE DECLINE IN

THE UNITED STATES: RACIAL/ETHNIC VARIATION IN SELF-

REPORTED MEMORY PROBLEMS AMONG MIDDLE-AGED AND

OLDER ADULTS IN THE NATIONAL HEALTH AND EXAMINA-

TION SURVEY (NHANES), 1999 TO 2014 Alejandra Casillas; Li-Jung

Liang; Stefanie D. Vassar; Arleen F. Brown. UCLA, Los Angeles, CA.

(Control ID #2935959)

BACKGROUND: Cognitive decline is associated with decreased quality of

life and early mortality. The US population-level burden of impaired cognition

is complex to assess, particularly in minority populations. In 2012, DHHS

called for expanding data collection and surveillance efforts to track cognitive

decline. Because the CDC has defined memory problems as one of the "first

warning signs of cognitive decline," we employ this measure to assess

population-level trends and racial/ethnic disparities in US cognitive health.

METHODS: These analyses included NHANES participants > age 45 years,

between 1999 and 2014, who were non-HispanicWhite (NHW), non-Hispanic

Black (NHB), or Latino/Hispanic. Patients who reported a stroke history were

excluded. The primary outcome was self-reported memory problems. Partici-

pants were asked "Are you limited in any way because of difficulty remem-

bering or because you experienced periods of confusion?" (yes vs. no; "de-

clined answer" or "don't know" were counted as missing). The frequencies of

sample characteristics and self-reported memory problems were examined for

each 4-year period across racial/ethnic groups. The aims were to (1) estimate

proportions of NHANES participants with memory problems within each

period by race/ethnicity, age category, and education, and (2) examine how

changes differed across the time periods. Adjusted models included demo-

graphic and clinical characteristics associated with cognitive decline.

RESULTS:Memory problems were more prevalent among non-White groups

in multiple time periods in middle-aged (age 45-64) and older adults (> age 65

years). When adjusted for covariates, racial disparities in memory problems

were only observed for older Latinos, with the highest prevalence of memory

problems observed in 2011-2014 among older Latinos- 21.5% (NHB-12.2%,

ref.NHW-9.8%, p<0.05). When stratified by education, older Latinos without

a high school education had higher adjusted odds of memory problems in

multiple periods, while older Latino high school graduates did not (ref. NHW)

(Figure 1). There were no significant changes in trends across time periods.

CONCLUSIONS: The prevalence of memory problems across time periods

points to a need for more aggressive efforts to educate patients about "warning

signs" for cognitive decline—particularly among older and less educated

Latinos. The effect of educational status on self-reported memory problems

in older Latinos may be related to factors such as acculturation, nativity and

language, and warrant further investigation.

TRAJECTORIESOFNON-MEDICALUSEOF PRESCRIPTIONOPI-

OIDS AMONG PEOPLE LIVING WITH HIV Brandon D. Marshall1;

Geetanjoli Banerjee1; Joyce Chang2; William Becker4, 3; Declan Barry3;

Jennifer B. Braden5; Stephen Crystal6; Adam Gordon7; Kirsha S. Gordon4;

Robert D. Kerns8; Jessica S. Merlin2; Benjamin Oldfield3; Lesley S. Park9;

Christopher Rentsch10; Melissa Skanderson2; Janet P. Tate3; Amy C. Justice3,

4; David A. Fiellin3; E. J. Edelman3. 1Brown University, Providence, RI;
2University of Pittsburgh, PITTSBURGH, PA; 3Yale University School of

Medicine, New Haven, CT; 4VA Connecticut Healthcare System,West Haven,

CT; 5University of Washington, Seattle, WA; 6Rutgers University, New Bruns-

wick, NJ; 7VA Salt Lake City/ University of Utah, Salt Lake City, UT; 8VA

Connecticut, West Haven, CT; 9Stanford, Palo Alto, CA; 10University of

London, London, United Kingdom. (Control ID #2945705)

BACKGROUND:Non-medical use of prescription opioids (NMUPO), use of

prescription opioids for the experience or feeling they caused, is associated

with heroin use, opioid use disorder (OUD), and death. We aimed to identify

trajectories of NMUPO and factors associated with escalating use among a

cohort of people livingwith HIV (PLWH), a group potentially more vulnerable

to NMUPO and related harms.

METHODS: We performed an analysis of the Veterans Aging Cohort Study,

conducted in 8 HIV clinics. The analytic sample was restricted to PLWH who

had completed >=1 survey during 2005-2011 and at baseline did not have

opioid use disorder or severe illness (VACS Index score >100). Among those

who answered "yes" to "Have you ever used prescription drugs only for the

experience or feeling they caused?", we used responses to "average number of

days per week" of NMUPO to determine frequency of use in the past 12

months at each time point.We also linked data from electronic medical records.

Group-based trajectory models were used to identify distinct NMUPO trajec-

tories. We used chi-square and ANOVA to determine baseline characteristics

associated with escalating NMUPO.

RESULTS: Among our analytic sample (n=1,301), group-based trajectory

modeling revealed a distinct group (5% of the sample) with escalating

NMUPO over time (Figure). Compared to those with no change in or

deescalating NMUPO, those with escalating NMUPO were more likely to be

Hispanic (p=0.02), had lower average daily dose of prescribed morphine

equivalents in the prior year (p=0.04) and were less likely to have post-

traumatic stress disorder (p<0.01). Those with escalating NMUPO were more

likely to report marijuana, cocaine and heroin use in the past 12 months and

have higher levels of alcohol use by AUDIT-C (all p's: <0.04). Theywere more

likely to have pain that interfered in daily life (p=0.001). Measures of HIV

disease severity (VACS Index, HIV viral load, CD4 count) were not associated

with group membership.
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CONCLUSIONS: One in 20 PLWH had evidence of escalating NMUPO

over time. Efforts to promote screening for NMUPO, especially among those

with evidence of other substance use and pain are indicated. The observed

association between lower average daily dose of prescription opioids and

NMUPO deserves further exploration.

Estimated trajectories of frequency of NMUPO among 1,301 people living

with HIV

TRANSFORMING PRIMARYCARE PAYMENT IN HAWAII: A POL-

ICY TRIAL Amol S. Navathe; Ezekiel J. Emanuel; Kristen Caldarella; Lin

Yang; Jingsan Zhu; Shireen E. Matloubieh; Kevin G. Volpp. University of

Pennsylvania, Philadelphia, PA. (Control ID #2944292)

BACKGROUND: The Blue Cross Blue Shield (BCBS) Plan of Hawaii

instituted a new primary care payment model in April 2016. The new payment

model includes three components: a risk-adjusted per-member, per-month base

payment, a quality incentive program enhanced with behavioral economic

design principles, and a global budget shared savings incentive at the physician

organization level. This model builds off of the BCBSMAAlternative Quality

Contract but makes key changes such as moving away from fee-for-service

(FFS) to a capitation-based model and implementing a quality bonus program

using behavioral economic design principles. The new payment model was

initially implemented among 117 "Wave 1" PCPs.

METHODS: We evaluated the impact of the new primary care payment

model, with and without the use of peer comparison feedback, on quality.

The study design used a hybrid pragmatic randomized policy trial and pro-

spective quasi-experimental matched difference-in-differences design. The

RCT cluster-randomized PCPs by practice to arms with and without peer

comparisons (Note: RCT arms are blinded but will be unblinded prior to the

conference). Arms 1 and 2 were made of 61 and 56 PCPs respectively. The

matched difference-in-difference analysis tested quality performance of 117

Wave 1 PCPs (Arms 1/2 combined) versus 573 "Other" comparison group

PCPs who later transitioned from FFS to the new payment model. The primary

outcome was a quality composite including metrics such as cancer screening,

diabetes care quality, and well child visit completion.

RESULTS: Wave 1 PCPs were more likely to be internal medicine (Arm 1

44.8%, Arm 2 38.3%, and Other PCPs 44.8%), though with similar panel sizes

(Arm 1 786 patients, Arm 2 955 patients, Non-Wave 1 770 patients). Line of

business mix was largely similar. In quasi-experimental analysis, Wave 1 PCPs

experienced greater gains in composite quality scores from 2015 to 2016 than

Other PCPs (Wave 1 PCPs 77.24% to 81.33% vs. Other PCPs 63.99% to

64.96% in 2016; difference-in-difference 4.09%; P=0.0104). RCT results

within the new payment model did not reveal significant differences between

Arms 1 and 2 (P = 0.29).

CONCLUSIONS: The new payment model led to differential gains in quality

relative to traditional FFS.While this may represent an innovative primary care

payment model for the nation, longer term effects still need to be evaluated.

TRANSITIONING ACROSS VA AND NON-VA HEALTH CARE SYS-

TEMS: PERSPECTIVES OF CLINICIANS, STAFF, AND VETERANS

RomanA. Ayele2, 1; Emily C. Lawrence2; MarinaMcCreight2; Kelty Fehling2;

Russell E. Glasgow2, 1; Borsika A. Rabin2, 1; Robert E. Burke2, 3; Catherine

Battaglia2, 1. 1University of Colorado, Anschutz Medical Campus, Aurora,

CO; 2Eastern ColoradoHealth Care System,Aurora, CO; 3DenverVAMedical

Center, Denver, CO. (Control ID #2944248)

BACKGROUND: Veterans with complex care needs often require healthcare

services at both Veterans Health Administration (VA) and non-VA community

hospitals. These dual-use Veterans are at high risk of adverse outcomes due to

lack of cross-system collaboration for safe transitions. Because of the VA's

emphasis on expanded access to community care through the Veterans Choice

Program, Veterans are increasingly dual-users. The objective of this study is to

describe care coordination processes between VA and non-VA hospitals and

identify perspectives of VA and non-VA clinicians and staff, as well as

Veterans' perspectives of the barriers and facilitators to providing high-

quality transitional care to inform the design of an intervention to improve

care coordination for dual-use Veterans.

METHODS: Informed by the Practical Robust Implementation and Sustain-

ability model (PRISM) domains and Lean approaches, seventy stakeholder

interviews were conducted with 52 clinicians (23 VA, 29 non-VA) and 18

Veterans who were recently discharged from nine community hospitals. We

explored the PRISM domains of recipient's characteristics (both organizational

and patient), the interaction with the external environment, and implementation

and sustainability infrastructure to inform our inquiry. Data were analyzed

using conventional content analysis and managed in Atlas.ti, it then was

mapped using Lean process mapping to understand the different ways Veterans

utilized VA and non-VA care.

RESULTS: There was no standardized process for transitioning Veterans

across healthcare delivery systems. Participants consistently discussed that

transitions were delayed when community hospitals were unable to: 1) identify

patients as Veterans and notify VA primary care of discharge, 2) transfer

hospital medical records to VA primary care, 3) obtain follow-up care appoint-

ments with VA primary care, and 4) write VA formulary medications for

Veterans to fill at VA and non-VA pharmacies. Participants discussed instances
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when these barriers were absent and how that facilitated a smooth transition.

The Lean approach helped further identify inefficiencies and opportunities for

improvement. Recommendations to improve care coordination across systems

were provided by patients and clinicians and included enhancing existing

electronic medical record system interfaces and connectivity between

healthcare delivery systems.

CONCLUSIONS: All participants perceived the current transition of care

process across healthcare delivery systems as inefficient. Our findings agree

with prior research that identified medical record transfer across systems as one

of the most challenging deficits in communication between care teams. We are

implementing an intervention based on these results to improve patient safety

and quality of care through better care coordination.

TRANSITIONING TO RESIDENCY IN THE ERA OF EPAS: MAP-

PING CLINICAL SIMULATION MEASURES TO THE 13 CORE

EPAS' "ENTRUSTABLE BEHAVIORS" Kinga Eliasz1; Mike Nick1;

Sondra Zabar2; Lynn Buckvar-Keltz2; Grace Ng2; Thomas S. Riles3; Adina

Kalet1. 1New York University School of Medicine, New York, NY; 2NYU

School of Medicine, New York, NY; 3NYU Langone Medical Center, New

York, NY. (Control ID #2939303)

BACKGROUND: The Association of American Medical Colleges (AAMC)

has identified 13 Entrustable Professional Activities (EPAs) that all entering

residents should be able to perform upon entering residency. We have devel-

oped a simulation for near-graduating medical students called Night-onCall

(NOC) to assess and evaluate readiness for residency. NOC employs a com-

bination of pre-existing checklists and checklists informed by the EPA guide-

lines. The aim of this study was to determine if the blended suite of measures

used in NOC reflected all 13 EPAs as per the AAMC's guidelines.

METHODS: NOC is a 4-hour simulation in which near-graduating students

assume the "on-call" responsibilities of an intern during a sequence of simulated

but authentic clinical experiences. Fourteen checklists with a total of 310 items are

used to capture student performance during their interactions with standardized

patients, nurses, attendings, and interns. Eleven measures are based on well-

established competency checklists, developed before the EPA guidelines. Three

are based on the EPA guidelines for specific activities. To test the prediction that

NOC assessed all 13 EPAs, a group of clinicians and non-clinicians independently

compared the "entrustable behaviors" described in the guidelines for each EPA to

the items in each NOC checklist. Intraclass Correlation Coefficients (ICCs) (two-

way random, average measurement/rater, absolute agreement) were used to com-

pute reliability for all raters across all checklists by EPA. To ensure equal represen-

tation of the clinician/non-clinician perspective, the clinician score was assigned a

greater weight during the weighted majority agreement decision.

RESULTS:Overall, there was agreement that all 13 EPAswere captured in the

NOC measures. The total number of items associated with each EPA ranged

from 7 (EPA-12) to 174 (EPA-1) with a median of 35. Five EPAs had at least

one checklist in which all items were associated with that EPA. Twelve EPAs

were captured during at least two NOC activities. The overall ICC value across

all EPAs showed good reliability (.77). ICCs for 9 EPAs showed moderate to

good reliability (0.54 to 0.85). For the 4 EPAs with poor reliability (< 0.50),

consensus meetings were held to further understand and resolve the discrep-

ancies. Recoding following discussions resulted in improved ICCs for 3 EPAs

(EPA-9 = from 0.42 to 0.74; EPA-10 = 0.35 to 0.91; EPA-12 = 0.41 to 0.86).

Discussion of EPA-7 (form clinical questions and retrieve evidence to advance

patient care) however, failed to improve the ICC due to a fundamental dis-

agreement regarding its interpretation.

CONCLUSIONS: Despite several checklists having been developed prior to

the EPA guidelines, findings indicate that all EPAs were captured, to some

degree, in the NOC measures. As we move to the era of EPAs, care must be

taken to insure consistent interpretation however; the ability to repurpose and

extend existing measures and activities may help in the transition to an EPA-

based evaluation model.

TRAUMA ALERT! HOW SOCIAL COMPLEXITY CONTRIBUTES

TO MEDICAL COMPLEXITY Regina A. Jacob; Anuradha Paranjape.

Temple University School of Medicine, Philadelphia, PA. (Control ID #2946636)

BACKGROUND: Adverse childhood experiences (ACE) have been linked to

extensive medical and psychiatric co-morbidity in adulthood including obesity,

diabetes, cardiovascular disease, chronic lung disease, osteoporosis, sexually

transmitted diseases, substance abuse, depression, and psychosis. An ACE score

greater than 4 has been linked to a life-expectancy of up to 20 years less than age-

matched controls. Complex posttraumatic stress disorder (cPTSD) has been used

to describe the symptoms of trauma in addition to personality changes that are

observed in the setting of cumulative traumatization. The neurobiological chang-

es which occur with each subsequent ACE and contribute to learning disabilities,

personality changes, and an inability to form helpful attachment might also result

in the development of cPTSD.We hypothesized that the development of cPTSD

from cumulative ACEs is what results in significant medical and psychiatric co-

morbidity from risky behaviors, ineffective affect regulation, and dissociation.

The following are the preliminary results from an ongoing project designed to

assess the prevalence of cumulative adverse childhood experiences and complex

PTSD in the primary care setting.

METHODS: 166 participants from a primary care clinic in North Philadelphia

consented and completed the preliminary prevalence questionnaire assessing

adverse childhood experiences, complex PTSD, depression, posttraumatic

stress disorder, and co-morbidity. Age less than 18 and inability to consent in

English were the only exclusion criteria.

RESULTS: Of the 166 participants, 89 (53.61%) were female,134 (81.21%)

were black, mean age was 39.67 years and mean co-morbidity score was 3.12.

Additionally, 113 participants (68.07%) reported non-marijuana narcotic drug

use. Mean ACE=7.84 and 136 (81.93%) reported ACE scores greater than 4.

Moderate depression was reported in 48 (28.92%) participants and 96

(57.83%) reported clinically significant posttraumatic stress disorder. Of the

166 participants, 90 (54.21%) qualified for complex PTSD. Chi-squared

analysis showed that most participants with either clinically significant depres-

sion or posttraumatic stress disorder also had complex PTSD.

CONCLUSIONS: The preliminary data from this primary care population

reveals a significant burden of trauma and its resulting impact on health. As the

project is still ongoing, there are plans to incorporate a trauma education pilot

study to evaluate its benefit over time. Long term implications include screen-

ing for high risk patients so that early interventions can be implemented in

order to improve the relationship between patients and their health care system,

potentially improving health outcomes. Another long term goal is to restructure

the primary care clinic in order to deliver trauma-informed care and to incor-

porate co-located behavioral health. Knowing that life expectancy is signifi-

cantly shorter in a traumatized population, it is imperative to tailor the health

care delivery to better serve this population.
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TREND OF MEDICATION INDUCED ANAPHYLAXIS-RELATED

HOSPITALIZATIONS IN THE US: DATA FROM NATIONAL INPA-

TIENT SAMPLE Pragya Shrestha1; Rashmi Dhital1; DILLI R. POUDEL1;

Sijan Basnet1; Paras Karmacharya2, 3. 1Reading hospital- Tower Health Sys-

tem, Wyomissing, PA; 2Reading Health System, West Reading, PA; 3Mayo

Clinic, Rochester, PA. (Control ID #2939062)

BACKGROUND: Medication induced anaphylaxis is a well-recognized life

threatening systemic condition, however studies looking at its prevalence and

characteristics is limited. We utilized a large inpatient database to study the

seasonal trend of anaphylaxis-related hospitalizations in the US.

METHODS: NIS database was used to identify patients admitted with medi-

cation induced anaphylaxis listed as the first 5 discharge diagnosis between

2009-2011 using ICD-9-CM codes: 9952, 99520, 99521, 99522, 99523, 99524,

99527 and 99529. Monthly distribution with stratification per age group (<18,

18-34, 34-65, ≥65 years), race (Whites, blacks, Hispanics, Asian, others), sex

and region (Northeast, Midwest, South, West) was calculated in relation to

medications. Edwards' recognition with estimation of cyclic trend method and

Z-test were used to compare seasonal incidences (peak-to-low ratio).

RESULTS: An estimated 22,589 medication induced anaphylaxis-related

hospitalizations occurred in the US from 2009-2011. Highest prevalence was

observed among the age group ≥65 years (50.03%), predominantly in female

sex (60.85%) and white population (70.24%). Fitted frequency curve showed a

peak in overall hospitalizations in winter (December, peak/low ratio 1.750,

95% CI 1.687-1.816, p<0.001). South-eastern region had highest hospitaliza-

tions with 49.70%, while northeast, south and west had 12.97%,24.53 and

12.80 respectively. All the values were statistically significant at p<0.001

CONCLUSIONS:Our study shows a higher incidence of medication induced

anaphylaxis- related hospitalizations during winter (December) with highest

admissions among the elderly population. Whether increasing usage of med-

ications and biologic agents for higher prevalent diseases in winter account for

this peak will need to be validated in further studies. A better understanding of

this association and trends may aid in the treatment and prevention of medi-

cation induced anaphylaxis-related hospitalizations and mortality.

TRENDS IN AMPHETAMINE-RELATED HOSPITALIZATIONS

AND ASSOCIATED COSTS - UNITED STATES, 2006-2014 Tyler

Winkelman1, 2; Lindsay K. Admon3; Gavin Bart1; Latasha M. Jennings2;

Caroline Richardson3. 1Hennepin County Medical Center, Minneapolis, MN;
2Minneapolis Medical Research Foundation, Minneapolis, MN; 3University of

Michigan, Ann Arbor, MI. (Control ID #2945817)

BACKGROUND: Largely overshadowed by the opioid epidemic, deaths from

psychostimulants increased more than 250% between 2008 and 2015. Amphet-

amines, including methamphetamine, are frequently used psychostimulants and

the fourth most common reason to seek drug treatment in the United States.

Although psychostimulant deaths have increased, discrepancies in methamphet-

amine use trends exist among national data, with some indicating stable use and

others suggesting the early stages of an epidemic. We used national hospital

discharge data to examine trends in hospitalizations related to amphetamine use

and performed subgroup analyses by race/ethnicity. Secondary outcomes includ-

ed length of stay and hospital costs.

METHODS: We conducted a serial, cross-sectional retrospective analysis

using 2006-2014 data from the National Inpatient Sample, a nationally repre-

sentative sample of hospital discharges in the United States. Our sample

included non-elderly adults (age 18-64) with and without hospitalizations

related to amphetamine use. Amphetamine use disorder was identified if

ICD-9 codes 304.4x or 305.7x were present in any diagnosis field. We used

logistic regression and predictive margins to generate and analyze unadjusted

overall time trends. In subgroup analyses, we used similar models and

interacted year with our primary independent variable. We used multivariable

linear regression to examine length of stay and cost, adjusted for age,

race/ethnicity, sex, average ZIP code income quartile, and hospital region.

RESULTS: Our sample consisted of 34 million observations, representative of

164 million hospitalizations between 2006-2014. Between 2006 and 2008,

amphetamine-related hospitalizations decreased from 94,951 to 70,060 and then

steadily increased to 178,585 by 2014. Incidence growth was largest among

Native Americans. By 2014, 2.7% (95% CI, 2.2-3.2) of hospitalizations among

Native Americans were amphetamine-related, compared to 1.1% (1.0-1.2), 0.4%

(0.4-0.5), and 1.2% (1.1-1.4) among non-Hispanic white, non-Hispanic black,

and Hispanic populations, respectively. Mean length of stay for amphetamine-

related hospitalizations was 0.9 (0.8-1.0) days longer. Mean cost was significant-

ly less for amphetamine-related hospitalizations ($10,317 vs. $9,548; P<.001).

Total hospital costs for amphetamine-related hospitalizations more than doubled

from $850 million (759-949) in 2006 to $1.87 billion (1.77-1.97) in 2014.

CONCLUSIONS: Amphetamine-related hospitalizations increased 150%

since their nadir in 2008 and disproportionately impacted Native American

populations. Our findings are consistent with DEA reports of growing supplies

of inexpensive methamphetamine across the United States, particularly in the

West, and diverge from national survey data which have shown stable rates of

methamphetamine use over a similar time period. Our data suggest that

hospital, state, and national-level policy responses to the current opioid epi-

demic should also target the growing, and costly, use of amphetamines.

TRENDS IN CAROTID IMAGING IN THE VA HEALTH SYSTEM

FOLLOWING CHOOSING WISELY RECOMMENDATIONS: AN

INTERRUPTED TIME SERIES ANALYSIS Timothy Anderson1; Erin

Madden2; Sandy J. Zhang3; Danielle Mowery4; Wendy Chapman4; Salomeh

Keyhani5. 1University of California, San Francisco, San Francisco, CA;
2NCIRE, SAn Francisco, CA; 3San Francisco VA Medical Center, San

Francisco, CA; 4University of Utah, SLC, UT; 5University of California at

San Francisco, San Francisco, CA. (Control ID #2945492)

BACKGROUND: The majority of carotid imaging is performed on asymp-

tomatic patients, those without stroke or transient ischemic attack, for whom

the evidence for carotid revascularization is limited. In 2013, three Choosing

Wisely campaigns identified carotid imaging for syncope, screening and pre-

operatively as low-value. The impact of these recommendations on practice in

the VA is unknown.
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METHODS:We compared annual rates of carotid imaging in the VA Health

System between 2007 and 2016. Administrative imaging codes are non-

specific, thus we used natural language processing to identify carotid imaging,

including ultrasound, CT angiography and MR angiography. We reviewed the

study reason listed in radiology records to develop a lexicon for identifying

imaging for syncope, preoperative testing and carotid bruits. We conducted an

interrupted time series analysis to determine whether trends in asymptomatic

and indication-specific carotid imaging changed, comparing rates pre (2007-

2012) and post (2014-2016) reccomendations.

RESULTS: We identified 773,044 carotid images performed for asymptom-

atic indications (mean age, 69.9 years; 96.5% male) including 720,961 ultra-

sounds. From 2007 to 2016 the annual rate of asymptomatic imaging decreased

from 10.79 to 10.35 images per 1,000 veterans (rate ratio 0.96; P<0.001).

Annual rates of imaging for bruits also decreased while imaging for syncope

and preoperative evaluation increased (rate ratios: 0.62, 1.08 and 1.59, all

P<.0001) (Figure). Rates of asymptomatic imaging declined by 1.01% annu-

ally (95% CI -1.18% to -0.84%) prior to Choosing Wisely, with a change to a

flat rate in the post-period (0.12%; 95%CI -0.37% to 0.62%). Trends in annual

rates of imaging for syncope and preoperative evaluation increased following

Choosing Wisely, while the rate of decrease of imaging for bruits diminished.

CONCLUSIONS: The release of 3 Choosing Wisely guidelines targeting

carotid imaging did not reduce overall or indication specific rates of asymp-

tomatic carotid imaging in the VA Health System.

TRENDS IN HOSPITALIZATION, DIAGNOSTIC TESTING, AND

READMISSION OF PATIENTS WITH SYNCOPE: AN ANALYSIS

USING STATE INPATIENTAND EMERGENCY DEPARTMENT DA-

TABASES Timothy Anderson; Robert Thombley; Grace A. Lin. University of

California, San Francisco, San Francisco, CA. (Control ID #2940854)

BACKGROUND: Syncope accounts for 1% of US emergency department

(ED) visits. Because the etiology of syncope is often benign, diagnostic testing

can be low yield and routine hospitalization has not been shown to improve

outcomes. Thus, professional guidelines and Choosing Wisely campaigns have

advocated decreasing low value testing (e.g. neuroimaging) and shifting pri-

orities from determining the etiology of syncope to stratifying patients by

cardiac risk. Changes in utilization and clinical outcomes as a result of these

paradigm shifts are not known, thus our objective was to characterize longitu-

dinal changes in diagnostic testing, hospitalization and readmission rates of

patients presenting to the ED with syncope.

METHODS: Using linked State Inpatient and Emergency Department Data-

bases from the Agency for Healthcare Research and Quality, we conducted a

retrospective study of all ED visits in 12 geographically diverse states in 2009

and 2013. First, we calculated annual incidence rates of syncope ED visits and

subsequent hospitalizations. Next, we calculated 30-day readmission rates for

the subset of 3 states with readmission identifiers. Finally, we calculated rates

of electrocardiogram (ECG), advanced cardiac testing (echocardiogram, stress

testing, and diagnostic catheterization) and neuroimaging (head CT, brain

MRI, and carotid ultrasound) for the subset of 8 states which reported proce-

dure use. Differences between years were estimated using mixed effect regres-

sion modeling adjusted for patient clinical and demographic characteristics and

hospital random effects.

RESULTS:We identified 471,379 ED visits for syncope in 2009 and 535,521

ED visits in 2013. The annual incidence of syncope ED visits increased by

11.4% from 697 to 777 visits per 100,000 persons. Rates of subsequent

hospitalization decreased from 41.2% in 2009 to 29.0% in 2013 (P<.0001).

Though age was the strongest predictor of hospitalization, hospitalization rates

decreased across all age groups, (7.2% to 4.7% for patients ages 18-25 and

66.6% to 52.3% for patients age >85). The 30-day readmission rate following a

syncope ED visit decreased for patients discharged from the ED during the

index visit (4.3% in 2009 to 3.9% in 2013, P<.0001) and did not significantly

change for patients admitted during the index visit (9.7% in 2009 to 9.5% in

2013, P=.19). Compared to 2009, rates of ECG, advanced cardiac testing and

neuro-imaging increased for patients discharged from the ED and those ad-

mitted to the hospital (ECG 81.5% to 84.0%, P<.0001; advanced cardiac

testing 14.6% to 17.6%, P<.001; neuroimaging 40.1% to 45.3%, P<.0001).

CONCLUSIONS:Although the incidence of ED visits for syncope increased

from 2009 to 2013, hospitalization rates for declined by 25% without an

adverse effect on readmissions. However, diagnostic testing, including neuro-

imaging, increased for both patients discharged from the ED and hospitalized

patients during this time period, possibly representing low value care.

TRENDS IN PHYSICIAN PRESCRIBING OF OPIOIDS TO PA-

TIENTS AT INCREASED RISK OF FATAL OVERDOSE IN THE

UNITED STATES Joseph Ladapo1; Marc Larochelle2; Alexander S. Chen1;

Melissa M. Villalon1; Stefanie D. Vassar3; David Y. Huang4; John N. Mafi1.
1David Geffen School of Medicine at UCLA, Los Angeles, CA; 2Boston

University School of Medicine and Boston Medical Center, Boston, MA;
3UCLA, Los Angeles, CA; 4UCLA Integrated Substance Abuse Programs,

Semel Institute for Neuroscience and Human Behavior, Los Angeles, CA.

(Control ID #2937276)

BACKGROUND: Recent sharp rises in US opioid-related deaths underscore

the need to understand drivers of fatal overdose. We estimated US trends in

new opioid prescribing—focusing on patients at increased risk of overdose

from benzodiazepine use.

METHODS: We analyzed National Ambulatory Medical Care Survey and

National Hospital Ambulatory Medical Care Survey data, 2005-2015. We
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identified adults ≥20 yrs receiving new opioid prescriptions and using a

benzodiazepine. Population rates of new opioid prescriptions were calculated

using estimates from the National Health and Nutrition Examination Survey

stratified by benzodiazepine use.

RESULTS:We analyzed 13,146 visits representing 214 million visits nation-

ally with new opioid prescription. New opioid prescription rates in adults using

a benzodiazepine increased from 189 to 351 per 1,000 persons between 2005-

2010 (rate diff=162; 95% CI, 29 to 295), and fell to 172 per 1,000 persons by

2015 (rate diff=-179; 95% CI, -310 to -48). New opioid prescription in the

population not using benzodiazepines increased from 78 to 93 per 1,000

persons between 2005-2010 (rate diff=15; 95% CI, -3 to 33), and fell to 79

per 1,000 persons by 2015 (rate diff=-14; 95%CI, -38 to 11). The likelihood of

receiving a new opioid prescription during a visit remained higher for patients

using benzodiazepines compared with the general population after adjusting

for demographic characteristics, comorbidities, and diagnoses associated with

pain (aRR 1.83 [1.56-2.15]; p<0.001). Naloxone was co-prescribed in <1% of

visits when a patient used a benzodiazepine.

CONCLUSIONS: In 2010, new opioid prescriptions for U.S. adults stopped

rising and began to decline among patients using benzodiazepines. These

trends suggest the recent sharp acceleration in opioid-related deaths is primar-

ily driven by factors other than new opioid prescriptions. Nevertheless, pre-

scribing among higher-risk patients still occurred at rates higher than in the

general population—representing an opportunity to improve physician care.

TRENDS IN PSYCHIATRISTS' ACCEPTANCE OF NEW

PRIVATELY-INSURED PATIENTS (2005-2014) Kelly A. Kyanko1;

Chima Ndumele2; Christine Foster2; Susan Busch2. 1NYU School of Medi-

cine, NewYork, NY; 2Yale School of Public Health, NewHaven, CT. (Control

ID #2945431)

BACKGROUND: Historically, psychiatrists have been less likely to accept

new patients with private insurance than other physicians. Requirements in The

Paul Wellstone and Pete Domenici Mental Health Parity and Addiction Equity

Act may have affected psychiatrists' decisions whether to participate in private

plan networks. Our objectives are to examine changes in psychiatrists'

acceptance of new patients with private insurance in recent years(2011-

2014), and to compare patients characteristics and treatments provided by

psychiatrists who do and psychiatrists who do not accept new patients with

private insurance.

METHODS:Data for this study come from the National AmbulatoryMedical

Care Survey(2005-2014), a nationally representative annual cross-sectional

survey of physicians providing ambulatory care. We examine responses of

psychiatrists who report accepting new patients(N=802).

RESULTS: Significantly more psychiatrists were accepting new privately

insured patients in the years since MHPAEA(2011-2014) compared to

2010(64.9% versus 50.3%; p=.039), although psychiatrists were still much

less likely to accept these patients compared to other physicians (64.9% versus

89.5%; p<.001). Compared to psychiatrists accepting privately insured pa-

tients, psychiatrists not accepting privately insured patients had fewer visits

with patients with Serious Mental Illness(42.5% versus 53.4%; p=.016). There

were no differences in the proportion of visits in which treatment included

psychotherapy(48.5% vs 43.7%; p=.518).

CONCLUSIONS: Fewer psychiatrists accept new privately-insured patients

compared to other specialties, although there have been meaningful increases

in recent years associated with MHPAEA. Policymakers and other stake-

holders should consider additional insurance regulation or other incentives to

encourage greater psychiatrist participation in private insurance networks.

TRUSTING TRAINEES: A QUALITATIVE STUDY OF ENTRUST-

MENT IN INTERNAL MEDICINE PROGRAM DIRECTORS

Katherine A. Gielissen1; Samantha Ahle1; DonnaWindish2. 1Yale-NewHaven

Hospital, New Haven, CT; 2Yale University, Cheshire, CT. (Control ID

#2944349)

BACKGROUND: Program Directors (PDs) are responsible for ensuring

trainees are capable of independent practice upon graduation. "Entrustment"

involves determining when a trainee can perform a particular task unsuper-

vised. Despite the vital role medical supervisors occupy in residency training,

no studies have explored the personal, professional, and systemic variables that

inform entrustment decision-making in internal medicine (IM) program direc-

tors. The goal of our study was to elucidate common frameworks PDs employ

in the assessment of trainees.

METHODS: Internal Medicine PDs from around the country were

interviewed by phone or in person from June to November 2017 using

purposeful and convenient sampling techniques. Information was obtained

through in-depth, semi-structured interviews using an inductive approach.

Interviews were recorded on a digital recording device and transcribed using

the Rev© online service. Interview transcripts were coded and analyzed using

Dedoose© online software. Study members participating in coding met regu-

larly to identify and agree upon consensus codes.

RESULTS:A total of 15 IM PDs were interviewed, representing 10 university

and 4 community hospitals. Programs ranged in size from 12 residents to over

170 residents. The following three themes of entrustment emerged: 1) Manip-

ulation of Training Environment: PDs require an astute awareness of the

resources present at their institutions (e.g. faculty, curriculum, practice settings)

to enhance trainee learning. Using these resources, PDs manipulate the training

environment to help residents build clinical competence. 2) Networks of

Assessment: PDs seek to understand and interpret trainee performance while

acknowledging that assessment and promotion of trainees cannot occur in
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isolation. In response to this need, PDs form networks of assessors to help

prioritize and organize information inputs. Often, data from certain 'trusted'

faculty members have more value and weight than others. 3) Reflexive Trust:

PDs described a phenomenon where a medical supervisor consciously brings

his or her prior experience or personal biases to the table when making

entrustment decisions. Therefore, the ability to trust a trainee reflects on a PD's

prior experiences as a clinician and supervisor.

CONCLUSIONS: The results of our study indicate that many factors affect

trainee assessment. To facilitate residency training, program directors develop

an awareness of resources present in the training environment and curate

networks of trusted faculty to perform accurate assessment of their trainees.

Our findings suggest IM PDs can alter curricula to accomodate learners, but

should be concious of their own reflexive trust in facilitating trainee autonomy.

The data from our study could be used to form a new framework of assessment

based on entrustment decision-making in IM residency programs.

UNDERSTANDING PRIMARY CARE PATIENTS' SELF-WEIGHING

HABITS: RETROSPECTIVE ANALYSIS FROM THE PATH CLINI-

CAL DATA RESEARCH NETWORK Carolyn Bramante1; Kathleen

McTigue2; Harold Lehmann3; Jeanne M. Clark4; Jennifer Kraschnewski5;

Michelle R. Lent6; Sharon J. Herring7; Molly Conroy8; Scott D.

Rothenberger2; Jody Mccullough5; Wendy Bennett4. 1Johns Hopkins, BAL-

TIMORE, MD; 2University of Pittsburgh, Pittsburgh, PA; 3Johns Hopkins,

Baltimore, MD; 4Johns Hopkins University, Baltimore, MD; 5Penn State

Hershey Medical Center, Hershey, PA; 6Philadelphia College of Osteopathic

Medicine, Philadelphia, PA; 7Temple University, Philadelphia, PA; 8University

of Utah, Salt Lake, UT. (Control ID #2945572)

BACKGROUND: Over two-thirds of US adults have an overweight or obese

body mass index (BMI). Elevated BMI is even more prevalent among primary

care patients, where over 78% have overweight or obesity. Self-weighing is an

effective tool for self-monitoring during weight loss and weight maintenance

efforts, and daily self-weighing at home promotes weight loss and improves

individuals' abilities to refrain from excess caloric intake. However, little is

known about self-weighing habits among the primary care patient population.

Our objective was to examine the frequency of patient-reported self-weighing,

and to evaluate the associations of self-weighing with patients' demographic

characteristics and other self-monitoring behaviors.

METHODS: We conducted a retrospective analysis of online survey data

collected as part of the PaTHClinical Data Research Network, which recruited

a cohort of adult primary care patients at 5 academic medical centers in the

mid-Atlantic for the "Study of Healthy Lifestyles, Body Weight, and Health

Care." We restricted our sample to the 727 patients who completed online

surveys at both baseline (demographic data) and 6-month follow up (self-

weighing, exercise and food tracking data). Patients of all BMI categories were

included. Predictors of self-weighing were examined using chi-square and t-

tests.

RESULTS: Of 1,308 patients who completed a baseline survey, 727 (56%)

completed a 6-month survey. The mean age was 56 years, and most were

female (68%), white (78%), college graduates (66%) and employed/retired

(85%). The mean BMI was 30.2 kg/m2, 42% of participants had an obese BMI,

and 28% had an overweight BMI. Overall, 58% of respondents reported self-

weighing at least weekly. Participants who reported self-weighing at least

weekly were more likely to be older (59 vs 54 years, p<0.01), married

(p=0.01), a college graduate (p=0.03), white (p<0.01), and more likely to be

employed/retired vs disabled/unemployed (p<0.01). There was no association

between BMI category and self-weighing at least weekly. Patients who tracked

their exercise and food intake were more likely to self-weigh at least weekly

(p<0.01 for both). Patients who reported wanting to lose or maintain weight

were more likely to self-weigh at least weekly (p<0.01). Of patients desiring

weight loss, 61% were weighing at least weekly.

CONCLUSIONS: Despite its usefulness as a weight management tool, over

40% of primary care patients in our study did not engage in self-weighing at

least weekly. Socioeconomic status may be a factor influencing regular self-

weighing in this population, as we found positive associations between self-

weighing at least weekly and markers of high socioeconomic status (e.g.,

education, employment). Self-weighing was associated with a desire to lose

or maintain weight, and was positively associated with other weight-related

self-monitoring behaviors. More work is needed to design interventions to

encourage self-weighing among populations with elevated BMI who desire

weight loss.

UNMET NEEDS FOR SOCIAL SUPPORT AND ITS IMPACT ON

HEALTH STATUS AND URGENT HEALTHCARE USE AMONG

OLDER ADULTS Rachel O'Conor1; Julia Yoshino Benavente1; Marina

Arvanitis1; Laura M. Curtis1; Alex Federman2; Michael S. Wolf1. 1Northwest-

ern University, Chicago, IL; 2Icahn School of Medicine at Mount Sinai, New

York, NY. (Control ID #2928895)

BACKGROUND:Older adults with increasing comorbidity face considerable

self-care challenges and may require tangible social support to maintain their

health. A lack of social support has repeatedly been associated with worse

health outcomes, yet most studies to date have examined social support in the

forms of emotional support, the size of individuals' social networks, and the

degree to which an individual is socially isolated. Alternatively, the perceived

availability and adequacy of tangible social support may be more critical to

maintaining health for adults with chronic conditions, and is likely amodifiable

construct that could be addressed by self-management support programs. We

investigated the association between unmet, tangible social support needs,

health status, and urgent healthcare utilization among older primary care

patients.

METHODS: We used follow-up data (n=470) from a cohort of community-

dwelling older adults recruited from one academic internal medicine clinic and

six federally qualified health centers in Chicago. Tangible social support was

measured using a brief, validated scale that determined 1) if an individual

needed assistance managing their health, and 2) if yes, whether this need was

met. Health status was measured using physical function, depression and

anxiety short form instruments from the Patient Reported Outcomes Measure-

ment Information System (PROMIS). Urgent healthcare utilization (emergen-

cy department and hospitalization) was determined via patient self-report in the

past 12-months. Multivariable linear and logistic regression models tested

associations while controlling for age, gender, race, income, education, number

of chronic conditions, cognition (Mini-Mental State Examination), and health

literacy (Test of Functional Health Literacy in Adults).

RESULTS: Participants' mean age was 69 years; 73%were women, 31%were

African American, and 24% identified tangible support needs, of which two-

thirds were unmet. The presence of unmet support needs was associated with

worse physical (β -5.90; 95% CI -7.87, -4.00, p<0.001) and mental health
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(Anxiety: β 3.74; 95% CI 1.45, 6.02, p=0.001; Depression: β 3.74; 95% CI

1.45, 6.02, p=0.001) and greater urgent healthcare utilization (ED: OR 3.10;

95% CI 1.67, 5.75, p<0.001; hospitalization: OR 3.50; 95% CI 1.79, 6.82,

p<0.001).

CONCLUSIONS: A brief measure including two straightforward questions

was able to identify patients at significant risk for worse health status and

greater urgent healthcare utilization. Health systems might consider screening

older patients for unmet tangible support needs, although sufficient plans

should first be established regarding appropriate responses if unmet needs

were identified. As the importance of social determinants of health are increas-

ingly being recognized in the context of primary care, partnerships with

community-based organizations may be a viable approach to identify unmet

support needs and make appropriate human service referrals.

UPTAKE AND PARTICIPATION IN A MOBILE GLUCOMETER-

BASEDDIABETESMANAGEMENT PROGRAM Laura F. Garabedian1;

Dennis Ross-Degnan1; James F. Wharam2; Robert F. LeCates1. 1Harvard

Medical School and Harvard Pilgrim Health Care Institute, Boston, MA;
2Harvard Medical School and Harvard Pilgrim Healthcare, Boston, MA.

(Control ID #2944524)

BACKGROUND: Blood glucose control is essential for preventing life-

threatening complications of diabetes but many patients have difficulty mon-

itoring or controlling their levels. Innovative smartphone technologies

(mHealth) may facilitate self-management of blood glucose, yet we know very

little about which patients use these technologies and how long they stay

engaged. This study evaluates uptake, use, and predictors of uptake and

long-term use of an innovative diabetes mHealth intervention in a real world

setting. The intervention is an FDA-approved blood glucose meter that sends

real-time readings via cellular networks to a central data warehouse which is

monitored by nurses who provide phone-based coaching for patients with out-

of-range glucose values.

METHODS: 4,438 commercially insured members age 18 years or older with

diabetes (identified by claims data algorithms by the mHealth company) were

recruited into the mHealth program from 2014-2015 via an opt-in, phone-

based process by a third-party vendor. In this post-only study, we obtained data

on recruitment, glucometer use, demographics, and insurance plan and em-

ployer characteristics for members eligible for the program. We calculated

percent uptake and reasons for unsuccessful recruitment. We used logistic

regression to model predictors of uptake and, among those who started testing,

we usedKaplanMeier curves and adjustedCox proportional hazards models to

calculate the median duration of testing and predictors of discontinuation.

RESULTS:Of the recruited members, 556 (12.5%) signed up for the mHealth

program and 324 (7.3%) ultimately began testing with the mobile glucometer.

Of those who did not sign up, the vast majority (72.0 %) were unable to be

reached by phone during recruitment. Male (OR=1.60, 95% CI: 1.25, 2.04)

and Spanish-speaking (OR=7.39, 95% CI: 4.73, 11.56) members were more

likely to start testing. Two-thirds (66.2%) of those who started testing had a

first glucose test value that indicated hyperglycemia; 97% tested more than

once and the median time between the first and last test was 407 (95% CI: 293,

494) days. Older age was the only statistically significant predictor of discon-

tinuation (HR=0.97, p<0.001).

CONCLUSIONS: Although uptake of the mHealth program was low,

most members who engaged in the program had initial glucose values

that indicated a need for better glucose management and the majority

of patients continued to engage with the program for over a year.

Male and Spanish-speaking members were more likely to initiate the

program. This study informs recruitment for other diabetes mHealth

interventions. Future studies are needed to examine other models of

recruitment and the impact of mHealth programs on clinical outcomes,

health care costs and patient satisfaction.

URINARY INCONTINENCE IN OLDER AFRICAN-AMERICAN

ANDWHITEMEN: PROSPECTIVE RELATIONSHIPSWITH BODY

COMPOSITION AND MUSCLE STRENGTH IN A MULTICENTER

COHORT Scott R. Bauer2; Anne M. Suskind2; Peggy M. Cawthon3; Steven

R. Cummings3, 1; Alison J. Huang2. 1University of California San Francisco,

San Francisco, CA; 2University of California, San Francisco, San Francisco,

CA; 3California Pacific Medical Center Research Institute, San Francisco, CA.

(Control ID #2904190)

BACKGROUND: Urinary incontinence (UI) is bothersome and common

among older men, but few modifiable risk factors for male UI have been

identified. Weight loss and physical activity are associated with decreased risk

of male UI, but it is unclear how differences in body composition and strength

affect UI risk, or whether UI is reversible with changes in these factors. We

evaluated prospective relationships between body composition, muscle

strength, and UI in older men.

METHODS: Our study sample included 1455 community-dwelling, African-

American and White men, age 70 to 79, in the multicenter Health, Aging, and

Body Composition study. UI was assessed using structured questionnaires.

Body composition and muscle strength were assessed by physical exam,

performance testing, and dual-energy X-ray absorptiometry. We used multi-

variate logistic regression to evaluate associations between body composition,

strength measures, and monthly UI. We also evaluated associations between

changes in body composition or strength measures and new or persistent UI

over 3 years, with sensitivity analyses for UI subtypes (urge, stress, mixed) and

tests for effect modification by race.

RESULTS:The prevalence of at least monthly UI was 22% at baseline

and urge incontinence was the most common type (62%). Body mass

index (BMI) and total % body fat were associated with higher UI

prevalence, whereas lean appendicular body mass, grip strength, and

quadriceps torque corrected for BMI were associated with lower UI

prevalence at baseline (Figure 1), particularly urge incontinence. How-

ever, change in body composition or strength from baseline was not

significantly associated with new or persistent UI and race did not

modify these associations.

CONCLUSIONS: Among older men, lower BMI and body fat and higher

lean body mass and muscle strength were associated with lower UI prevalence,

but changes in body composition or muscle strength were not significantly

associated with change in UI. Clinicians should continue to encourage patients

to maintain a healthy weight and exercise regularly, but it remains unclear if

interventions to change body composition and muscle strength would be

effective treatment for UI in men.
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USE OF NICOTINE REPLACEMENT THERAPY IN ACTIVE

SMOKERS IS ASSOCIATED WITH AN INCREASED COMPLICA-

TION RATE IN BREAST SURGERY Zhenzhen Xu; Rance J. Fujiwara;

Lisa Fucito; Steven L. Bernstein; Henry Hsia. Yale School of Medicine, New

Haven, CT. (Control ID #2919260)

BACKGROUND: Previous studies have demonstrated that tobacco smoking

increases the rate of surgical wound complications such as infections and

delayed healing. Abstinence can help reduce these risks, but there is contro-

versy if nicotine replacement therapy (NRT) can impact outcomes. This study

aims to determine the effect of nicotine replacement therapy (NRT) on rates of

healing complications of acute wounds created in patients undergoing breast

surgery.

METHODS: A retrospective chart review of female smokers undergo-

ing breast surgery between January 2014 and April 2017 within the

Yale New Haven Health System spanning across four hospitals was

performed. Active smoking was defined as cigarette use within one

month before or after surgery. Statistical analyses were performed

using Stata software.

RESULTS: 254 patients were identified, 34 of whom had documented NRT

use six months within their breast surgery. See Table 1 for patient demo-

graphics . 52.9% of those wi th NRT use developed wound

complications—such as infections, wound dehiscence, seromas, hematomas,

tissue necrosis, fat necrosis, and lymphedema—compared to 30.5% of their

non-NRT counterparts. Multivariate logistic regression accounting for covari-

ates including age, race, BMI, Charlson comorbidity index, insurance type,

race, and presence of multiple procedures resulted in a statistically increased

risk of complication development in smokers with NRT use [OR 2.42 (1.10-

5.33), p=0.027].

CONCLUSIONS: In our experience, concurrent NRT use in active

smokers undergoing breast surgery was associated with an increased

risk of postoperative wound complications compared to those not

using NRT. We advise caution regarding prescribing NRT to active

smokers in preparation for surgery, and recommend prospective studies

to better elucidate the relationship between nicotine use and postoper-

ative healing outcomes.

USE OF STRUCTURED CARE COORDINATION ROUNDS AND A

DISCHARGE HUDDLE TO REDUCE READMISSIONS Douglas

Levine1; Jenni L. Cadman2; Jamie Avdeev2; Geoffrey C. Lamb3; Sandeep

Jain1; Linda Foglia2. 1Medical College of Wisconsin, Fox Point, WI;
2Froedtert Hospital, Milwaukee, WI; 3Medical College of Wisconsin, Milwau-

kee, WI. (Control ID #2945427)

BACKGROUND: Care Coordination Rounds (CCR) provide an opportunity

for members of the multidisciplinary health care team to communicate as a

group regarding the care and discharge planning of hospitalized patients. The

use of CCR has been found to improve efficiency and patient experience, while

reducing healthcare expenditures, inpatient length of stay, and unnecessary

readmissions. The use of a structured format for CCR has also been shown to

decrease adverse events.

METHODS: A core multidisciplinary team implemented a standardized

process identifying and intervening on patients at high risk for 30-day

readmissions. During daily CCR, patients are screened and identified as high

risk for readmissions using the Hospital Admit Readmission Risk Discrimina-

tor score (HARRD score). The HARRD score incorporates documented elec-

tronic health record data on patient age, chronic conditions, number of med-

ications, and history of recent ED visits or inpatient rehospitalizations in the

past 90 days. A score > 4 identified a very high risk population encompassing

25% of inpatients with a 30-day readmission rate of 36% (974/2694). Patients

at risk are automatically flagged at the time of admission and reviewed by the

unit case manager. During CCR, appropriate interventions for the high risk

patients are discussed by the multidisciplinary team and incorporated into the

discharge planning process. Resources needed are identified and those eligible
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for close follow up and intensive management in relevant outpatient specialty

clinics are so directed. Those patients who refuse or are not candidates for

intensive outpatient management are scheduled with a bedside huddle. During

a bedside huddle the medical provider, nurse, case manager, social worker, and

pharmacist meet at the patient's bedside for a structured discussion around

discharge planning and transitions of care needs. The process was initially

piloted on two acute care units, and subsequently was implemented on all 16

acute care units at our institution.

RESULTS: This intervention was associated in time with a reduction of the

hospital wide readmission rate by 1. 2% in the four months after implementa-

tion compared to the fourmonths prior to implementation (13. 8% (1261/9126)

to 12. 6% (1137/8996), p=. 019). On average 17 high risk patients per month

received bedside huddles. The readmission rate for the patients who received a

bedside huddle was 20% versus the historic rate of 36%.

CONCLUSIONS: The use of a structured process at CCR to screen and

identify patients at high risk for readmission and organize interventions related

to transitions of care lead to a meaningful reduction in our overall 30-day all-

cause readmission rate.

USEOF TELEMEDICINE FORMENTALHEALTHCARE Kathryn A.

Martinez1; Susannah L. Rose1; Mark N. Rood2; Nikhyl Jhangiani1; Adrienne

Boissy1; Michael B. Rothberg1. 1Cleveland Clinic, Cleveland, OH; 2Cleveland

Clinic Foundation, Chagrin Falls, OH. (Control ID #2942135)

BACKGROUND: Patients withmental health needs face barriers to accessing

care. Telemedicine has been proposed as a potential remedy, yet this has not

been evaluated. The Online Care Group (OCG) is large nationwide telemed-

icine service connecting patients to providers via computer or mobile phone

applications. The objective of this studywas to characterize use of telemedicine

among patients diagnosed with depression/anxiety in the OCG system.

METHODS: This study includes encounters completed between January

2013 and August 2016 where the associated diagnosis was depression or

anxiety, as indicated via ICD-9/10 codes recorded by the telemedicine provid-

er. Patient information included sex, age, insurance status and call reason.

Encounter characteristics included length, whether a coupon was used for free

or reduced cost care, and prescription outcome (yes/no and drug type). Patients

reported what they would have done if they had not accessed telemedicine and

rated provider satisfaction on scales of 0 to 5 stars, with 5 stars being most

satisfied. We compared telemedicine patients with depression/anxiety to tele-

medicine patients from the same time period diagnosed with upper respiratory

infections (URIs).

RESULTS:There were 970 telemedicine encounters for depression (40%) and

anxiety (60%) during the study period, constituting 2% of all encounters. Fifty-

four percent of patients were female; mean age was 34 years (Interquartile

Range:27-40). Fifteen percent stated their call reason was for a prescription

refill. Fifty-eight percent of anxiety patients and 69% of depression patients

received a prescription, 80% of which were new (non-refill) prescriptions. Of

those, 52% were prescribed a selective serotonin reuptake inhibitor (e.g.

Zoloft), 16% were prescribed a serotonin norepinephrine reuptake inhibitor

(e.g. Effexor), and 8% were prescribed a norepinephrine-dopamine reuptake

inhibitor (e.g. Wellbutrin). Compared to URI patients, those with anxiety/

depression were less likely to have insurance (31% versus 46% without

insurance; p<0.001). Prescription receipt did not vary by insurance status.

Anxiety/depression encounters were significantly longer than those for URIs

(13 minutes versus 7 minutes; p<0.001). Forty-one percent of anxiety/

depression patients said they would have done nothing had they not used

telemedicine, 31% would have gone to the doctor's office, 24% would have

used urgent care and 4% would have gone to the emergency department. In

comparison, only 14% of URI patients said they would have done nothing.

Eighty-nine percent of depression/anxiety patients rated their provider 5 stars,

which was similar to ratings by URI patients.

CONCLUSIONS: Telemedicine patients with depression/anxiety were young

overall and many were uninsured. More than half received a new prescription,

most of which were for an SSRI. Telemedicine appears to increase access to

care for patients with anxiety/depression, particularly those without insurance.

USINGA POST-MORTEMSURVEYTODRIVEQUALITYOFCARE

ATTHEENDOFLIFE Jessica Kaltman1; AnneM.Walling1; Neil Wenger2.
1UCLA, Los Angeles, CA; 2University of California, Los Angeles, Los

Angeles, CA. (Control ID #2946062)

BACKGROUND: A growing literature shows that quality of care at the end of

life (EOL) is inadequate. Deficiencies exist in symptom management, commu-

nication, emotional and spiritual support, advance care planning and coordina-

tion of care. As a result, there is growing interest in quality measurement of EOL

care in order to drive quality improvement. The National Quality Forum en-

dorsed a post-mortem survey, the Bereaved Family Survey (BFS), as a quality

measure to assess the caregiver's perspective on the quality of EOL care received

by their loved one. We implemented a modified BFS in the outpatient setting at

an academicmedical system to understand patient and provider factors as well as

EOL processes of care associated with better EOL care.

METHODS: Between August 2016 and July 2017, we surveyed caregivers of

decedents with advanced cancer. We included English-speaking decedents >

18 years of age who were continuity patients of a health system oncologist.

Death was verified in the chart or by obituary found via internet search.

Caregivers surveyed were the appointed healthcare agent in an advance direc-

tive or first listed contact. Scoring was done via the top-box approach (best

response option versus all others) and calculated on scale of 0 to 100. Surveys

were mailed 3 months after death with follow-up post-card reminder and

phone-call at 2 and 4 weeks, respectively. We abstracted baseline demographic

and EOL process data from the chart, including presence of hospice referral

and palliative care referral. Information regarding presence of advance direc-

tives was obtained from survey data. Data analysis included descriptive statis-

tics, t-tests, and ANOVA.

RESULTS: Of 434 decedents with advanced cancer, 72 were excluded; 362

surveys were mailed to caregivers with 4 caregivers opting out, and 108

surveys completed for a response rate of 30%. Mean overall BFS score was

60 out of 100. Ratings were high for overall care quality (84% Excellent/Very

Good) and staff caring (78%Always) with lower ratings for emotional/spiritual

support (34% Always with 23% not wanting support) and pain control (57%

Always/Usually uncomfortable). Bivariate analysis showed decedents with an

advance directive had higher BFS scores (62 vs 48, p = 0.047). Similarly, BFS

scores of individuals who died on hospice (inpatient or home-based) were

higher than those that died without hospice care (63 vs 49, p = 0.02). BFS

scores differed by location of death with individuals dying at home having

higher scores (home 64, hospital 52, and nursing home 39, p <0.05). Patient

and provider factors, palliative care consultation, and setting of palliative care

consultation were not related to BFS score.
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CONCLUSIONS: A post-mortem survey implemented for an advanced

cancer population received a modest response rate, but collected valuable

information regarding gaps in care quality, providing data to drive quality

improvement. Hospice care and advance care planning are associated with

better quality of EOL care.

USING BIG DATA TO EVALUATE THE ASSOCIATION BETWEEN

SUBSTANCE USE DISORDERS (SUDS ) AND T2DM-

COMPLICATIONS Theresa Winhusen1; Jeff Theobald1; David Kaelber2, 3;

Abdulhakim Tlimat2; Daniel Lewis1. 1University of Cincinnati College of

Medicine, Cincinnati, OH; 2The MetroHealth System, Cleveland, OH; 3Case

Western Reserve University, Cleveland, OH. (Control ID #2928458)

BACKGROUND: Type 2 diabetes mellitus (T2DM) is prevalent and costly

disorder. While it is likely that substance abuse increases the risk of T2DM-

complications, research in this area has largely been limited to tobacco use.

Here we evaluate the association between substance use disorders (SUDs) and

T2DM-complications.

METHODS: A limited data set of over 1.2 million patients was obtained

through Explorys, a platform integrating data frommultiple health information

sources. Matched controls were defined for each of five SUDs (Tobacco,

Opioid, Cocaine, Cannabis, and Alcohol) with a matching program using

Mahalanobis Distance within Propensity Score Calipers. All patients had

records in the MetroHealth System (Cleveland, OH) and a systematized

nomenclature of medicine-clinical terms (SNOMED-CT) code for T2DM

(e.g., ICD-10-CM code: E11.9). Patients in each SUD group had a

SNOMED-CT code of abuse/dependence for the substance. Controls for each

SUD group had no SNOMED-CTcode related to the SUD of interest and were

selected tomatch the SUD group on age, sex, race, ethnicity, median income of

zip code of residence, body mass index, days elapsed since T2DM diagnosis,

and other SUDs. The outcomes evaluated were six T2DM-complications,

defined using SNOMED-CT codes: 1) cerebrovascular accident; 2) diabetic

neuropathy; 3) diabetic renal disease; 4) diabetic retinopathy; 5) myocardial

infarction; and 6) peripheral arterial occlusion.

RESULTS: The sample sizes for each SUD-control comparison were:

tobacco-28,906, opioid-2,212, cocaine-2,374, cannabis-1,184, and alcohol-

8,944. SUD was associated with a statistically significant increased risk of:

cerebrovascular accident (tobacco, cocaine), diabetic neuropathy (tobacco,

opioid, cocaine), diabetic renal disease (tobacco, opioid, cannabis); myocardial

infarction (tobacco, opioid, cocaine, cannabis), and peripheral arterial occlu-

sion (tobacco, opioid, cannabis).

CONCLUSIONS: T2DM patients with SUDmay be at significantly greater risk

for a number of T2DM-complications. "Big data" data sets and tools can identify

clinically important associations that cannot be easily determine otherwise.

USING CLASSIFICATION AND REGRESSION TREES TO IDENTI-

FY SOCIODEMOGRAPHIC SUBGROUPS OF VETERANS AT HIGH

RISK FOR CHRONIC HIGH-DOSE OPIOID PRESCRIBING Jacob S.

Lipkin1; JoshuaM. Thorpe2;Walid F. Gellad2; JosephHanlon2; Xinhua Zhao2;

Carolyn T. Thorpe2; Florentina Sileanu2; John P. Cashy2; Jennifer A. Hale2;

Maria K. Mor2; Thomas R. Radomski2; Chester Good2; Michael J. Fine2;

Leslie R. Hausmann2. 1University of Pittsburgh Medical Center, Pittsburgh,

PA; 2VA PittsburghHealthcare System, Pittsburgh, PA. (Control ID #2944619)

BACKGROUND: Prolonged prescribing of high-dose opioids is associated

with overdose and death. Past studies aimed at identifying populations at risk

for high-dose opioid prescribing have focused on factors such as age, sex, race,

and region and have understudied social determinants of health and their

potential interactions with patient characteristics. We aimed to identify how

individual and community-level sociodemographic characteristics intersect in

influencing the risks of high-dose opioid prescribing.

METHODS: We examined all Veterans dually enrolled in the Department of

Veterans Affairs (VA) and Medicare Part D who received an opioid prescrip-

tion from either system in 2012. We used VA,Medicare, and US census data to

compute 15 sociodemographic indicators. Individual-level indicators included

age, sex, race, Medicare enrollment due to disability, and low-income subsidy

(LIS) eligibility. Community-level indicators included variables describing

neighborhood socioeconomic status, safety, racial/economic diversity, internet

connectivity, and region. The primary outcome was chronic prescription of

high-dose opioids, defined as being prescribed >120 morphine milligram

equivalents (MME) for >90 consecutive days. We used classification and

regression tree (CART) analyses to identify the interacting associations be-

tween individual and community-level sociodemographic indicators and high-

dose opioid prescribing.

RESULTS: Of 525,714 Veterans, 17,271 (3.3%) were prescribed chronic

high-dose opioids. CART analyses revealed wide variation in risk across 24

subgroups defined by age, disability, race/ethnicity, region, LIS, neighborhood

wealth, and neighborhood safety. The frequency of high-dose opioid prescrip-

tions was lowest (0.19%) among the 2,109 (0.4%) Veterans who were >85

years old, not disabled, receiving LIS, and of Non-white race/ethnicity. High-

dose opioid prescribing was highest (12.4%) among 12,584 (2.4%) Veterans

who were <65 years old, disabled, of White or non-Black/Hispanic

race/ethnicity, and living in high income neighborhoods. Younger age, disabil-

ity, and White race were consistent risk factors for high-dose prescriptions,

while the role of LIS, region, and neighborhoodwealth and safety varied across

subgroups.

CONCLUSIONS:Using CARTanalyses, we identified 5 individual-level and

4 neighborhood-level sociodemographic indicators that classified patients into

groups whose risk of high-dose opioid prescribing varied 65-fold (0.19 to

12.4%). This analytical approach, which can identify complex interactions

between variables that are difficult to discover using regression-basedmethods,

may help identify appropriate high-risk subgroups to target for opioid safety

initiatives within a heterogeneous population of Veterans with relatively low-

levels of baseline chronic high-dose opioid use.

USING EMR PRESCRIBING DATATO FACILITATE POPULATION

MANAGEMENTOFBENZODIAZEPINE PRESCRIBING INPRIMA-

RY CARE Laura Thompson-Martin1; Lauren Miller2; Karen Abernathy2;

Charles D. MacLean3. 1University of Vermont Larner College of Medicine,

Burlington, VT; 2University of Vermont Medical Center, Burlington, VT;
3University of Vermont, Burlington, VT. (Control ID #2940675)

BACKGROUND: Benzodiazepines (BZDs) are prescribed despite potential

risks, particularly among the elderly or patients using opioids. BZD prescrip-

tions may vary from minimal doses for airline travel to chronic daily use.

Population reporting and peer comparison of opioid prescribing is increasingly

facilitated by the availability of population data from electronic medical

records (EMR) and prescription drug monitoring programs, which typically
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also include BZD prescriptions. Identifying prescribing patterns and predictors

of BZDs use may lead to improvements in quality and safety. Our goals were:

1) to describe the use of BZDs in a primary care population including a

lorazepam milligram equivalent (LME) measure (similar to the morphine

milligram equivalent for opioids) and summaries at the primary care physician

(PCP) level; 2) to identify predictors of short and long-term BZD prescribing.

METHODS: We extracted annual outpatient prescriptions (2016) from the

Epic-based EMR of an academic medical center in the Northeast US, with a

primary care population of 69,228 adults. Covariates included demographic

characteristics, medical diagnoses, and prescriber characteristics. BZDs (in-

cluding non-BZDGABA agonists) were standardized to the equivalent dose of

lorazepam. We defined three levels of BZD use: any use, weekly use (52+

LME/year), and daily use (365+ LME/year) based on the annual amount

prescribed. There were 82 PCP and 250 specialist prescribers. We summarized

univariate associations and built logistic regression models to identify patient

and prescriber predictors of BZD use.

RESULTS: The population was 55% women, median age 53 years (IQR 37-

65), 11% smokers, and 9% Medicaid. Prevalent diagnoses were hypertension

29%, diabetes 9%, depression or anxiety 35%, severe mental illness 6.1%,

chronic pain 9%, and insomnia 6%. Any BZD use was found in 12% of

patients, weekly use in 7%, and daily use in 2%; 93% of BZDswere prescribed

in primary care. There was wide variation across PCP panels with a median

proportion of a PCP panel on BZDs of 14% (range 0-32%). Predictors of

weekly BZD use included female sex (14 vs 9%), senior citizen (15 vs 11%),

depression/anxiety (24 vs 6%), insomnia (39 vs 10%), opioid use (31 vs 10%),

and female primary care physician (14 vs 11%); p<0.001 for all comparisons.

The important predictors of weekly BZD use in multivariable modelling were

senior (OR 1.6 [1.4,1.7]), female sex (OR 1.3 [1.2, 1.4]), depression/anxiety

(OR 4.5 [4.2,4.9]), chronic pain (OR 1.8 [1.7, 2.0]), opioid use (OR 2.6

[2.3,2.8]), and insomnia (OR 4.6 [4.1,5.0]). The effect of provider sex was

highly attenuated after co-variate adjustment (OR 1.1 [1.0,1.2]).

CONCLUSIONS: The LMEmetric was useful for categorizing BZD use and

comparing across PCP panels. Our findings confirm previous work and iden-

tified other important predictors of BZD use (chronic pain and opioid use). Our

next step is to use panel reports with PCPs to identify opportunities to improve

prescribing.

USING FORMERMENTEES TO PROVIDE PEERMENTORING TO

IMPROVEGLUCOSECONTROL INVETERANSWITHDIABETES:

A RANDOMIZED CONTROLLED TRIAL (RCT) Judith A. Long2, 1;

Anne Canamucio2; Tanisha N. Dicks2; Briana Lott2; Richard SoRelle2; Judy

A. Shea1, 2; Steven C. Marcus3. 1University of Pennsylvania, Perelman School

of Medicine, Philadelphia, PA; 2Corporal Michael J. Crescenz VAMC, Phila-

delphia, PA; 3University of Pennsylvania, Philadelphia, PA. (Control ID

#2944663)

BACKGROUND: Previously we conducted a pilot randomized controlled

trial showing the effectiveness of peer mentors in improving glucose control in

African American veterans with poor diabetes control. In this study we report

on a RCT (which was part of a parent trial) assessing if mentoring from past

mentees is an effective means of helping veterans with poor diabetes control

improve control.

METHODS: We performed a 6 month RCT of peer mentoring from former

mentees for veterans with poor diabetes control. Veterans identified from the

electronic medical record as having two A1c readings ≥ 8% in the last two

years with the last one within 3 months were eligible. Enrolled veterans were

randomized to receive a peer mentor who was a former mentee or usual care.

Peer mentors were diabetic veterans who had been in poor control and had just

completed 6 months of being a mentee (as part of the parent trial). These

former mentees were asked to become mentors regardless of their current A1c.

All mentors received a short training and were called monthly to reinforce their

training. The primary outcome was change in A1c as measured at the day of

enrollment and 6 months post enrollment. For participants who missed their

follow-up appointment we abstracted A1c from the medical chart or imputed

missing values (16%). Additional outcomes included change from baseline to

6 months in LDL, systolic blood pressure (SBP), diabetes distress scores, and

depressions symptoms.

RESULTS:We enrolled 122 people (49 to usual care, 73 to the intervention).

70% were African American and 98% were male. Baseline biometrics were:

A1c 9.5% (SD 1.8), LDL 88.8 mm/dl (SD 34.7), and SBP 138.2 mmHg (SD

17.4). There was no difference in the mean change in A1c for the usual care

arm (-0.38: 95% CI -0.91, 0.15) versus the intervention arm (-0.14: 95% CI

-0.65, 0.37), (p = 0.55). However, when we compared the change in A1c

between those who received mentoring from a mentor who had been success-

ful as a mentee (dropped A1c by ≥ 1% when a mentee) to those who had not

been successful, those who received mentoring from a past successful mentee

dropped their A1c by -0.62 (95% CI -1.27, 0.04) compared to those who

received mentoring from a past unsuccessful mentee 0.72 (95% CI -0,06, 1.51)

(p = 0.03). The intervention did not have an effect on other outcomes.

CONCLUSIONS: We thought training former mentees to be mentors might

be an effective way to replenish the supply of mentors. However, using past

mentees as mentors was not an effective means of helping veterans with poor

diabetes control improve control. On the other hand, our stratified analysis

indicates that using past successful mentees as mentors may in fact be a

successful strategy and it should be tested further.

USING HEALTHIT TO MOBILIZE COMMUNITY RESOURCES IN

CLINICAL SETTINGS: THE COMMUNITYRX TRIAL Elizabeth L.

Tung1; Emily Abramsohn1; Kelly Boyd1; David G. Beiser1; Chiahung Chou2;

Elbert S. Huang1; Jonathan Ozik1, 3; Chaitanya Kaligotla3; Stacy T. Lindau1.
1University of Chicago, Chicago, IL; 2Auburn University, Auburn, AL; 3Ar-

gonne National Laboratory, Lemont, IL. (Control ID #2935700)

BACKGROUND: The Chronic Care Model identifies the mobilization of

community resources as essential to high-quality clinical care. Current strate-

gies often rely on clinicians or costly, trained staff members (e.g., navigators) to

individually direct patients to needed resources. This study evaluates the

impact of an automated and individually-tailored electronic resource referral

program, HealtheRx, on patients' knowledge and attitudes of common com-

munity resources that enable health.

METHODS:We conducted a pragmatic, randomized controlled trial of adults,

ages 45-74 years, in the primary care and emergency departments at an urban

academic medical center to assess change in knowledge and attitudes due to

receipt of HealtheRx. HealtheRx ‘prescriptions' contained personalized refer-

rals to community resources near each participant's home, and were generated

by integrating the electronic health record workflow with MAPSCorps

(mapscorps.org), an annual census of all businesses and organizations in a 16

ZIP code demonstration area on Chicago's South Side. Integrated data were

JGIM ABSTRACTS S383



classified using 7 wellness and 30 condition-specific ontologies to match

patient characteristics and condition-specific needs. Participants were random-

ized to receive the HealtheRx intervention or usual care (UC), and were

surveyed about their knowledge and attitudes of community resources at

baseline, 1 week, 1 month, and 3 months. They were specifically asked about

the six most commonly referred resources types: weight loss, healthy eating,

smoking cessation, counseling, stress management, and mortgage assistance.

We used mixed-effect logistic regression models to assess knowledge and

attitudes of resources as a function of intervention group and follow-up period,

adjusting for patient characteristics and clinical site.

RESULTS: Of 411 enrolled participants, 209 were in the HealtheRx group

and 202 in theUC group. Themajority were non-Hispanic black (90%), female

(68%), and had less than a college degree (82%). Most were insured by

Medicaid or were dual-eligible (64%). Compared to UC, HealtheRx recipients

had higher odds of reporting sufficient resources in their community to manage

health at 1 month (AOR=2.5; 95% CI, 1.1-5.7). For specific resource types,

HealtheRx recipients had higher odds of knowing about weight loss

(AOR=3.0; 95% CI, 1.1-8.4), healthy eating (AOR=4.2; 95% CI, 1.5-11.6),

smoking cessation (AOR=4.4; 95% CI 1.5-13.2), and mortgage assistance

resources (AOR=3.5, 95% CI 1.1-10.3) at 1 or 3 months; but not for stress

management or individual counseling resources.

CONCLUSIONS: HealtheRx improved attitudes about having sufficient re-

sources and specific knowledge of weight loss, healthy eating, smoking cessa-

tion, and mortgage assistance resources in a highly vulnerable, urban population.

Using health IT to automate and consistently deliver resource referrals that match

patient characteristics and health conditions may lead to better knowledge

retention and attitudes toward resources in the local community.

USING LUNG ULTRASOUND OBTAINED BY AN INTERNIST TO

ASSESS ELEVATED LEFTATRIAL PRESSURE IN HOSPITALIZED

PATIENTSAnnaMaw1; Stacy L.Anderson3; Elaine gee2; Deanna Jannat-Khah4;

Stacy Daugherty5. 1University of colorado, Denver, CO; 2Cornell, New York, NY;
3Memorial Sloan Kettering, New York, NY; 4Weill Cornell Medical School, New

York, NY; 5University of Colorado, Denver, CO. (Control ID #2939231)

BACKGROUND: Lung ultrasound (LUS) is emerging as a useful diagnostic

tool for several lung pathologies including pulmonary edema. The number of

sonographic B-lines on LUS has been used as a test to detect pulmonary

congestion in patients with chronic heart failure. However, its ability to detect

elevated left-sided filling pressures relative to accepted noninvasive measure of

elevated left-sided filling pressures and other more commonly used tools such

as brain-naturetic peptide (BNP) is not well defined. We sought to evaluate the

association of LUS findings (number of sonographic B-lines on lung ultra-

sound) and BNP to E/e' on transthoracic echocardiogram (TTE).

METHODS: This was a prospective convenience sample of 90 patients

admitted to an academic medical center in NewYork from 2014-2015. Patients

18 years or older, admitted to the hospital with an order for an inpatient TTE

were approached for enrollment. Patients who required the intensive care unit,

or carried a current diagnosis of pulmonary fibrosis or pneumonia were

excluded. All included patients had a LUS performed by two internal medicine

physicians trained in LUS within 24 hours of TTE. LUS were assessed by the

number of B-lines present on eight 6-second video clips. TTE parameters

including E/e' and BNP level were extracted by chart review. Spearman

correlation was used to examine relationships between E/e', LUS and BNP.

RESULTS:Of the 90 included patients, 56 had a recorded value for E/e' (62%)

and 68 had a recorded BNP (75%). The mean number of B lines was 9 (SE:

1.27) and mean BNP was 785 (SE: 119.96) ; 42% of patients with a recorded

E/e' value had an E/e' > 14. LUS findings significantly correlated with E/e'

(0.52, p<0.0001)), and BNP significantly correlated with E/e' (0.50, p< 0.001).

CONCLUSIONS: Among a population of hospitalized patients who

received a LUS by an internist, our findings suggest a moderate

correlation between LUS findings and E/e' comparable to that of

BNP. Our findings also suggest LUS may provide an alternative to

TTE or BNP for assessing elevated left-sided filling pressures. Given

its ease of acquisition, noninvasiveness and the immediate availability

of results, further research is needed to better define the role of LUS

in the management of hospitalized patients.

USINGMHEALTHTOHELPPROMOTORASBRIDGETHEDIVIDE

Kristopher R. Koch2; Megan Leslie1; Juanita Escareno3; Noe Garza3; Beatriz

Tapia3. 1University of Virginia School of Medicine, Charlottesville, VA;
2UTHealth San Antonio, San Antonio, TX; 3University of Texas School of

Medicine - Rio Grande Valley, Harlingen, TX. (Control ID #2945670)

BACKGROUND: Mobile health technology, also known as mHealth,

has been used internationally by community health workers (CHWs)

for community surveillance, connecting health resources to rural com-

munities and collection. Despite widespread use abroad, there has been

limited use of mHealth apps by community health workers in the

United States. Community health workers, also known as promotoras

in South Texas, have been used to target at-risk populations in

resource-limited areas along the US-Mexico border. This intervention

endeavored to understand the current uses of mHealth technology by

promotoras and to identify opportunities to reduce barriers for those

at-risk populations who typically have low or minimal contact with the

traditional health care system.

METHODS: Promotoras from South Texas completed a 27-item survey

on their use of technology and features that they would find useful in

a mobile health app. Chi square analysis was performed using SPSS

24.

RESULTS: Forty-three promotoras completed the survey and had an average

age of 45.2 years, had and average household income of $24,000. 46.5% spoke

Spanish only. 95% of participants reported using smartphones with 68.2%

using Android devices and 27.3% using iPhones. 95.5% reported using the

internet at home daily, and 100% reported using the internet daily on their

cellphone. Access to smartphones or the internet was not affected by income.

Most frequent apps used by promotoras were Facebook (72.7%), Whatsapp

(72.7%), and Google plus (50%). 81.8% reported they would use a mobile

promotora app to find health resources, 77.3% would use it for messaging,

81.8%would use it to give presentations, and 68.2%would use it to administer

surveys over paper surveys. Interest in mHealth app use was not affected by

age or income.

CONCLUSIONS: Our results suggest promotoras in South Texas have

readily accessible access to smartphones and the internet and would be inter-

ested in mHealth applications to aid in their work in the community. The

information from this survey will guide development of mHealth applications

for promotoras in their work connecting to communities and reducing health

disparities along the US-Mexico border.
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USING PATIENT REPORTED OUTCOMES TO PREDICT INPA-

TIENTADMISSIONS: AN EVALUATIONOFMYEVALUATION DA-

TA AT THE UNIVERSITY OF UTAH Zoe Gombart1; Rachel D.

Kroencke1; Rachel Hess1; Yue Zhang1; Molly Conroy2. 1University of Utah,

Salt Lake City, UT; 2University of Utah, Salt Lake, UT. (Control ID #2944934)

BACKGROUND: Over the last quarter-century, the relevance of patient-

reported outcomes (PROs), including health-related quality of life (HRQoL)

has become increasingly recognized. In 2004, an NIH Roadmaps Initiative

created Patient Reported Outcomes Measurement Information Systems

(PROMIS) in hopes to make the PRO collection more efficient. In 2009, the

University of Utah began collecting PROMIS physical function and depression

instruments through a platform calledMy Evaluation or mEVAL. In this study,

we seek to evaluate whether worse scores on PROMIS physical function and

depression are associated with increased hospitalizations.

METHODS: We included all patients who completed a PROMIS physical

function or depression survey in the outpatient setting between 2013 and 2017.

Data were analyzed using a cox regression model, with a primary outcome of

time to subsequent hospitalization. PROMIS physical function and depression

was the primary predictor and used as both a linear variable as well as a

dichotomized as impaired (1.5 SD below the median for physical function and

above the median for depression) vs. not. Confounders controlled for were

diagnoses including, anxiety, substance abuse, and mood disorder, as deter-

mined by ICD-9 or 10 codes, as well as the Elixhauser Comorbidity Index.

RESULTS: A total of 93,863 patients completed PROMIS physical function

and depression surveys as outpatients. The mean age of the population was 48,

and 57% were female. The average number of clinic visits before admission

was 3.4 and average time to admission was 909 days. Better physical function

scores were associated with a decreased likelihood of admission both as a

continuous (HR 0.96, p <0.001) and dichotomous (HR 0.49, p <0.001)

variable. Worse depression scores were associated with an increased likelihood

of admission, both as a continuous (HR 1.01, p <0.001) and dichotomous (HR

1.12, p=0.05) variable.

CONCLUSIONS: Patients' reports of physical function and depression were

associated with subsequent hospital admission controlling for medical comor-

bidities. PROs are actionable and, as population health strategies grow, in part

as a response to prospective payment models, may be useful in identifying

individuals at risk for targeted intervention to prevent future hospitalizations.

UTILIZATIONOF TRANSITIONALCAREMANAGEMENTCODES

IN A PRIMARY CARE INTEGRATED HEALTH NETWORK Scott

Joy2, 1; Casey Wetherbee2. 1The Colorado Health Foundation, Denver, CO;
2HealthOne, Denver, CO. (Control ID #2937289)

BACKGROUND:Appropriate follow-up care received after a hospitalization

has been shown to reduce patient mortality and overall health care costs.

Transitional Care Management (TCM) CPT billing codes 99495 and 99496

exist to reflect the work done by primary care and specialty physicians in

regards to care transitions, but are not well known and likely underutilized.

METHODS:Our integrated network of primary care practices (Rose Integrat-

ed Health Network, RIHN) requested a query from a participating commercial

payer of all patients assigned to primary care physicians (PCP) within our

network who had a medical or surgical admission within the last calendar year.

The list of patients was then queried for the patients who also had a visit with

either a PCP or specialist within 14 calendar days of the discharge date. For

those patients with a visit within 14 calendar days of discharge, the code used

to bill for the visit was reviewed (Evaluation andManagement (E/M) codes, or

Transitional Care Management (TCM) CPT codes).

RESULTS: The number of patients managed by primary care practices in an

integrated health network who had a hospitalization within a given calendar

year: 1,043 Medical admissions: 713 Surgical admissions: 330 The number/

percentage of patients who had a follow up visit with any provider within 14

days of discharge (primary or specialty care). 830/1043, 79.58% 502/830,

60.5% were with PCP 328/830, 39.5% were with specialist 213 patients

(20.42%) had no visit 14 days after discharge. TCM after medical admission:

429/713, 60.17% TCM after surgical admission: 73/330, 22.12% number of

patients seen within 14 days after discharge who had a TCM CPT code used

(99495 or 99496): 13/830, 1.6%

CONCLUSIONS: Our analysis of the performance of our network regarding

TCM showed that overall, a high percentage (79.58%) of hospitalized patients

had a follow up visit with a primary care physician or specialist within 14 days

of discharge. Surgical admissions were less likely to have a visit documented

within 14 days of discharge compared to medical admissions (22.12% vs

60.17%). There is opportunity to increase the number of patients who have

TCM visits completed, as 20.42% of patients had no visit within 14 days of

discharge. Despite high percentage of patients who had follow up TCM visits

within 14 days of discharge, the TCM specific CPT codes were used infre-

quently (1.6% of the time).

UTILIZING THE ELECTRONIC MEDICAL RECORD TO EXPAND

OPT-OUT HIV SCREENING TO THE INPATIENT SETTING OFAN

URBAN, ACADEMIC HOSPITAL Sara Baghikar1, 2; Anjana Bairavi

Maheswaran2; Justin Kosirog3; Mary Kate Mannion2; Janet Lin4, 2. 1Univer-

sity of Illinois Hospital and Health Sciences, Chicago, IL; 2University of

Illinois Hospital and Health Sciences Systems, Chicago, IL; 3University of

illinois Hospital and Health Sciences, Chicago, IL; 4University of Illinois at

Chicago, Chicago, IL. (Control ID #2944589)

BACKGROUND: The Centers for Disease Control and Prevention (CDC)

recommend routine HIV screening for everyone between 13 and 64 years in all

healthcare settings. Emergency Departments (EDs) have implemented HIV

screening programs and successfully identified patients with undiagnosed HIV

infection. However, hospitalized patients who are not admitted through EDs

are not captured by these programs. Expansion of HIV screening to inpatient

settings is needed to further improve early diagnosis and linkage to care and

help achieve the 90-90-90 goals of the National HIV/AIDS strategy by 2020.

This study describes the design and projects testing rates of an inpatient HIV

screening program which utilizes the electronic medical record (EMR) to

streamline HIV screening during the admission process in an urban, academic

hospital.

METHODS: Emergency Medicine, Internal Medicine, Infectious Disease,

Nursing Informatics and Information Services collaborated to adapt an existing

ED-based opt-out HIV screening algorithm to the inpatient setting. The EMR

algorithm contains two components. A non-targeted component determines

eligibility for HIV screening if patients are between 13 and 64 years old and

have no HIV diagnosis and no HIV test documented in their chart. The second

component searches for additional risk factors (residence in a zip code with

more than 1%HIV prevalence, unsafe sex, IV drug use or unstable housing). If
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any of these factors is present and there is no documented HIV test in the past

12 months, a patient is eligible for screening.

RESULTS: An HIV Screening tab was added to the Nursing Admission

History Form in the EMR. For patients who are eligible for HIV screening and

admitted to the medicine service, the HIV screening tab is activated and com-

pleted by Nurse Navigators as part of the admission process. Nurse Navigators

inform patients of the opt-out HIV screening policy, offer the opportunity to ask

questions and document one of the following responses in the HIV screening

tab: a) Patient was informed and did not decline screening, b) Patient was

informed and declined screening, or c) Patient was not informed due to clinical

presentation. When physicians on the floors order basic labs (complete blood

count (CBC) or clinical chemistry), a prompt informs them that their patient is

eligible for and consented to HIV screening. By selecting "OK" in that prompt,

theHIV test is automatically ordered. Out of 165 patients who are admitted to the

medicine service per month, we project 68 patients (41%) to be eligible for HIV

screening. Based on an estimated opt-out rate of 22%, we expect at least 53

patients to consent and be screened for HIV per month.

CONCLUSIONS: Expanding HIV screening from the ED to the inpatient

setting is feasible and can help achieve the goal of HIV screening in all

healthcare settings as recommended by the CDC. Utilizing the EMR can help

facilitate the screening process during admission and ensure clinical workflow

is not compromised.

VALIDATION OF ICD-10 CODES FOR BLEEDING AMONG PA-

TIENTS WITH AN INDICATION FOR ANTITHROMBOTIC THER-

APY Sultan Khan1, 2; Yeshika Sharma1; Margaret A. Olsen3; Roger Yusen3, 1;

Richard H. White4; Melinda Miller3; Rabia Saeed4; Hannah Lin5; Oluseun

Atolagbe4; Brian F. Gage6, 1. 1Washington University-St. Louis, Chesterfield,

MO; 2University Of Missouri-Kansas City, Kansas City, MO; 3Washington

University in St. Louis, St. Louis, MO; 4UC Davis, Sacramento, CA; 5Uni-

versity of Massachusetts Medical School, Worcester, MA; 6Washington Uni-

versity, St. Louis, MO. (Control ID #2945402)

BACKGROUND: Among the elderly, antithrombotic agents (warfarin,

rivaroxaban, dabigatran, enoxaparin) accounted for 4 of the 15 most common

medications associated with emergency department (ED) visits. To study the

risks and incidence of bleeding, clinicians and researchers often use Interna-

tional Classification of Disease (ICD) codes to identify bleeding events. On

October 1, 2015, the U.S. transitioned from ICD-9 to ICD-10 coding system,

which may facilitate more detailed diagnostic information. However, the

diagnostic accuracy of ICD-10 codes for bleeding is unknown. Also unknown

is whether the position of the code (e.g. principal vs. secondary diagnosis)

affects diagnostic accuracy.

METHODS: We conducted a nested case-control study that used electronic

medical records (EMRs) from ED and inpatient encounters from 1/1/2016-8/

31/2017 at 4 community medical centers and 2 university medical centers. We

defined cases by presence of an ICD-10 code for bleeding in the EMR. We

matched cases and controls approximately 2:1 by hospital, encounter year,

inpatient vs ED encounter, and indication for antithrombotic therapy. We

conducted structured EMR abstraction while blinded to ICD codes by analyz-

ing admission notes, discharge summaries, laboratory tests, imaging and

procedure notes. We entered data into a REDCap database. The primary

analyses assessed the accuracy of ICD-10 coding for the presence and site of

bleeding. For our analysis, we defined the gold standard as bleeding captured

by structured EMR abstraction. We compared the presence of bleeding by the

gold standard with the presence of an ICD-10 code for bleeding in the EMR.

We adjusted for the sampling method when calculating 2x2 table accuracy. We

analyzed the diagnostic accuracy of ICD-10 codes for bleeding stratified by

site: intracranial hemorrhage (ICH), gastrointestinal (GI) bleeding, and miscel-

laneous bleeding (MISC) which included other bleeds.

RESULTS: ICD codes for ICH had a sensitivity of 98.8% and a positive

predictive value (PPV) of 87.9%. ICD codes for GI bleeding had a sensitivity

of 80.4% and PPVof 85.4%. MISC bleeding codes had a sensitivity of 56.2%

and a PPVof 74.7%. Irrespective of the bleeding code site, the PPV depended

on the position of the ICD-10 code on the list of discharge codes: 94.6% for all

codes in the principal/first diagnosis position; 74.8% for codes in the second

position; and 54.9% for codes in a subsequent position (DX3-DX25).

CONCLUSIONS: ICD-10 codes for ICH and GI bleeding have good to

excellent sensitivity, while codes for MISC bleeding have lower sensitivity.

Bleeding codes in the primary position have a high PPV, irrespective of

bleeding site, but the PPV drops to 54.9% for bleeding codes in positions 3

to 25.

VALUE-ADDEDCLINICAL SYSTEMSLEARNINGROLES INMED-

ICAL SCHOOLS: FACTORS TO CONSIDER IN DESIGNING AND

IMPLEMENTING NEW PROGRAMS Jed Gonzalo; Deanna Graaf;

Amarpreet K. Ahluwalia; Daniel Wolpaw; Britta Thompson. Penn State Col-

lege of Medicine, Hershey, PA. (Control ID #2944374)

BACKGROUND: After emphasizing biomedical and clinical sciences for

over a century, US medical schools are expanding experiential roles that allow

students to add value to patient care while simultaneously learning about

Health Systems Science (HSS), which includes concepts such as social deter-

minants of health, population health, high-value care, and system improve-

ment. These new practice-based experiences are different than current precep-

torship roles, which focus on learning doctoring skills from physician faculty

within practice settings. Despite potential benefits, little work has explored

facilitators or barriers to implementing value-added clinical systems learning

roles that could be widely adopted by medical schools. After developing a

program where all 1st-year medical students are integrated into interprofes-

sional care teams to contribute to patient care, we used a Diffusion of Innova-

tions framework to explore and identify barriers, facilitators, and best practices

for implementing value-added clinical systems learning roles.

METHODS: In 2014, Penn State College of Medicine implemented a student

patient navigator program where all 1st-year medical students serve as patient

navigators within the health system to extend the work of the clinical staff by

addressing patient needs through interviews, phone calls, home visits, and

solving issues impacting patient health. During the program's third year in

2016, we conducted 32 clinical-site observations, 29 1:1 interviews with

mentors, and 4 student focus-group interviews. Data were transcribed verba-

tim, combined into one dataset, and analyzed using thematic analysis to

identify categories and themes. Two investigators first analyzed one set of

field notes looking for words that recurred frequently to create an initial

codebook, followed by independent coding and regular adjudication sessions

to compare codes for inconsistency and agreement. The research team

discussed the categorization scheme and agreed upon results and quotations.

RESULTS: Of 36 sites implementing the program, 17 (47%) remained, 8

(22%) significantly modified, and 11 (31%) withdrew from the program.
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Identified strategies for implementing value-added roles included: student

education, patient characteristics, patient selection methods, activities per-

formed, and resources. Six themes influencing program implementation and

maintenance included: (1) educational benefit, (2) value added to patient care

from student work, (3) mentor time and site capacity, (4) student engagement,

(5) working relationship between school, site, and students, and, (6) students'

continuity at the site.

CONCLUSIONS: Health Systems Science is an emerging focus for medical

schools, and educators are challenged to design practice-based roles that

enhance education and add value to patient care. Health professions schools

implementing value-added roles will need to invest resources and strategize

about best practice strategies to guide efforts.

VALUING AND OPTIMIZING NON-FACETIMEWORK IN DETER-

MININGPRACTICEWORKLOADMichael Hu2; Stephanie A. Eisenstat1;

Retsef Levi2; Karen Carlson1; Joseph Doyle2; Anne Huppert1. 1Harvard Med-

ical School, Boston, MA; 2Massachusetts Institute Technology, Cambridge,

MA. (Control ID #2939486)

BACKGROUND: Healthcare organizations are moving away from a fee for

service model for physician compensation towards one that involves risk-

adjusted patient panels. In panel-based compensation, a primary care provider

(PCP) managing a panel requiring more work receives more pay. Existing risk-

adjustment methods assume that a patient's medical complexity is a direct

indicator of the quantity of work for the PCP. With electronic health record

(EHR) systems, however, we observe that the relationship between complexity

and workload is more nuanced. Recent studies show PCP work extends

beyond office visits, with half of PCP time now spent on EHR work (non-

facetime work, or NFTW). This includes tasks such as post-visit documenta-

tion, patient communication, etc. The goals of this study are to 1) establish a

methodology for measuring total PCPwork (facetime +NFTW), 2) explore the

relationship between existing measures of patient complexity (risk scores) and

workload, and 3) develop prediction models that use a patient's characteristics

to predict the total PCP workload required to manage the patient.

METHODS:Medical records of >10,000 patients from a primary care practice

were analyzed including all electronic documentation generated about the patient.

These analyses provide an objective and replicable process for measuring the

quantity of workload (time) that any patient requires. Using machine learning

models (advanced linear regression (LASSO), classification & regression trees

(CART), random forests, and neural networks), we tested how well current risk

scores predict future PCP workload. The performance of these models are

evaluated using the metric of out-of-sample R-squared (OSR2). From EHR data,

we generated >500 characteristics that describe each patient according to their

demographics, clinical history, and previous communication with the practice.

These are used to train the same machine learning models to predict future PCP

workload. We compare these models to the risk score models using OSR2.

RESULTS: Our analyses indicate a tremendous amount of PCP time is spent on

NFTW.The practice of ~10,000 patients generates ~740messages&notes per day,

a quarter of which is done by PCPs. Current risk scores (e.g., CMS-HCC scores)

achieve OSR2 of ~0.07 when predicting PCP workload of patients. Our new

models achieve OSR2 of ~0.31-more than a 4-fold increase in predictive power.

CONCLUSIONS: As PCP work increasingly involves many tasks and the

usage of EHRs, it is crucial to quantify this workload and understand its drivers.

Our findings challenge the assumption that a patient's medical complexity is

necessarily indicative of the work required to manage the patient. For example,

lower back pain and mood disorders are considered low-complexity conditions

despite requiring substantial PCP management. In addition, life events (e.g.,

divorce or other stressors) that amplify workload are not captured by traditional

risk models. Our prediction models leverage EHR data to capture these effects.

VARIATION INLOWVALUEHEALTHSERVICEUSEWITHINTHE

DEPARTMENTOFVETERANS AFFAIRS Thomas R. Radomski1, 2; Yan

Huang1; Florentina Sileanu2; Seo Young Park1; JoshuaM. Thorpe3, 2; Carolyn

T. Thorpe3, 2; Michael J. Fine1, 2; Walid F. Gellad1, 2. 1University of Pittsburgh

School of Medicine, Pittsburgh, PA; 2VA Pittsburgh Healthcare System, Pitts-

burgh, PA; 3University of Pittsburgh, Pittsburgh, PA. (Control ID #2944751)

BACKGROUND: Although the widespread use of low value health services

(i.e., a test or procedure whose costs or harms exceed its benefits) is a major

driver of wasteful healthcare spending among Medicare beneficiaries, less is

known about the use of such health services within the Department of Veterans

Affairs (VA). As part of a larger effort to adapt and apply a claims-based metric

of low value health services for use in VA data, we sought to assess the overall

prevalence of and variation in the use of 2 specific low value health services

across VAMedical Centers (VAMC), and determine if there was an association

between VAMC-level low value health service use and geographic location.

METHODS:We compiled a 20% random sample of all Veterans continuously

enrolled in VA in FY2015. We adapted a Medicare claims-based metric for use

in VA data to identify Veterans in this sample who underwent the following

low value health services commonly performed in Medicare beneficiaries: 1)

Prostate Specific Antigen (PSA) testing in Veterans ≥75 years without a history
of prostate cancer, and 2) low back imaging (LBI) for non-specific low back

pain, done within 6 weeks of the first back pain diagnosis, and without a co-

occurring diagnosis to warrant imaging, such as paralysis. We determined the

overall percentage of eligible Veterans who underwent PSA testing and LBI

and the range of use for both low value health services across 127 VAMCs.We

subsequently divided VAMCs into quintiles depicting the percentage of eligi-

ble Veteranswho underwent PSA testing and LBI, and compared differences in

the use of each low value health service across geographic regions (i.e.,

Northeast, South, Midwest, and West) using Fisher's exact test.

RESULTS: We identified 1,022,987 Veterans who received care in 127

VAMCs, of whom 214,480 were aged 75 years or greater and thus eligible to

undergo PSA testing, and 343,024 had a back pain diagnosis and were eligible

to undergo LBI. Overall, 51,388 (24.0%) Veterans underwent PSA testing and

19,736 (5.7%) underwent LBI. At the VAMC level, a median of 29.8% (range

8.8% - 81.5%) of Veterans underwent PSA testing and 6.6% (range 2.6% -

15.3%) underwent LBI. For both PSA testing and LBI, VAMCs in the bottom

quintile were predominantly located in the Northeast (PSA 13/27, 48%; LBI

9/27, 33%), and VAMCs in the top quintile were predominantly located in the

South (PSA 19/27, 70%; LBI 13/27, 48%; p<0.05 for all comparisons).

CONCLUSIONS: In a 20% random sample of all Veterans enrolled in VA, we

identified substantial overall use and 6 to 8-fold variation in low value LBI and

PSA testing, respectively, across VAMCs, in addition to significant variation in

the use of these tests across geographic regions. These findings highlight the

importance of further characterizing the facility-level determinants of low

value health service use and the need for interventions, such as Health IT

decision support tools, to mitigate low value health service use at both the

national and VAMC level.
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VARIATION IN PHYSICIAN PERCEPTIONS OF READMISSION

RISK BY PHYSICIAN SPECIALTY AND PERCEIVED REASON

FOR READMISSION Oanh K. Nguyen; Vivek Patel; Colin Washington;

Anil N. Makam. UT Southwestern Medical Center, Dallas, TX. (Control ID

#2937611)

BACKGROUND: Physician specialty and clinical judgement may be impor-

tant predictors of patients' 30-day hospital readmission risk. However, the

influence of these factors on physician perceptions of patient readmission risk

is unknown.

METHODS: We conducted a prospective study of physicians caring for

hospitalized adults on inpatient medicine and cardiology services in a large,

urban safety-net hospital in Dallas, Texas from September through October

2017. We asked physicians to predict patients' risk of 30-day readmission, rate

their confidence in each prediction on five-point Likert scales (for both mea-

sures, ‘low' = score of 1-3, and ‘high' = 4 or 5) and to select a primary reason

(medical, social, or mental health) for potential readmission. Surveys were

conducted in-person on the day of anticipated discharge.

RESULTS:We surveyed 106 physicians on 1,248 hospitalizations. Of physi-

cians surveyed, 29.3% identified as hospitalists; 51.9% identified as general

internists and 18.8% identified as other types of clinical subspecialties. Overall,

physicians reported 26.0% as being high risk, and did not differ by physician

specialty (hospitalists identified 27.7% as high risk vs. 24.9% by other spe-

cialties, p=0.21). Overall, physicians were more confident in predictions of

high risk versus low risk (65.1 vs 45.2%, p<0.001). Hospitalists were more

confident in their perceptions of readmission risk (56.4 vs 46.6%, p<0.001).

There were no differences in perceived reason for potential readmission by

specialty (overall, 76.2% medical, 13.4% social, 10.4% mental health). Per-

ceived high readmission risk was more likely to be associated with social (21.6

vs 10.6%, p<0.001) or mental health reasons (18.7 vs 7.3%, p<0.001) for

readmission compared to low-risk predictions.

CONCLUSIONS: Physicians overall are more confident in predicting pa-

tients as being high risk for readmission than low risk. Hospitalist physicians

are more confident in their predictions than other physicians, which may be

related to greater experience in discharging patients. In a safety-net hospital,

physicians reported medical illness as being the most common reason for

potential readmission. However, if physicians thought a readmission would

occur because of socioeconomic or mental health reasons, they were more

likely to rate their patients' readmission risk as high.

VARIATION IN PRESCRIPTION DRUG PRICES BYRETAIL PHAR-

MACY TYPE: A NATIONAL LEVEL CROSS-SECTIONAL STUDY

Jing Luo1; Aaron Kesselheim2. 1Division of Pharmacoepidemiology and

Pharmacoeconomics, Brigham and Women's Hospital / HMS, Boston, MA;
2Brigham and Women, Boston, MA. (Control ID #2941649)

BACKGROUND: Substantial variation has been reported in the list prices of

prescription drugs. High drug prices may result in worse health outcomes for

patients. Our objective was to systematically describe variation in prescription

drug prices by retail pharmacy type at the national level for 20 commonly

prescribedmedicineswhile controlling for socioeconomic and health insurance

variables at the ZIP code level.

METHODS: We obtained a cross-sectional sample of cash and discounted

prices for 20 prescription drugs at over 30,000 pharmacies during the fall of

2015 from GoodRx, an online drug pricing resource. Our analytic cohort

included the top 10 prescription brand-name drugs (including 4 specialty

medicines) by sales and the top 10 prescription generic drugs by volume per

IMS Health. We obtained demographic, socioeconomic and health insurance

data at the ZIP code level from the 2014 American Communities Survey. Our

primary exposure was retail pharmacy type in 5 categories: chain drug stores,

grocery stores, big box stores, independent, and specialty pharmacies. Out-

comes were mean cash price and mean discounted price (a reduced price

accessible via a proprietary GoodRx coupon) for a 1-month supply of the most

common dose within the generic, brand-name, and specialty drug categories.

To evaluate the effect of retail pharmacy type on drug prices, we created linear

regressionmodels, using chain drug stores as the referent category.We selected

variables using prior clinical knowledge and sequentially excluded highly

correlated variables. Our final model included drug name, age, black race,

employment, and health insurance status. We conducted all analyses in SAS

Version 9.4.

RESULTS: Mean discounted drug prices were 11% to 79% less expensive

than cash prices. After multivariate adjustment, big box stores had the least

expensive cash and discounted prices for generic drugs. For the average

generic drug (overall mean cash price $44/month), the cash price at a big

box pharmacy was $24.05 less than the price at a chain drug store. Among

brand-name drugs (mean discounted price $404/month) and specialty medi-

cines (mean discounted price $3895/month), independent pharmacies were

least expensive, with discounted prices that were $3.48 and $56.94 less,

respectively, than chain drug stores.

CONCLUSIONS: Drug cash prices, with or without a discount, vary sub-

stantially by the type of retail pharmacy. When compared to chain drug stores,

big box stores had the least expensive prices for generic drugs, while indepen-

dent pharmacies had the least expensive prices for brand-name drugs and

specialty medicines. Our findings may help patients make informed decisions

when comparison-shopping for prescription drugs.

VARIATION IN PUBLISHED STROKE RATES RESULTS IN WIDE

VARIATION IN THE NET CLINICAL BENEFIT OF

ANTICOAGULATION FOR ATRIAL FIBRILLATION Sachin J. Shah6;

Mark H. Eckman3; Sara Aspberg4; Alan S. Go5; Daniel E. Singer1, 2. 1Massa-

chusetts General Hospital, Boston, MA; 2Harvard Medical School, Boston,

MA; 3University of Cincinnati College of Medicine, Cincinnati, OH;
4Karolinska Institutet, Stockholm, Sweden; 5Kaiser Permanente Northern Cal-

ifornia, Oakland, CA; 6University of California, San Francisco, San Francisco,

CA. (Control ID #2936751)

BACKGROUND: The risk of ischemic stroke without anticoagulation for a

givenCHA2DS2-VASc score varies significantly across published cohorts. The

resulting impact on the net clinical benefit of anticoagulation in atrial fibrilla-

tion (AF) is not known. We aimed to determine the effect of variation in

published stroke rates on the net clinical benefit of anticoagulation.

METHODS: A decision analysis study. We used ischemic strokes rates

corresponding to CHA2DS2-VASc scores from four studies - ATRIA study,

SPORTIF, Swedish AF study, and the Danish National Patient Registry - in a

28-state Markov state transition model that compared the benefit of oral

anticoagulation vs. no anticoagulation. During each monthly cycle, patients

face a chance of stroke and hemorrhage, either of which may lead to death,

neurologic sequelae, or symptom resolution. The simulation ran for the entire
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life expectancy of the patient. We applied this decision analytic model to a

cohort of 33434 patients with incident AF (Jan 06 to Jun 09) in the Kaiser

Permanente Northern and Southern California integrated health care delivery

systems.

RESULTS: Of the 33434 patients, 27122 had a CHA2DS2-VASc score ≥2.
Among those with CHA2DS2-VASc score ≥2, use of ATRIA Study stroke rates

yielded the lowest population benefit (2576 QALYs, 0.06 expected median per

person, IQR -0.02 to 0.18), while the Danish National Patient Registry stroke

rates yielded the greatest population benefit (28934 QALYs, 0.70 expected

median per person, IQR 0.38 to 1.47). The CHA2DS2-VASc threshold at or

above which the population derives the greatest net clinical benefit from

anticoagulation varies based on the stroke rates used: CHA2DS2-VASc ≥3
using ATRIA Study stroke rates, ≥2 using Swedish AF study stroke rates, ≥1
using SPORTIF and ≥0 using the Danish National Patient Registry stroke rates.
CONCLUSIONS: Using current guidelines, variation in published off-

anticoagulation stroke rates results in tenfold variation in the estimated net

clinical benefit of anticoagulation. Guidelines should better reflect the uncer-

tainty of the current approach that uses a CHA2DS2-VASc threshold to rec-

ommend anticoagulation.

VARIATIONS IN STUDENT DOCUMENTATION IN THE ELEC-

TRONIC HEALTH RECORD Debra Leizman1, 2; Klara Papp1. 1Case

Western Reserve University, Cleveland, OH; 2University Hospital Cleveland

Med Ctr, Cleveland, OH. (Control ID #2945629)

BACKGROUND: Clinical care increasingly requires access to patient infor-

mation across multiple sites and settings. Since the late 1980s the Electronic

Health Record (EHR) has evolved to center stage as a strategy to assure quality

and safety in providing medical care. The purpose of this study is to describe

use of EHR by medical students during internal medicine training at US

medical schools.

METHODS: In 2016, authors performed a cross-sectional survey of Clerkship

Directors of Internal Medicine (CDIM) in the United States. The 94-item

survey included 6 sections. One section included 19-items on student docu-

mentation. IRB approval was obtained from the University of Texas Medical

Branch in Galveston, Texas.

RESULTS: Of 128 members, 95 (74%) responded. The large majority 78,

82% responded that students might interact with 2 or more EHR platforms

during the IM core clerkship while only 17, 18% responded students interact

with only 1 EHR platform. Clerkship Directors (CD) overwhelmingly, agreed

or strongly agreed that the perceived value of writing notes in the EHR is that it

encourages students to become more comfortable with data retrieval and

review of records (88, 93%); it increases student sense of involvement with

patient care (83, 90%) and with the team (84, 89%); it allows feedback to be

linked to patient work as reviewing and signing notes is part of normal

workflow (83, 87%). This comment illustrates the sentiment expressed: "It

would be impossible to overstate just how important it is for students to be full

participants in the EHR. Students having been writing notes for decades, why

on earth does this need to change just because notes are electronic?" As for the

current location of student notes, 60, 63% indicated that during the core

clerkship student notes are fully incorporated into the EHR as part of the

document section. A majority of physicians (65, 68.4%) agreed or strongly

agreed that a barrier to providing feedback to students on their notes is related

to the student note no longer being part of the patient work flow. Formal

feedback on notes is provided 53.7% of the time while informal feedback is

provided 89.5% of the time.

CONCLUSIONS: Despite clerkship directors' overwhelming opinion that

student documentation in the EHR has importance and educational value, there

is variability in where the student note is written, who gives feedback and

whether the student has access to electronic records within the clerkship.

VETERANS HEALTH ADMINISTRATION EMPLOYEE EXPERI-

ENCE WORKING IN INTER-DISCIPLINARY CARE MODELS

NESTED WITHIN THE PATIENT-CENTERED MEDICAL HOME

Devan Kansagara1, 2; Dylan E. Waller1; Summer Newell1; Elizabeth R. Hook-

er1; Anais Tuepker1. 1VA PortlandHealth Care System, Portland, OR; 2Oregon

Health and Science University, Portland, OR. (Control ID #2944255)

BACKGROUND: Recognizing the need for enhanced teamwork skills to

support the recently implemented patient centered medical home, the Veterans

Health Administration created seven Centers of Excellence (COEs) in Primary

Care Education to promote inter-disciplinary education and care. Studies have

identified characteristics associated with employeewell-being inmedical home

settings, but there is little information examining how inter-disciplinary edu-

cation and care models affect employee well-being.

METHODS: This mixed-methods study included: 1) a survey sent to all

employees working in the seven COEs, and 2) in-depth open-ended interviews

about work experience with select team members at the seven sites. The two

outcomes of interest were burnout and job satisfaction using validated one-item

measures, and covariates included individual and work characteristics chosen

for their proven or conceptual relationship to the outcomes of interest. We used

logistic regression models adjusted for age, gender, and work site for reported

analyses.

RESULTS: Of 333 eligible employees, 130 (39%) completed the survey.

Twenty-six percent reported significant levels of burnout, while 85% were

satisfied with their jobs. The table shows that the LPN job role, higher self-

rated curiosity, the amount of work matched to level of training, and higher

levels of participatory decision were associated with better employee well-

being. Of note, employees rated the level of participatory decision-making

higher for their work in the COE than in the general clinic (p < 0.01 for

comparison). Interviews (n=35) revealed that opportunities to work alongside

trainees contribute to satisfaction, but clinic norms and competing clinical

duties can diminish the desire for this participation. Staff noted frequent tension

between clinical care and educational priorities.

CONCLUSIONS: Rates of burnout were similar to rates reported in other

settings. Curiosity is a novel measure that appears to be associated with
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burnout and job satisfaction. Participatory decision-making was associated

with burnout and job satisfaction, and was rated higher in the COE than in

the general clinics. In evaluating the impact of innovations such as the COEs, it

may be important to consider employees' work experience outside the innova-

tion environment.

Correlates of burnout and job satisfaction

VIEWS OF PRIMARY CARE PROVIDERS ON TESTING DIVERSE

PATIENTS FOR GENETIC RISKS FOR COMMON, CHRONIC DIS-

EASESDiane Hauser3; aniwaa Owusu-obeng1; Michelle A. Ramos2; Kezhen

Fei2; Carol R. Horowitz2. 1Mount Sinai School of Medicine, New York, NY;
2Icahn School of Medicine at Mount Sinai, New York, NY; 3Institute for

Family Health, NYC, NY. (Control ID #2944474)

BACKGROUND: The impact of the expansion of genomics into primary care

will in part depend on preparedness of clinicians to incorporate genomic

medicine into practice, particularly as findings become more relevant to

patients with or at risk for common, chronic diseases. To inform adoption of

genomic and precision medicine into diverse primary care practices and patient

populations, we surveyed primary care providers (PCPs) about their views on

genetic testing for common diseases.

METHODS: We surveyed 486 PCPs (general internists, family physicians,

nurse practitioners, response rate 89%) before adult patients of theirs with self-

reported African ancestry enrolled into a genetic testing study. They work at 15

community sites (community health centers and private practices) and aca-

demic sites in New York City.

RESULTS:Most PCPs had some formal genetics education (79%), and think

genetic testing for common chronic diseases is useful (73%) and will improve

clinical outcomes (70%). Academics are less likely than community PCP's to

have ever ordered a test (24% vs. 56%) or returned results (18% vs. 52%);

p<.0001. All PCPs feel equally unprepared to work with patients at high risk

for genetic conditions (72%) and only 14% are confident interpreting test

results. Most are concerned insurance will not cover the cost testing (81%),

that testing will lead to insurance discrimination (53%) and do not trust

companies that offer testing (76%). Academics are significantly less concerned

(49% vs. 62%, p=0.01) and more trusting of these companies (28% vs. 17%,

p=0.01). Many- 53% feel their patients will be interested in genetic testing for

common diseases. Perceptions do not differ by academic vs. community site,

but do differ by PCP race and ancestry: Black/Latino (65%) and Asian PCPs

(64%) are more likely than Whites (52%) to think telling patients they have a

genetically increased risk of a chronic disease will cause them excessive worry

(p=0.04), than White PCPs (45%). Interestingly, Black/Latino (46%) and

Asian PCPs (43%) are also more likely than Whites (27%) to think genetic

testing will motivate patients to adopt healthy behaviors (p=0.001) and that

discussing genetic risk with patients will prevent disease (Black/Latino 68%,

Asian 53%, White 38%, p<.0001). Most (81%) feel patients' race/ancestry can

help identify those who may benefit from genetic screening and that gene

variants are a clue to the reasons for health disparities. Academics hold this

belief more than community PCPs (85% vs. 75%, p=0.003), but there are no

differences by PCP race/ethnicity. Over 80% indicate that it would be helpful to

have tools in the electronic health record related to genetic testing for chronic

diseases; community clinicians are more likely to indicate that these tools will

be helpful.

CONCLUSIONS: These findings point to some of the attitudes, knowledge

gaps, and resources that should be taken into consideration in the rollout of

genomic medicine into clinical care for common illnesses in diverse popula-

tions.

VIRTUAL FIRST RESPONDERS: THE ROLE OF DIRECT-TO-

CONSUMER TELEMEDICINE IN CARING FOR PEOPLE IMPACT-

EDBYANATURALDISASTER Lori Uscher-Pines1; Shira H. Fischer4; Ian

Tong3; Ateev Mehrotra4; Rosalie J. Malsberger4; Kristin N. Ray2. 1RAND

Corporation, Arlington, VA; 2University of Pittsburgh, Pittsburgh, PA; 3Doc-

tors on Demand, Palo Alto, CA; 4RAND Corporation, Boston, MA. (Control

ID #2930792)

BACKGROUND: Direct-to-Consumer (DTC) telemedicine offers patients

immediate access to remote physicians via personal electronic devices, to offer

convenience for patients seeking care for minor acute illnesses. In disasters,

DTC may facilitate care that would otherwise be inaccessible. We describe

disaster response and recovery services provided by one company, Doctor on

Demand.

METHODS:We analyzed data from the 30 days after Hurricanes Harvey and

Irma (Aug-Sep '17), when Doctor on Demand offered free video visits to self-

identified victims. Physicians recorded one diagnosis code per visit. We

compared visits, categorized by ICD-10 diagnostic categories, for hurricane

victims vs. nationally during the same period.

RESULTS: There were 2057 telemedicine visits provided to Harvey (n=1414,

69.0%) and Irma victims (n=644, 31.3%). Visit volume peaked between days

3-6 after hurricane landfall. Among participating patients, 73.6% were female,

14.4% were age <17, and 1.9% were age ≥65. Top diagnoses following

landfall of Harvey and Irma were similar but differed from diagnoses nation-

ally. Acute respiratory illnesses (31.3%) and skin problems (8.3%) were two of

the most common diagnosis categories, like in national data. However, a

greater fraction of visits for hurricane patients were for chronic conditions

(7.2% in the first week vs. 5.7% nationally); advice, counseling, and refills

(5.7% vs. 3.3%), and back and joint concerns, including injuries (6.1% in the

first week vs. 3.4% nationally). Mental health concerns were less common

(5.9% vs. 11.7%). Out-of-state physicians responded to 52.6% of visits.

CONCLUSIONS: Our results provide context on the care that can be

provided via DTC telemedicine in a disaster, timing of peak demand,

and top needs. The most common conditions managed during these

hurricanes were similar to what is addressed in non-disaster contexts,

with a notable delayed peak in use of services. This analysis is limited

to one company, and we lacked data on the first three days following

landfall of Harvey.
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VOLUME RESPONSES AND PATIENT SELECTION IN VOLUN-

TARY BUNDLED PAYMENTAmol S. Navathe1; Joshua M. Liao2; Sarah

Dykstra1; Erkuan Wang1; Zoe Lyon1; Ruoming Wu1; Daniel Polsky1; Ezekiel

J. Emanuel1. 1University of Pennsylvania, Philadelphia, PA; 2University of

Washington, Seattle, WA. (Control ID #2944487)

BACKGROUND: Early evaluations of the Bundled Payments for Care

Initiative (BPCI) showed reductions in total Medicare payments for lower

extremity joint replacement (LEJR) episodes ranging from 4% to 20% with

stable-to-improved quality. However, these savings may be driven by partici-

pant selection of healthier patients, both by increasing the volume of proce-

dures for low-risk patients as well as shifting case-mix toward them.We sought

to examine volume responses and patient selection in BPCI and any resulting

reductions in savings.

METHODS: Using 100% Medicare claims from 2011-2015, we imple-

mented a difference-in-differences model to test whether markets with

hospitals in BPCI (BPCI markets) experienced differential changes in

LEJR (MS-DRG 469/470) volume compared to markets without hospitals

in BPCI (Non-BPCI markets) using negative binomial regression, adjusted

for market and quarter fixed-effects and patient, hospital, and market

controls. The primary exposure variable was a time-varying ‘dose-re-

sponse' in which a market's dose corresponds to the sum of participating

hospitals' market share for LEJR in the pre-BPCI period (2012Q4 -

2013Q3). We examined the impact of BPCI participation at the hospital

referral region (HRR) level to avoid confounding from shifting of patients

from non-BPCI hospitals to BPCI hospitals. We also conducted falsifica-

tion tests and examined whether changes were due to pent-up demand or

patient shifting across market boundaries.

RESULTS: Our sample included 1,100,854 patients admitted for LEJR to

1,767 hospitals in BPCI markets and 857,364 patients admitted to 1,341

hospitals in non-BPCI markets from 2011-2015. LEJR volume exhibited a

strong secular trend: quarterly LEJR volume increased from 208,877 to

236,631 in BPCI market and 164,408 to 182,839 in non-BPCI markets. There

was a significant effect of a market's BPCI exposure ("BPCI dose") on LEJR

volume in adjusted models (incidence rate ratio of 1.028; P = 0.048). The

average market with a BPCI participant experienced an increase in 7.2 proce-

dures annually, reducing savings by $158,000 or 10% of total savings. Markets

with BPCI participants also experienced a significant differential reduction in

share of complex procedures, DRG 469, (reduction of 17%, P < 0.01), though

within DRG there was no differential change in the average Elixhauser risk

score relative to markets without BPCI participants (P = 0.86). Additional

analyses were consistent with a true volume response and neither pent-up

demand, patient shifting across market boundaries, nor other artifactual expla-

nations explained the differential changes.

CONCLUSIONS: While there was substantial shifting to low-risk patients

and a small volume response, the offset toMedicare savings was minimal. Still

policymakers may consider adding patient-centered features such as shared

decision making to mitigate chances of unintended consequences.

WELLNESS GATOR COUNCIL: A RESIDENT-LED GRASSROOTS

APPROACHTO PROMOTERESIDENTWELL-BEING ANDRESIL-

IENCY Rachel Y. Nickels1; Amy J. Sheer2; Marie Claire Lamb3; Lazarus K.

Mramba1; Margaret C. Lo4. 1UF Health, Gainesville, FL; 2University of

Florida, Gainesville, FL; 3UFL, Gainesville, FL; 4University of Florida Col-

lege of Medicine, Gainesville, FL. (Control ID #2933858)

BACKGROUND: ACGME mandates all residency programs to "establish

policies and programs supporting optimal resident well-being." Yet, no specific

ACGME guidelines or best practices exist on resident resiliency training. A

needs-assessment survey of residents at UF Medicine Residency program

found 19% dissatisfaction in programmatic processes and 18% dissatisfaction

in opportunities to manage fatigue and stress. In response, UF leadership

created a resident-led Wellness Gator Council as a first step towards

empowering housestaff to enact interventions against burnout. This study

assesses the impact of grassroots interventions from the Wellness Gator Coun-

cil on resident burnout.

METHODS: The Wellness Gator Council consisting of 10 residents and a

Chief Resident met on a monthly basis. Wellness interventions included a

monthly wellness event calendar, a Wellness Column in the e-newsletter,

initiation of 2 sports clubs and 4 resident led morning reports. Morning reports

focused on nutrition, meditation, yoga and two small group sessions that gave

housestaff protected time to share their experiences with peers. The Maslach

Burnout Inventory (MBI), measuring three aspects of burnout i.e. emotional

exhaustion (EE), depersonalization (DP) and personal accomplishment (PA),

was given to residents during a noon conference in November 2016 (pre-

intervention), February 2017 (mid-intervention) and August 2017 (post-

intervention). Mean MBI scores of each section were compared at the three

time intervals, using one-way ANOVA and Fisher's Exact test.

RESULTS:A total of 95 out of 115 residents completed theMBI. For EE, 6%

scored high level of burnout; 25% scored moderate level of burnout. Mean

scores were 11.92±1.65 pre-intervention, 8.30±1.56 mid-intervention and

13.21±1.13 post-intervention. For DP, 38% scored high level of burnout;
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36% scored moderate level of burnout. Mean scores were 10.50±1.26 pre-

intervention, 9.10±1.53 mid-intervention, and 11.53±1.02 post-intervention.

For PA, 43% scored high level of burnout; 24% scored moderate level of

burnout. Mean scores were 37.45±1.43 pre-intervention, 37.30±1.92 mid-

intervention, and 36.92±0.89 post-intervention. No significant difference be-

tween mean scores was seen across any time points e.g. pre- vs. post-

intervention for each section (p=0.78 EE, 0.81 DP, 0.95 PA). No significant

difference occurred between levels of burnout for each section (p=0.62 EE,

0.89 DP, 0.62 PA).

CONCLUSIONS:Our study supports the literature citing significant burnout

among residents but failed to improveMBI scores despite multiple resident-led

wellness interventions. Resident-led grassroots efforts empower and engage

housestaff to combat burnout. However, bottom-up efforts alone are insuffi-

cient in improving burnout outcomes. Further top-down programmatic inter-

ventions are needed to create a culture of resident wellness. Our next step is to

formalize a multi-modal resiliency curriculum to engage residents with varying

wellness practices and differing views of wellness.

WHAT ARE THE EFFECTS OF NEIGHBORHOOD POVERTY ON

HEALTHCARE UTILIZATION? EVIDENCE FROM THE MOVING

TO OPPORTUNITY EXPERIMENT Craig E. Pollack1, 2; Shawn Du2;

Amanda L. Blackford3; Rachel Thornton3, 2; Stefanie DeLuca4; Bradley

Herring2. 1Johns Hopkins University School of Medicine, Baltimore, MD;
2Johns Hopkins Bloomberg School of Public Health, Baltimore, MD; 3Johns

Hopkins School of Medicine, Baltimore, MD; 4Johns Hopkins University,

Baltimore, MD. (Control ID #2937321)

BACKGROUND:While researchers and policymakers are strongly interested

in better understanding the effects of neighborhood poverty on healthcare

utilization, empirical studies of this topic have been hampered by the nonran-

dom decisions families make when choosing where to live. We sought to

investigate the long-term causal impact on health care utilization using a

randomized controlled experiment.

METHODS: From 1994-1998, the U.S. Department of Housing and Urban

Development's Moving To Opportunity (MTO) randomized low-income fami-

lies living in public housing to one of three arms: (1) control group, (2) receive a

voucher which required a move to a low-poverty neighborhood, or (3) receive a

traditional unrestricted Section 8 voucher.We linkedMTO data to administrative

Medicaid claims data from 1999-2009 for MTO participants within four of its

five sites (California, Illinois, Maryland, and New York); this time period

represents 5 to 13 years post-randomization. Our main outcomes included

Medicaid enrollment, number of hospitalizations, and total inpatient days. We

performed an intent-to-treat (ITT) analyses to examine the impact of either the

experimental low-poverty voucher or traditional Section 8 voucher relative to the

control group. We then used an instrumental variable (IV) approach to examine

the impact of neighborhood poverty.We examined separate subsamples of adults

and children (based on age at randomization) and, to explore whether MTO's

short-term effect on utilization differed from its long-term effect on utilization,

we examined outcomes over three year intervals post-randomization.

RESULTS: There were 2,610 adults and 6,423 children who matched to

Medicaid data, with no differences between study arms in the proportion

who matched or length of Medicaid enrollment. We did not observe consistent

effects of the intervention or neighborhood poverty among adults. However,

we found that children in both the experimental low-poverty voucher and

traditional Section 8 voucher had fewer inpatient days (34.9 and 31.1 days

per 100 person years, respectively) compared to the control group (44.3 days

per 100 person years) during 11 to 13 years since randomization (correspond-

ing to a 36.4%, 31.7% reduction in ITTanalyses). During the same time period,

the IV analysis showed that a ten percentage point increase in exposure

neighborhood poverty led to a 27% increase in children's inpatient hospitali-

zations (95% CI: 1.04, 1.56) and a 54% increase in inpatient days (95% CI:

1.10, 2.15). Significant findings were robust to alternative specifications.

CONCLUSIONS: The study is among the first to show the causal, long-term

impact of neighborhood poverty on healthcare utilization, finding a significant

impact among children at the time of randomization but not adults. The results

support the need to consider the cross-sectoral health benefits of programs that

invest in housing mobility and seek to reduce neighborhood poverty.

WHAT DO PRE-CLINICAL STUDENTS LEARN FROM LONGITU-

DINAL PATIENT-PARTNERED CLINICAL EXPERIENCES? A

QUALITATIVE ANALYSIS OF STUDENT REFLECTIVE ESSAYS

Joyce W. Tang; Tia Kostas; Anshu Verma; Valerie G. Press; Josef Kushner;

Nicole M. Gier; Lauren Wiklund; Vineet M. Arora; Jeanne M. Farnan; David

Meltzer. University of Chicago, Chicago, IL. (Control ID #2945957)

BACKGROUND: Longitudinal patient-partnered experiences have been pro-

posed as a tool to promote students' empathy with patients, but evaluation of

such programs is limited. We compared prominent areas of learning after

participation in either a Patient-Centered Track (PCT) or Traditional Track

(TT) longitudinal clinical experience. In PCT, groups of 2 medical students were

paired with 2 chronic disease patients and a physician preceptor to co-navigate

the patients' experiences across a variety of clinical settings over time. In TT,

students were assigned a physician preceptor for multiple sessions in a single

clinical setting. All students completed at least 6 clinical sessions over 9 months.

METHODS: At course completion, pre-clinical students participating in

either PCTor TTwere asked to write a reflective essay about a key experience

and why it was meaningful. Using template analysis, a team of 4 physicians

and 1medical student developed and refined the coding template and coded the

essays. All essays were coded by 2 coders in NVivo 11. Themes were agreed

upon by the entire research team.

RESULTS: The PCT group had 34 students (11 opted in; 23 randomly

assigned) and TT group had 62; all completed essays. Three domains of

learning emerged: 1) Focus of learning (Biomedical, Patient-centered); 2)

Context of care (Health systems science, Interprofessional care, Doctor-

Patient relationship); and 3) Roles and relationships (Student role, Preceptor

role, Student professional identity development). Although both Biomedical

and Patient-Centered learning were common across both tracks, PCT students

more frequently described Patient-Centered Learning (struggles of living with

chronic disease, burden of navigating the healthcare system, patient resilience):

"The visits hit home how debilitating it can be to live with a chronic condition,

but also how demanding our demands on patients in terms of medical inter-

ventions can be." In contrast, TT students more commonly described Biomed-

ical Learning (disease-related learning, clinical skills practice, diagnostic test

interpretation): "When we reported back to the attending, we applied our

knowledge of physiology and pathological neoplasia." Regarding Context of

Care, PCT students more commonly described concepts of Interprofessional

care and Health Systems Science (i.e., fragmentation of care, importance of

care coordination). In contrast, TT students more frequently focused on the
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Doctor-Patient relationship. For Roles and Relationships, TT students more

frequently described defined student roles (history-taking, physical exam) and

active teaching by preceptors. Students in both tracks reflected on the value of

empathy in their relationships and communication with patients, although PCT

students more frequently noted this value.

CONCLUSIONS: Longitudinal patient-partnered clinical experiences pro-

vide rich opportunities for preclinical students to develop patient-centered

values, cultivate empathy, and broaden exposure to a patient's context of care.

WHAT FACTORS CONTRIBUTE TO INBOX VOLUME IN PRIMA-

RY CARE? David Margolius1; Jonathan Siff5; Kathryn Teng2; Douglas

Einstadter2; Douglas Gunzler3; Shari Bolen4. 1The MetroHealth System,

Cleveland, OH; 2MetroHealth Medical Center, Cleveland, OH; 3Case Western

Reserve University, Cleveland, OH; 4MetroHealth/CaseWestern Reserve Uni-

versity, Cleveland, OH; 5MetroHealth, Cleveland, OH. (Control ID #2923502)

BACKGROUND: Primary care physicians (PCPs) commonly have inbox

message volumes that account for over an hour of additional work per day.

However, less is known about the specific types of inbox messages and

whether inbox message volume and type vary by panel size, full-time equiv-

alent (FTE) status, and estimated average income of a physician's patient panel.

METHODS:We performed a retrospective analysis of inbox volume and type

of messages received by PCPs in an academic health care system in Northeast

Ohio. We retrieved our data from the Epic Signal Database (Epic Systems

Corporation). This tool tracks the total number of inbox messages categorized

by type during quarterly three-week periods fromDecember 2015 toMay 2017

for each physician in our system. We geocoded patient addresses to obtain

American Community Survey estimates of median income at the census block

group level and calculated the average income for each primary care physi-

cians' patient panel. We used Spearman's correlation, partial correlation and

multiple regression analyses to examine the relationship between the number

of inbox messages, number of patients attributed to a PCP (panel size), PCP's

FTE value, and estimated average income of the PCP's panel.

RESULTS:Our study sample included 86 PCPs in 19 practice sites. The mean

total messages received in each PCP's inbox over a 3-week periodwas 802 (SD

= 451). The mean number of messages weighted to 1.0 FTE per PCPwas 1255

(SD = 580); this averaged to 84 messages per weekday per 1.0 FTE. The most

frequent message types were test results (18%), phone refill requests (14%),

other patient calls (13%), carbon-copy charts (8%), covered work (6%),

patient-portal advice requests (5%), and chart co-sign requests (5%). Other

message types occurred at <5% each and included: addendums, staff messages,

patient-portal refill requests, and nurse triage encounters. Receipt of patient-

portal advice requests was positively correlated with the estimated average

income of a PCP's panel (ρ = 0.53), and adjustment for panel size strengthened

this correlation (ρ = 0.68). The total number of messages received was

associated with panel size (ρ = 0.75), FTE (ρ = 0.59), and average income (ρ

= 0.23). In multiple regression analysis, all three metrics remained indepen-

dently associated with the total number of messages received and accounted for

over half of the variability in inbox volume (R2=0.52).

CONCLUSIONS: Managing a larger patient panel, working more days per

week in primary care, and caring for wealthier patients are all factors associated

with greater inbox message volumes. As we switch from volume to value, we

need to ensure sufficient time for health care teams to work together to address

patient care issues that occur outside of the face-to-face visit - including inbox

management. We will also need to engage lower income patients in access to

and use of patient portals to reduce digital divide disparities.

WHAT HAPPENS TO HOSPITALIZED OLDER ADULTS TRANS-

FERRED TO LONG-TERM ACUTE CARE HOSPITALS? Thu Tran2;

Oanh K. Nguyen1; Michael Miller2; Lei Xuan2; Ethan Halm1; Anil N.

Makam1. 1UT Southwestern Medical Center, Dallas, TX; 2University of Texas

Southwestern Medical Center, Dallas, TX. (Control ID #2928773)

BACKGROUND: Long-term acute care hospitals (LTACs), originally de-

signed for the chronic critically ill requiring prolonged mechanical ventilation,

now also provide care for patients with other intensive care needs including

intravenous antibiotics and complex wound care. Hospitalized older adults are

increasingly being transferred to LTACs but little is known about the natural

history and how many potentially achieve meaningful recovery.

METHODS: We conducted a retrospective cohort study using national 5%

Medicare data from 2009-2013. We included all adults ≥65 years with Medi-

care Parts A and B who were transferred from an acute care hospital to an

LTAC on the same or next day and no previous LTAC use in the prior year. The

main outcomes and analyses were mortality using Kaplan-Meier estimates and

the cumulative incidence of achieving a 60-day consecutive period of time

without a hospitalization or an institutional post-acute care encounter as a

proxy of meaningful recovery using the Fine and Grey method to account

for competing risks of death and hospice enrollment.

RESULTS:We included 14,072 older hospitalized adults subsequently trans-

ferred to an LTAC. The 1- and 5-year mortality were 55% and 82% respec-

tively. Comparatively, older adults hospitalized for ≤7 days but not transferred
to an LTAC had 1- and 5-year mortality of 16% and 44%; and those hospital-

ized for >14 days and not transferred to an LTAC had 1- and 5-year mortality of

45% and 65% (log rank p<0.01). Following LTAC discharge, only 48%

achieved a 60-day period without inpatient or post-acute care use with the

cumulative incidence curve plateauing at approximately 12 months, meaning

few recovered beyond this point in time.

CONCLUSIONS:The mortality rate for hospitalized older adults trans-

ferred to an LTAC is extremely high, comparable to having advanced

cancer (e.g., prostate, lung, colon). Furthermore, only half experience

a minimal definition of short-term meaningful recovery. If recovery

does not occur within the first year, patients are unlikely to ever

recover. In light of this poor prognosis, patients, families, and physi-

cians should begin goals of care discussions earlier, avoid interven-

tions with long time horizons to benefit (i.e., cancer screening, oste-

oporosis management, intensive diabetes management), and consider

shifting from aggressive treatment to palliative care.

WHAT IS A MEDICATION-RELATED PROBLEM? PATIENT AND

CLINICIAN PERSPECTIVES Malena Spar1, 2; Francesca Nicosia1, 2;

Michael A. Steinman1, 2. 1University of California, San Francisco, San

Francisco, CA; 2San Francisco Veterans Affairs Medical Center, San

Francisco, CA. (Control ID #2944870)

BACKGROUND: Older adults often take multiple medications, leading to a

myriad of medication-related problems. Yet there is limited information on

how patients and clinicians define and experience these problems. We
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conducted a qualitative study to understand the experiences of older adults and

clinicians regarding medication-related problems.

METHODS: We conducted semi-structured interviews with 20 patients age

≥65 years from an academic medical center and community senior center, who

reported having at least one medication problem. We also conducted 4 focus

groups with 20 clinicians affiliated with an academic medical center. Inter-

views and focus groups focused on understanding older patients' medication-

related concerns and efforts to address concerns in primary care. We analyzed

transcripts iteratively using thematic analysis.

RESULTS: Interviews and focus groups revealed three main themes, includ-

ing 1) type of medication problems, 2) scope of medication problems, and 3)

communication difficulties. Patients and physicians had differing views across

all themes. First, patients focused on problems such as current and potential

long-term side effects, uncertainty about effectiveness, and the impact of

medications on day-to-day life, while physicians focused primarily on their

own challenges with ensuring proper use of prescribed medications such as

managing patient adherence and medication reconciliation. Second, patients

conceptualized the scope of medication-related problems more broadly than

physicians. Patients often described medication use as inseparable from the

larger social and emotional context of life by discussing how medications

restricted their lifestyle, impacted their self-perception, and contributed to

health-related fears of the future, such as long-term side effects. In contrast,

physicians viewed medication-related problems in narrower terms by focusing

on concerns such as problems with medication dosages and patients' lack of

understanding of medication regimens. Third, both patients and physicians

expressed concern with breakdowns in communication. Patients often focused

on information gaps exacerbated by difficulty discussing concerns with pri-

mary care providers, while physicians expressed frustration communicating

with patients, multiple prescribers and pharmacies.

CONCLUSIONS: Patients and physicians expressed discordant views about

the scope and nature of medication-related problems. These problems were

exacerbated by communication challenges at multiple points along the health

care continuum. To effectively address the medication concerns of older adults,

interventions must attend to the discrepant views of patients and physicians,

account for the social and emotional context of patient's medication-related

problems, and focus on improving communication across the healthcare system.

WHAT IS THE BEST MODEL FOR HIV PRIMARY CARE?

ASSESSING THE INFLUENCE OF PROVIDER TYPE ON OUT-

COMES OF CHRONIC CO-MORBIDITIES IN HIV Kenny Morales

Rodriguez; Joshua Khalili; Janine Trevillyan; Judith Currier. David Geffen

School of Medicine at UCLA, Los Angeles, CA. (Control ID #2938501)

BACKGROUND:Advancements in antiretroviral therapy (ART) have altered

the course of HIV/AIDS. Dyslipidemia, diabetes and hypertension are now

common chronic co-morbidities for patients on ART. HIV-positive individuals

have traditionally received both specialty and primary care from infectious

disease (ID) physicians; however, having a separate primary care physician

(PCP) may improve management of these chronic diseases. Our objectives

were to compare rates of monitoring and measures of quality of care among

HIV-positive individuals with hyperlipidemia, type 2 diabetes and/or hyper-

tension by provider type: ID physician only or an ID physician and PCP.

METHODS: We conducted a retrospective analysis of medical records of

HIV-positive individuals ≥ 40 years old (n=919) at the UCLA Center for

Clinical AIDS Research and Education (CARE) in 2016. We determined if

individuals had a diagnosis of hyperlipidemia, type 2 diabetes and/or hyper-

tension. Patients were divided by provider type into three groups: 1) ID at

CARE, 2) ID and PCP at CARE (one provider), 3) ID at CARE and separate/

external PCP. We evaluated chronic co-morbidity outcomes, including LDL,

hemoglobin A1c and blood pressure. Optimal control of hyperlipidemia,

diabetes and hypertension was defined as LDL <100, hemoglobin A1c <7.0,

and blood pressure <130/80 mmHg, respectively. Bivariate statistical analyses

were conducted with chi-squared and Mann-Whitney tests.

RESULTS: Individuals were predominantly male (93%) and Caucasian

(72%). One hunded and sixty-eight (18%) had an ID physician only, 405

(44%) had an ID and PCP at CARE, and 343 (37%) had an ID physician at

CARE and an external PCP. Individuals who had their PCP at CARE vs an

external PCP were significantly more likely to be seen for a primary care visit

in 2016 (p<0.001). Five hundred and sixteen (56%) individuals were diag-

nosed with at least one chronic comorbidity, and those with a co-morbidity

were more likely to have a PCP (CARE or external) (p<0.001). Eighty-five

percent of individuals with diabetes had optimal control, and the majority of

individuals with hypertension and hyperlipidemia had suboptimal control,

66% and 55%, respectively. There was a trend toward a greater proportion of

individuals reaching lipid targets (47% vs 30%) in those with a PCP (p=0.065),

and to higher rates of screening for hyperlipidemia and diabetes in those who

had a PCP visit in 2016 (p=0.072 and p=0.064, respectively). There were no

significant differences in outcomes associated with hypertension or diabetes

based on provider type.

CONCLUSIONS:Hyperlipidemia, diabetes and hypertension are common in

HIV-positive individuals. Those assigned a PCP at the center they receive their

HIV care were more likely to be seen for a primary care visit, which was

associated with a trend towards improved monitoring and control of hyperlip-

idemia. These findings suggest that primary care services embedded within

HIV clinics have potential to improve clinical outcomes.

WHICH PATIENTS RECEIVE AN ADDICTION CONSULT? A PRE-

LIMINARYANALYSIS OF THE INREACH (INPATIENT READMIS-

SION POST-ADDICTION CONSULT HELP) STUDY Maria D'Amico2;

Zoe M. Weinstein1, 2; Debbie M. Cheng3; Leah Forman3; Danny Regan1;

Alexandra Yurkovic2; Jeffrey H. Samet2; Alexander Y. Walley2. 1Boston

Medical Center, Boston,MA; 2Boston University School ofMedicine, Boston,

MA; 3Boston University School of Public Health, Boston, MA. (Control ID

#2927434)

BACKGROUND: The epidemic of opioid overdoses and rising prevalence of

substance use disorders (SUDs) has drawn national attention to these deadly,

but treatable diseases. Systemic barriers to accessing appropriate treatment

persist, with a minority of individuals with SUDs receiving treatment of any

kind, even when hospitalized. Boston Medical Center started an inpatient

Addiction Consult Service (ACS) to address SUDs among hospitalized pa-

tients, including linkage to long-term outpatient treatment. However, this

service is not currently able to consult on every patient with a SUD and

referrals are not made systematically. The goal of this study is to describe

characteristics of the patients that received consultation from the ACS.

METHODS: This is a retrospective cohort study of all adult patients with a

discharge diagnosis of a SUD from July 2015 to July 2016. Patient character-

istics included demographics, social (e.g., insurance, housing status), medical
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(e.g., required ICU, psychiatry consultation, active infectious diseases,

Charlson Comorbidity Index) and SUD characteristics (e.g., type of SUD,

medications prescribed for withdrawal management). Descriptive statistics and

bivariate analyses were used to assess differences in characteristics between

patients based on receipt of an ACS consult (yes vs. no).

RESULTS: Among 3990 patients admitted with a SUD during the 12-month

study period, 434 (10.9%) received an Addiction Consult. In bivariate analy-

ses, patients receiving a consult appeared more likely to haveMedicaid (73.3%

vs 56.4% p<.0001), be homeless (38.0% vs 22.2%, p<.0001), require the ICU

(25.8% vs 19.2%, p=.0010), and have a psychiatry consultation (22.6% vs 11.7

%, p<.0001) during admission. Patients seen by the ACS also appeared more

likely to have infections, including HIV (12.2% vs 4.5%, p<.0001), hepatitis C

(60.4% vs 26.4%, p<.0001), abscess/cellulitis (30.4% vs 11.2%, p<.0001), and

endocarditis (3.2% vs 0.3%, p<.0001). The two groups of patients did not have

significantly different Charlson Comorbidity Index Scores (mean 1.7 vs 1.8

p=0.18). ACS patients were more likely to have an opioid use disorder

diagnosis (78.1% vs 29.4%, p<.0001) and more likely to receive a medication

for alcohol or opioid withdrawal, including inpatient benzodiazepines (48.4%

vs 35.0%, p<.0001),methadone (49.3% vs 9.6%, p<.0001), and buprenorphine

(11.5% vs 4.9%, p<.0001).

CONCLUSIONS:Aminority of patients with SUD received a formal Addiction

Consult, however, those that were referred to the ACS appeared to be more

medically complex with higher proportions of homelessness, chronic and acute

infections, opioid use disorders, needing the ICU, psychiatric care, andmedications

for withdrawal. Notably, these patients do not appear more ill with a traditional

measure of medical complexity, the Charlson Comorbidity Index. Further evalu-

ation is needed to identifywhich patientsmay benefit most from theACS, and how

the ACS may impact health care utilization such as readmission.

WHITE-COATBLOODPRESSUREELEVATION IS FREQUENTRE-

GARDLESS OF IN-OFFICEMEASUREMENT TECHNIQUEMichelle

K. Bischoff1; John Doane1; Jenni Buu2; Molly Conroy1; Michael J. Penrod1;

Barry Stults1. 1University of Utah, Salt Lake, UT; 2University of Utah Health,

Salt Lake, UT. (Control ID #2942588)

BACKGROUND: While accurate blood pressure (BP) measurement is es-

sential to effective hypertension diagnosis and management, routine office BP

assessment is often inaccurate due to incorrect measurement technique and

white-coat BP elevation. Automated office BP measurement performed on

patients alone in the exam room (AOBP) and home BP measurement (HBPM)

may improve the accuracy of hypertension diagnosis, but there are barriers to

implementing both in primary care settings.

METHODS: This was a pragmatic prospective observational study of the

implementation of a new AOBP and HBPM program in a university hospital

primary care clinic. Between December, 2015 and December, 2016 we en-

rolled patients with elevated clinic BP determined by observed (single or

automated average of three) BP measurement >140/90 and/or AOBP >135/

85 into a comprehensive HBPMprogram. Patients with elevated average home

BP ≥ 135/85 mmHg then provided sequential home BP results and received

subsequent medication adjustment recommendations to achieve home BP

control. HBPM program satisfaction surveys were provided to clinic staff

and patients along with a patient survey about their home BP technique.

RESULTS:We enrolled 183 patients with average age 59.7 years, 56% male

and 90%White. Comorbidmedical conditions included hyperlipidemia (57%),

cardiovascular disease (32%), and diabetes (25%). Based on initial HBPM

results, among patients not on BP medication at enrollment 34% had white-

coat hypertension, 54% had newly diagnosed hypertension, but 12% never

returned HBPM results. Among patients on BP medication at enrollment, 37%

had white-coat effect with normal HBPM results, 54% had uncontrolled

hypertension, but 9% never returned HBPM results. White-coat hypertension

and white-coat effect prevalence were similar whether enrollment BP was

measured by observed BP or by unobserved AOBP. For 98 patients with

elevated home BP, initiation or adjustment of BP therapy using sequential

HBPM results lowered BP below 135/85 mm Hg in 49%; 22% of patients did

not return HBPM results. The majority of providers, staff, and patients were

positive about the utility of this HBPM project.

CONCLUSIONS: An AOBP/HBPM program in a non-research setting de-

tected white-coat BP elevation in about one-third of enrolled patients with

elevated office BP although AOBP did not clearly reduce diagnosis of white-

coat BP elevation when compared to observed BP. HBPM facilitated subse-

quent hypertension control in 49% of patients. Barriers to the HBPM program

included failure of 10-20% of patients to return HBPM results.

WHO IS READING ON-LINE VISIT NOTES? CURRENT PATIENT

REPORT OF SHARING THEIR PRIMARYAND SPECIALTY CARE

NOTESWITHOTHERS Sara L. Jackson1; JoshuaM. Liao1; Sue Peacock2;

Hannah Shucard1; Jan Walker3; Catherine DesRoches4; Joann Elmore5. 1Uni-

versity of Washington, Seattle, WA; 2Univeristy of Washington, Seattle, WA;
3BIDMC, Brookline, MA; 4Beth Isreal Deaconess Medical Center, Boston,

MA; 5UCLA, Los Angeles, CA. (Control ID #2946173)

BACKGROUND: Electronic health records and patient portals are continu-

ally changing and their use is expanding. In early work on providing patients

electronic access to their primary care physicians' visit notes, 21% of patients

from 3 geographically disparate sites reported sharing their visit notes with

others (e.g., family members, other clinicians). We conducted a large follow-up

study at the same 3 sites - where sub-specialists as well as primary care

clinicians now offer access to notes from ambulatory visits - to assess current

patient behaviors and perceptions related to sharing their electronic visit notes

with others.

METHODS: Patients who signed up for electronic portal access at Beth Israel

DeaconessMedical Center in BostonMA, Geisinger Health System in PA, and

University of Washington in Seattle, WA were invited to participate in an

online survey. Survey items assessed patient demographic and clinical charac-

teristics, perceptions of benefits and risks of reading visit notes, and whether

patients shared notes with someone else and with whom. We compare patient

characteristics and perceptions of reading visit notes based on whether they

reported sharing their notes or not, using the Chi squared tests and describe

note sharing behavior.

RESULTS: Surveys were sent to 136,815 portal users, 28,795 patients partic-

ipated (response rate 21%), and 24,835 responded to the query about sharing

notes. Thirty-seven percent of participants reported sharing their notes with

someone in the previous 12 months. Of those who did, the majority (84%)

shared with a family member, 31%with a health care provider, and 14%with a

friend. Patients who reported sharing their notes compared to those who did not

share notes were more likely to be retired or unable to work (39% versus 30%),

report poorer health (19% versus 13%), and report reading 4 or more notes in

the past year (64% versus 39%). P-values were <0.001. Both groups of patients
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overwhelmingly felt having notes available on-line was a good idea (99% and

98%), and that notes were not confusing (mean 1.7 on a 10-point Likert scale).

CONCLUSIONS:More than 1 in 3 patients reported sharing their clinicians'

notes with others. Those who are unemployed and report poorer health are

more likely to share notes, primarily with family members, but also with other

health care providers. Patients' ability to easily share access to their clinic notes

with key stakeholders in their health and healthcare may increase engagement

of their support network and potentially improve clinical outcomes, though this

needs further study.

WHY DON'T DOCTORS USE CLINICAL DECISION SUPPORT?

Safiya Richardson1; Christian Braneon3; Eugene J. Lucas2; Sundas Khan4;

Thomas McGinn1. 1Donald and Barbara Zucker School of Medicine at

Hofstra/Northwell, Manhasset, NY; 2Zucker School of Medicine at Hofstra/

Northwell, Brooklyn, NY; 3NASA Goddard Institute for Space Studies, New

York, NY; 4Northwell Health, Manhasset, NY. (Control ID #2946728)

BACKGROUND: United States citizens receive half of recommended med-

ical care and a third of the care received is unnecessary. Computerized clinical

decision support (CDS) attempts to close the gap between usual and recom-

mended care. These tools are embedded into the electronic medical record

(EMR) to bring meaningful and relevant evidence to providers at the point of

decision making. However, the moderate improvements in quality of care seen

with these tools have been significantly limited by consistently low provider

adoption, estimated at 10%. There has been no structured behavioral theory-

based assessment of barriers to CDS use by providers. Our objective was to

assess barriers to use of a CDS tool built to calculate pre-test probability of

pulmonary embolism among Emergency Medicine physicians.

METHODS: This study took place at two tertiary care academic medical

institutions. An anonymous survey was distributed to 50 Emergency Medicine

physicians in December of 2017. Survey questions were based on the Capability

OpportunityMotivation Behavior (COM-B)model which specifies that changing

behavior requires changing capability, opportunity and/or motivation. This model

was developed with reference to existing theories of behavior. The CDS tool was

built using Wells' Criteria for Pulmonary Embolism, a well validated clinical

prediction rule for calculating pre-test probability of pulmonary embolism.

RESULTS: A total of 47 physicians completed the survey. Significant find-

ings were noted under the categories psychological capability, reflective mo-

tivation, automatic motivation and social opportunity. About half (52%) of the

participants did not understand the Bayesian reasoning behind using the tool.

Participants that did not know the evidence behind the tool were less likely to

report intending to use it. The majority (77%) felt that for experienced physi-

cians gestalt was as good as the CDS tool at assessing pre-test probability.

Almost all (91%) reported that the EMR had too many alerts to address them

all. The majority of participants (70%) reported the perception that their

collegues were not using the tool. Almost all (91%) of the participants that

felt their colleagues were not using the tool did not report an intention to use it.

CONCLUSIONS: Themajority of physicians reported the perception that their

colleagues were not using the tool. These physicians were much more likely to

report no intention to use the tool. This represents a barrier in social opportunity,

which is the cultural milieu that dictates the way we think about things. We also

found barriers in psychological capability, not understanding the Bayesian

reasoning behind using the tool and being overwhelmed by too many EMR

alerts. Barriers in motivation included the perception that experienced physicians

would not need to use the tool. These all represent important and unaddressed

barrier to use of CDS that should be considered by CDS developers.

WHY EFFECTIVE INTERVENTIONS DON'T WORK FOR ALL PA-

TIENTS: EXPLORING VARIATION IN RESPONSE TO A CHRONIC

DISEASE MANAGEMENT INTERVENTION Merritt Edlind2; Nandita

Mitra1; David Grande3, 1; Fran Barg1, 1; Tamala Carter3; Rory Harte3; Lindsey

N. Norton3; Karen Glanz1; Judith A. Long3, 1; Shreya Kangovi3, 1. 1University

of Pennsylvania, Philadelphia, PA; 2University of Pennsylvania, Perelman

School of Medicine, Philadelphia, PA; 3University of Pennsylvania,

Phialdelphia, PA. (Control ID #2942375)

BACKGROUND: Half of all Americans have a chronic disease. Pro-

moting healthy behaviors to decrease this burden is a national priority.

A number of behavioral interventions have proven effectiveness; yet

even the most effective of these has high levels of non-response. In

this study, we explore variation in response to the evidence-based

IMPaCT community health worker intervention for chronic disease

management.

METHODS: We combined a randomized controlled trial with a qual-

itative process evaluation that triangulated chart abstraction, in-depth

interviews and participant observation. Eligible patients lived in a

high-poverty area and had two or more chronic diseases: diabetes,

obesity, hypertension or tobacco dependence. There were 302 patients

in the trial. Twenty patients and their four community health workers

were included in the qualitative evaluation.

RESULTS: In the trial, 63.3% of participants responded to community health

worker support by improving their chronic disease control, while 36.7% had no

improvement (or even worsened control). Those with worse baseline control

and lower patient activation had a higher odds of responding (OR 1.95,

p=0.007, and OR 1.03, p=0.035, respectively). Both were likely ceiling effects:

those worse at baseline have more room to improve. The qualitative evaluation

revealed that health behavior change was challenging for all patients and most

experienced failure (i.e. gaining weight or relapsing with cigarettes) along the

way. However, responders were more likely to learn from these setbacks and

used them as an impetus to work harder on health behavior change. One patient

explained: "I started to gain back weight…it just made me work extra hard in

the gym." Contrastingly, non-responders often started off optimistically at the

outset of the intervention, but were discouraged by failure. They described

feelings of self-blame that led them to disengage from the intervention. This

disengagement seemed prompted by conversations with the CHWs about

tracking chronic disease measures (i.e. checking blood sugar, weight, cigarettes

or blood pressure). These conversations forced patients to confront their

failures: "I felt that no, I'm not doing what I'm supposed to do, so I shut down."

Interestingly, when CHWs adjusted their approach and stopped discussing

chronic disease measures, patients sometimes became re-engaged. As told

from a CHW's perspective: "She was avoiding my calls because her sugars

were high. So I left messages purely to make her smile. She began to call me…

checking her sugars, without me asking!"

CONCLUSIONS: Sustained health behavior change is challenging and fail-

ure common along the way. Some patients learn from their failures, but others

become discouraged and avoidant. If chronic disease management interven-

tions are to benefit the highest risk individuals, they must help patients stay

engaged after failure.
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WINTER EFFECT ON OUTCOME OF ACUTE PULMONARY EM-

BOLISM: IS MORTALITY AND LENGTH OF STAY (LOS) FROM

ACUTEPEHIGHER INWINTERMONTHS? A STUDYOFNATION-

AL INPATIENT DATABASE 2005-2014 Mohamed Tausif Siddiqui1;

Anoshia Raza1; George P. Jolly2; Shantanu Solanki2; Naga Kanaparthy2; Arif

Mumtaz2; Christopher Nabors1; Leanne Forman1. 1New York Medical Col-

lege, Valhalla, NY; 2Westchester Medical Center, White Plains, NY. (Control

ID #2946086)

BACKGROUND: Seasonal variation of incidence and mortality related to

pulmonary embolism (PE) has been extensively studied in multiple European

countries. In contrast, there have been only two large scale studies published

within United States which analyzed the seasonal phenomena, however their

findings results are conflicting.

METHODS: We used NIS database -largest all-payer inpatient care database

in the United States. We compared patients admitted with acute PE in Winter

(Dec-Jan-Feb) to the patients admitted in other months. All statistical analyses

were performed by using SPSS software (V25.0 IBM Corp)

RESULTS: A total of 2,554,697 cases with discharge diagnosis of acute PE

were identified out of which 641,799 (25.1%) cases were admitted in Winter.

Mean age of the cohort was 63.4 years and 49.4%were older than 65. Fifty-three

percent of cases were female, 16% had associated pneumonia and 7.2% cases

required the mechanical ventilator support. Overall crude mortality rate for all

acute PE cases was 70/1000 cases. There was significant difference in mortality

between Winter (7.4%) and Non-Winter (6.8%) group (p<0.001). For each year

overall mortality from acute PE for winter admissions was higher compared to

Non-winter admissions. An unadjusted OR for death during PE hospitalization

was 1.086 ( 95% CI 1.075 - 1.096, p<0.0001) for winter months compared to

non-winter months. This difference persisted (Adjusted OR=1.055 (95% CI

1.041 - 1.069, p<0.001) after stratifying the data for confounding effect of age,

sex, race, comorbidities (Elixhauser comorbidity index), associated pneumonia,

mechanical ventilator. Mortality for each month was calculated in reference to

June. Risk of death during hospitalization was highest in January ( OR= 1.108

95% CI 1.082 - 1.134, p<0.0001) followed by December (OR= 1.092, 95% CI

1.067 -1.118, p< 0.001) and February (OR= 1.092, 95% CI 1.066 -1.119, p<

0.001). September had the lowest mortality ( OR=0.964, 95% CI: 0.941-0.988,

p=0.003). The data were further stratified for regional variation and adjusted

Odds ratio for mortality was calculated. South Hospital region had the highest

winter mortality OR=1.103 (95%CI:1.083 - 1.123, P<0.0001), followed byU.S.

West andNortheast regions.Midwest had the lowest OR for in-hospital mortality

(OR=1.031, 95% CI:1.007-1.056,P<0.0001).

CONCLUSIONS: Risk of death from acute PE is higher in winter months. The

differences in themortality cannot be explained by temperature difference alone as

the warmer South hospital region had higher mortality in winter months compared

to the Northeast region. Further analysis at the regional level is necessary to

identify the cause of higher mortality from acute pulmonary embolism.

CLINICALVIGNETTES

"I MAY BE WEAK, BUT I'M NO CHOPPED LIVER!" A CASE OF

PROFOUND WEAKNESS IN A PATIENT WITH NASOPHARYN-

GEAL CARCINOMA Alice Chung; Chou Chou; Ernie L. Esquivel. Weill

Cornell Medical College, New York, NY. (Control ID #2930698)

LEARNINGOBJECTIVE #1:Describe triage cueing and premature closure

as cognitive biases leading to missed diagnosis.

LEARNING OBJECTIVE #2: Explain the pathophysiology underlying

inflammatory myositis in Asians with nasopharyngeal carcinoma.

CASE: A 55-year-old man with nasopharyngeal carcinoma (NPC) was admitted

for elevated liver enzymes. He had been seen by a gastroenterologist forAST/ALT

in the 400's without jaundice, abdominal pain or diarrhea. An ultrasound was

unremarkable and a liver biopsy showed nonspecific hepatitis. He had been taking

apricot seed extract for two months, in lieu of chemotherapy, as treatment for

EBV-positive NPC as he felt that his oncologist neither listened to nor cared for

him. On exam, he could barely lift his hands off the bed. Over the past three

months he admitted to difficulty putting on his shoes, rising out of bed and later to

turning in bed. His oncologist attributed this and 40-lb weight loss to nonspecific

sequelae of cancer. His exam showed a protruding left neckmass, mild dysphonia,

2/5 proximal muscle strength with intact distal strength. Spine MRI did not show

cord compression or metastases. CK, aldolase and myoglobin were elevated,

along with positive ANA. EMG demonstrated decreased onset of activity in

proximal muscles but normal nerve amplitude and nerve velocity. IVIG and

steroids were started for presumptive paraneoplastic myositis. Polymyositis was

confirmed bymuscle biopsy,myositis-specific anti-SRPAb and anti-PM/SCL100

IgG. TreatmentwithXRT, cisplatin, steroids and IVIG led tomarked improvement

in strength allowing him to be discharged after a three-month hospitalization.

IMPACT: Cognitive biases resulted in delayed diagnosis and treatment of this

patient with paraneoplastic myositis associated with nasopharyngeal carcino-

ma. It emphasized to us that failures in communication can have profound

impact on the therapeutic alliance between patient and physician.

DISCUSSION: An association between dermatomyositis/polymyositis (DM/

PM) and nasopharyngeal carcinoma is well-described, particularly in Asian

cohorts. The pathophysiologic mechanism proposes that NPC-associated EBV

proteins mimic histidyl-tRNA synthetase and alanyl-tRNA synthetase

autoantigens, driving formation of autoantibodies. XRT leading to cancer

remission resulted in resolution of DM/PM and the recurrence of DM/PM

correlated with cancer relapse. Although our patient was of Asian ethnicity, he

had never lived nor visited, suggesting genetic predisposition. Delays in the

recognition and treatment of polymyositis and NPC occurred due to failures in

physician-patient communication and cognitive bias. The gastroenterologist's

focus on nonspecific hepatitis in a profoundly weak patient, culminating in a

liver biopsy, is an example of triage cueing. The attribution of weakness by his

oncologist to nonspecific sequelae of malignancy resulted in early termination

of information gathering. Cognitive errors may have immeasurable conse-

quences such as failure to recognize potentially treatable diseases.

"JONESING" FOR A DIAGNOSIS Michael Lavelle; Maria Hamm de

Miguel; Edwin Homan; Jessica R. Singer. New York Presbyterian Hospital -

Columbia University Medical Center, New York, NY. (Control ID #2942522)

LEARNING OBJECTIVE #1: Diagnose acute rheumatic fever with the

Jones Criteria

LEARNING OBJECTIVE #2:Manage acute rheumatic fever with predom-

inantly myocardial involvement

CASE: A 37 yo man with no PMH presented to clinic with 2 weeks of fevers,

sore throat, swollen neck "glands" and left sided chest discomfort. He self-

treated with amoxicillin for 5 days but fevers persisted. He denied rash,

arthralgia, abnormal movements, dyspnea, or edema. Exam was notable for

temp 38.6, enlarged tonsils without exudate, no lymphadenopathy, and a

systolic murmur at the RUSB. Pertinent data from clinic included WBC
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15.8, AST 55, ESR 115, CRP 243 and ECGwith LVH (no prior available). The

patient was sent to the ED for expedited evaluation. Inpatient investigations

revealed a clear CXR, and negative viral swab, blood cultures, urine culture,

and HIV test. Further workup showed a troponin-T of 2.11 with an elevated

CK-MB fraction, a repeat EKG with STelevations and a TTE with normal EF

and trace TR/MR. LHC and angiography revealed normal coronaries and LV

gram had mild inferior hypokinesis. He was started on colchicine for likely

myopericarditis. Throat culture returned positive for group A strep and ASO

Ab levels were elevated. He was started on Amoxicillin and IV Penicillin G.

Following initiation of antibiotics and colchicine, he defervesced and improved

symptomatically. His presentation was consistent with acute rheumatic fever

(ARF) with myopericarditis. He was discharged with a course of Amoxicillin,

monthly IM Benzathine Penicillin G, standing NSAIDs and a 3 month course

of Colchicine. Since discharge, his inflammatorymarkers have normalized and

the patient has had no recrudescence of his symptoms

IMPACT: Patients with ARF do not always present with the classic teachings

of abnormal skin findings, diffuse joint pains and/or chorea. Additionally, as in

this case, cardiac involvement can extend beyond valvular disease. Careful

history taking is critical to diagnose ARF as the presentation often occurs

several weeks after the pharyngitis.

DISCUSSION: The incidence of ARF is on the decline in the developed

world, thus it is not a common diagnosis for febrile illness in an outpatient.

ARF is a clinical diagnosis made using the Jones Criteria. (Major criteria:

carditis, arthritis, chorea, subcutaneous nodules, and erythema marginatum;

Minor criteria: arthralgia, first degree heart block, fever, and elevated acute

phase reactants). Diagnosis requires fulfillment of 2 major criteria or 1 major

criterion with 2 minor criteria, in addition to a recent group A strep throat

infection. Carditis (inflammation of the valves leading to regurgitation) is the

most common symptom, seen in about 80% of cases. What makes this case

unique is the absence of valvulopathy with myopericarditis as the predominant

cardiac feature. Though less common, pericardial involvement has been de-

scribed in the literature. Given pericardial involvement in this patient, he was

treated with ibuprofen and 3 months of colchicine, in addition to his antibiotic

therapy

"DIARRHEA, THE TIP OF THE ICEBERG" A FATAL CASE OF

ENTEROPATHY ASSOCIATED T-CELL LYMPHOMA (EATL)

Abhimanyu Aggarwal1; Sylvia V. Alarcon1; RanganMurali2. 1BerkshireMed-

ical Center, PITTSFIELD, MA; 2Berkshire Medical Center, Pittsfield, MA.

(Control ID #2904419)

LEARNING OBJECTIVE #1: EATL should be suspected in a patient with

celiac disease with abrupt worsening of abdominal pain, diarrhea and failure to

thrive.

CASE: A 67 year old woman presented with right upper quadrant abdominal

pain and was diagnosed with acute cholecystitis. She underwent elective

cholecystectomy, complicated by Clostridium difficile colitis. Despite treat-

ment with oral Vancomycin, she had persistent diarrhea and failure to thrive for

a month . Repea t Clos t r id ium diff ic i l e toxin was negat ive .

Esophagogastroduodenoscopy showed erosive gastritis and normal duodenal

mucosa with biopsy showing chronic duodenitis and villous atrophy. Immu-

nohistochemistry demonstrated increased number of lymphocytes on CD8 and

CD3 stains within surface epithelium and within the crypts. Tissue

Transglutaminase Antibody IgA (TTGA) was positive. Despite being on

gluten-free diet for celiac disease, she returned with watery diarrhea, severe

abdominal pain and hemoccult positive stools. CT scan demonstrated sponta-

neous perforation of mid-jejunum and multiple "lesions" in jejunum. She

underwent small bowel resection and primary anastomosis. Intra-operatively,

lesions were noted along the jejunum with desmoplastic reaction on the

surface, with thickened mesentery and enlarged mesenteric lymph nodes.

Patient became hemodynamically unstable requiring pressor support, followed

by multi-organ failure. Due to rapid deterioration, family made patient comfort

measures only and patient passed away soon after. Later, immunohistochem-

istry of jejunal specimens returned positive for CD3, CD43, bcl-2 and Ki-67

(60%) expression and negative for CD5, all consistent with EATL.

IMPACT: EATL is a rare, aggressive gastrointestinal non-Hodgkin's lympho-

ma arising from intraepithelial intestinal T-lymphocytes. It is strongly associ-

ated with celiac disease and is diagnosed in its terminal stages. More investi-

gations for newer targeted therapies are needed for this rare fatal disease.

DISCUSSION: EATL accounts for less than 5% GI lymphomas and less than

1% of all Non-Hodgkin lymphomas. Management of celiac disease at an early

stage with strict gluten free diet adherence is associated with risk reduction of

EATL. Presentation range from malabsorption, diarrhea to acute abdominal

pain arising from obstruction, perforation or bleeding. EATL mostly involves

the small bowel and occasionally colon or stomach. Intestinal findings include

villous atrophy, crypt hyperplasia and intraepithelial lymphocytosis invading

the intestinal wall at variable depths. Immunophenotype is CD3+, CD5-, CD4-

, CD8+/-, CD30+, CD56-, TCR beta +/- and CD 103+ and its associated to

positive TTGA, IgA anti-endomysial or IgG Deamidated Gliadin Peptide.

There is no standard of care for newly diagnosed EATL. Multimodality

approach is warranted based on clinical scenario including combination che-

motherapy, surgery and autologous stem cell transplantation. Targeted thera-

pies, like JAK/STAT inhibitors and Brentuximab vedotin (anti-CD30) are

being investigated.

STENT THROMBOSIS SECONDARY TO TRANSITIONS OF CARE

Kristopher R. Koch1; Gregory A. Kendall1; Son Pham1, 2. 1UTHealth San

Antonio, San Antonio, TX; 2VAAudieMurphy, San Antonio, TX. (Control ID

#2945533)

LEARNING OBJECTIVE #1: Identify technological solutions to medica-

tion non-adherence at discharge

LEARNING OBJECTIVE #2: Recognize the role of technology in

preventing stent thrombosis

CASE: A 59-year-old male with coronary artery disease and systolic heart

failure presented for chest pain and shortness of breath. EKG revealed ST-

elevations in the anteroseptal leads. He was loaded with Plavix, given Heparin,

and underwent emergent heart catheterization in which two drug-eluting stents

were placed in his LAD artery. After reperfusion, echocardiogram demonstrat-

ed ejection fraction of 20-25% and he was placed in a life-vest. Further

hospitalization was uncomplicated and he was discharged on aspirin and

ticagrelor. Four weeks after discharge, he was readmitted with progressive

shortness of breath and orthopnea. Blood pressure was 103/71 mmHg, pulse

118 bpm with an oxygen saturation of 95% on room air. Physical exam

revealed bibasilar crackles, JVD, and lower extremity edema. BNP was ele-

vated at 1274 ng/L and troponin was 2.74 ng/mL. EKG was without acute

changes and worsening heart failure was suspected. Further history revealed

that two weeks after the previous discharge, he was admitted to an outside

ABSTRACTS JGIMS398



hospital after an episode of cardiac arrest with successful defibrillation by life

vest and was found to have a recurrent STEMI. Angiogram at the outside

facility demonstrated 100% occlusion of previously placed stent in his LAD

artery and repeat PCI was performed. Medication reconciliation revealed he

had not been taking the antiplatelet, ticagrelor. History revealed he had yet to

receive any discharge medications and was only taking aspirin. Chart review

revealed that he had recently moved and his medications had been mailed to a

prior address.

IMPACT: Antiplatelets are essential in preventing stent thrombosis. Our case

demonstrates the importance of implementing technological and human safe-

guards in post-PCI patients to ensure they are discharged with the correct

medications.

DISCUSSION: Stent thrombosis is most likely to occur in the first 30 days

after PCI. Non-compliance to dual-antiplatelet therapy is the most common

cause of stent thrombosis. A multi-disciplinary approach is necessary to

prevent error, ensure compliance, and provide prompt administration of life-

savingmedication. Discharge medication reconciliation is critical in all patients

and involves nurses assisting patients in arranging pick up of medication,

pharmacy filling and reviewing orders, and physicians ordering medications,

assuring clerical errors do not occur. Points of intervention included the

following: 1) Implementing a protocol for updating contact information in

EMR on admission. 2) Working with nursing to institute a policy of nursing

teams picking up medications from the pharmacy and having in hand during

medication reconciliation. 3) Reducing difficulty in placing orders for restrict-

ed drugs (e.g. ticagrelor) in the EMR, and 4) Changing a setting in our EMR

that defaults to medication pick up "in hospital" as opposed to delivery "by

mail."

ALCOHOL USE AS ATRIGGER FOR HYPERTRIGLYCERIDEMIC

PANCREATITIS, AND IMPACT OF EARLY PLASMAPHERESIS.

Sumaira Zareef M.D, MPH , Manoj Karwa MD, Maneesha Bangar MD,

Colette M. Knight MD. Montefiore Medical Centre, Bronx, NY. (Control ID

#2945939)

LEARNING OBJECTIVE #1: Hypertriglyceridemia is a well-established

cause of acute and recurrent pancreatitis.

LEARNING OBJECTIVE #2: Alcohol ingestion can increase the levels of

triglycerides even without underlying hypertriglyceridemia.

CASE: 31 year old man with unknown medial history was brought to the

hospital to be treated for vomiting and syncope associated with alcohol

consumption. On initial presentation, patient had flushed skin, delirium, tachy-

cardia with elevated blood pressure. He was immediately intubated for airway

protection due to worsening mental status. In view of suspicion for alcohol use

he was started on thiamine, folate, and dextrose containing IVF. Labs were

significant for hypertriglyceridemia >4000mg/dL, elevated lipase and amylase

and acute kidney injury. Initial CT abdomen showed pancreatitis and hepato-

megaly with fatty liver. He was diagnosed with pancreatitis secondary to

hypertriglyceridemia. The patient was treated with continuous insulin infusion

but triglycerides improved marginally so plasmapheresis therapy was quickly

initiated. Triglycerides decreased to 1313mg/dL after first plasmapheresis. The

hospital course was complicated by septic shock with multiorgan failure

requiring pressors, ARDS requiring extracorporeal membrane oxygenation,

lactic acidosis, compartment syndrome and acute renal failure requiring renal

replacement therapyPatient was started on broad spectrum antibiotics

including Meropenem for infectious pancreatitis. Subsequently, he developed

hemorrhagic, necrotizing pancreatitis and had exploratory laparotomy for

pancreatic necrosectomy. After a prolonged hospitalization, the patient made

a full recovery. He was maintained on pancrealipase and gemfibrozil and lipid

profile has remained within the normal range.

IMPACT: This case illustrates that alcohol use can be a major precipitant of

hypertriglyceridemia-induced pancreatitis and early initiation of plasmaphere-

sis can improve outcomes.

DISCUSSION: The relationship between hypertriglyceridemia and pancrea-

titis is poorly understood. It has been shown in multiple studies that hypertri-

glyceridemia pancreatitis has a greater severity of disease and often leads to

less favorable outcomes than patients with pancreatitis secondary to other

triggers. Excessive alcohol consumption was recorded in a quarter of patients

with severe hypertriglyceride-induced pancreatitis. Effective triglyceride con-

centration lowering can be achieved with continuous insulin infusion or

plasmapheresis. Insulin decreases serum triglyceride levels by enhancing

lipoprotein lipase activity and inhibiting hormone sensitive lipase, accelerating

metabolism and decreasing adipocyte breakdown. Plasmapheresis is indicated

in patients who have serum triglycerides above 1000 mg/dL, are refractory to

nutritional and pharmacological approaches, have lactic acidosis, and show

signs of worsening inflammation and organ dysfunction. There are few reports

showing that reduction in morbidity and mortality with plasmapheresis can be

achieved when used early.

B12 DEFICIENCY: A CASE OF REVERSIBLE NEUROGENIC DYS-

PHAGIA Justin A. Edward2; Amelia L. Bowman2; Dan Heppe1. 1Eastern

Colorado Veterans Health Administration, Denver, CO; 2University of Colo-

rado, Denver, CO. (Control ID #2936705)

LEARNING OBJECTIVE #1: Recognize neurologic sequelae of B12

deficiency

LEARNING OBJECTIVE #2: Assess the neurologic prognosis of B12

deficiency

CASE:A 66 year-old Caucasian gentleman with COPD, 30-pack year tobacco

history and 1.5 years of progressive cognitive decline presented with dyspnea

and productive cough. He endorsed solid dysphagia and 30 lb weight loss over

the last year. He had poor recall, visual hallucinations, and disinhibition.

Physical exam was notable for tachycardia, hypoxia to 82% on room air,

cachexia, poor inspiratory effort with bilateral rales, and disorientation to time.

His Montreal Cognitive Assessment (MoCA) at admission was 13/30. Workup

was notable for Hgb 12.4 g/dL, MCV 99 fL, and a positive Strep. pneumonia

urine ag. CT chest demonstrated multifocal pneumonia; respiratory symptoms

resolved with treatment for aspiration pneumonia. Barium swallow demon-

strated severe esophageal and pharyngeal dysmotility, delayed esophageal

emptying, and microaspiration. MRI brain and neck were unremarkable.

Further testing included vitamin B12 level 63 pg/mL, homocysteine 50.7

μmol/L, and methylmalonic acid (MMA) 14908 nmol/L. EGD revealed severe

atrophic gastritis in the gastric body and fundus. Additional workup was

positive for anti-intrinsic factor antibodies, confirming pernicious anemia.

Treatment with intramuscular vitamin B12 significantly improved dysphagia

preventing additional hospitalizations for aspiration pneumonia. MoCA did

not improve 3 months after discharge.

IMPACT: This case of reversible neurogenic dysphagia associated with perni-

cious anemia demonstrates a rarely reported neurologic sequelae of B12 deficiency.
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DISCUSSION: Dementia, peripheral neuropathies, and defects in the poste-

rior and lateral columns of the spinal cord are the most frequently reported

sequelae of vitamin B12 deficiency. Neurogenic dysphagia due to B12 deficien-

cy is rarely reported. Cognitive decline, combined with solid dysphagia, and

weight loss prompted workup for reversible causes of dementia. Evaluation of

cobalamin deficiency with MMA and homocysteine levels, as well as EGD

directed clinical management. MMA and homocysteine levels are markedly

elevated in vitamin B12 deficiency, even in the absence of anemia.
1 In this case,

MMA and homocysteine levels were elevated in the setting of mild anemia.

The neurologic lesions associated with B12 deficiency are progressive and

include demyelination, axonal degeneration, and neuronal death.2 Prompt

vitamin B12 supplementation may reverse neurological symptoms, depending

on severity and duration.3 Neurologic damage is more likely irreversible after

six months, and deficits present for greater than one year are associated with

minimal improvement.3,4 In this case, neurogenic dysphagia improved, cogni-

tive function did not. Early recognition of cobalamin deficiency by internists is

critical, as many clinical manifestations are reversible within one to twelve

weeks of initiating supplementation.4

RECURRENT EPISODESOFHYPERNATREMIA-INDUCEDRHAB-

DOMYOLYSIS LEADING TO ACUTE RENAL FAILURE Alaa

Akhras1; Amina Pervaiz1; Jared Goldberg1; Diane L. Levine2. 1Wayne State

University, Southfield, MI; 2Wayne State University, Detroit, MI. (Control ID

#2946326)

LEARNINGOBJECTIVE #1: To recognize rhabdomyolysis as a complica-

tion of hypernatremia and understand the pathophysiology of muscle damage

in the setting of hypernatremia.

CASE: A 46 yo man with panhypopituitarism with diabetes insipitus with

chronic hypernatremia (145-150), central hypogonadism and hypothyroidism

secondary to subarachnoid hemorrhage presented to ED with lethargy, and

severe bilateral lower extremity weakness. The patient denied fever, chills,

symptoms of infection, rash, and joint pain. Meds were unchanged. Exam

revealed normal vital signs and 4/5 muscle strength in both lower extremities.

Initial labs showed Na 174, CPK of 59,000 and BUN/Cr of 63/3.09. He was

admitted to MICU and started on .45% saline and 4mCg sub Q desmopressin.

His Na steadily dropped to 160s over two days finally improving to 149. CPK

decreased to 17,000 and renal function returned to baseline. Lower extremity

weakness significantly improved within a day and he was ambulating

independendly at discharge. Of note patient had multiple similar episodes of

rhabdomyolysis in the setting of hypernatremia.

IMPACT: The literature regardingt rhabdomyolysis as a complication of

severe hypernatremia is limited to primarily to case reports. Recongition of

rhabdomyolysis as a complication of severe hypernatremia is important to

allow for early recognition of ongoing muscle damage to allow for appropriate

treatment to prevent complications of rhabdomyolysis.

DISCUSSION: Hypernatremia has been reported to cause rhabdomyolysis in

the setting of adipsia/hypodipsia. It has been hypothesized (Incekik et all-4)

that a hyper osmolar state inhibits the electrogenic sodium pump in muscle

cells and impairs sodium-calcium transport which leads to an increased cyto-

plasmic calcium level which in turns causes activation of neutral proteases and

leads to destruction of the muscle. Muscle damage causes release of CPK and

myoglobin into the extracellular compartment which leads to acute renal

failure. The most feared complications of hypernatremia are neurologic.

Rhabdomyolysis caused by hypernatremia is rare. Yet, rhabdomyolysis can

cause significant electrolyte disturbances incuding hyperkalemia and hypocal-

cemia and acute renal failure and therefore needs to be quickly diagnosed to

allow for appropriate treatment. Appropriate treatment of hypernatremia in this

situation requires .45% saline and desmopressin. Treatment is challenging, and

frequent monitoring of serum Na to necessary to ensure measured correction

(8-10 meq over 24 hours. Rhabdomyolysis should be recognized as a potential

complication of hypodipsic hypernatremia thereby allowing for early treatment

and prevention of complications.

A 39-YEAR-OLD WOMAN WITH THIGH HEMATOMAS, MENOR-

RHAGIA, PERIFOLLICULAR HEMORRHAGES, AND GUM DIS-

EASE Vivek Naranbhai; Rachel Simon; Leigh H. Simmons. Massachusetts

General Hospital, Boston, MA. (Control ID #2945335)

LEARNING OBJECTIVE #1: Recognize features of vitamin C deficiency

LEARNING OBJECTIVE #2: Consider micronutrient deficiencies in pa-

tients with altered diets presenting with multisystem complaints

CASE: A 39yo woman with idiopathic gastroparesis, constipation, and mi-

graines presented with 2 months of right leg bruising and pain; symptoms

began after she dropped a paint can on her foot. She was admitted to our

hospital 2 weeks prior for leg pain and swelling; she was diagnosed with a

thigh hematoma and complex regional pain syndrome. She returned with

dyspnea and worsening leg pain and swelling. She described gum pain and

bleeding, and daily vaginal bleeding for several weeks. On admission, she had

a BMI of 17. Her oral exam revealed friable and hypertrophied gingiva. Her

shins had peri-follicular hemorrhages and coiling of limb hair. She had bilateral

popliteal and foot ecchymoses and swollen legs. Because of nausea from

gastroparesis, she ate only eggs, tuna, crackers, and bone broth. Fruits exacer-

bated her heartburn and she had not eaten them in 2 years. She did not take a

multivitamin. She took senna, pantoprazole, gabapentin, iron, and B12 injec-

tions. She did not consume alcohol. Labs: Hb of 5.0 which rose with transfu-

sion, WBC 3.98, platelets 190, INR 1.1, mildly elevated CRP and ESR, and

direct bilirubinemia. A plasma vitamin C level is pending. These features were

sufficient for a clinical diagnosis of scurvy. She received IV vitamin C and

tolerated orange juice well. Her vaginal bleeding ceased in 24 hours, and leg

pain improved. Her hematocrit remained stable and she was discharged on oral

vitamin C supplementation. She will have further gynecologic evaluation.

IMPACT: Scurvy is infrequently considered for patients with bleeding diath-

eses who have altered diets, yet history and exam are usually sufficient for

diagnosis. As internists we may feel that many patients take unnecessary

multivitamins, but we should be aware of patients whomust take micronutrient

supplementation. The case also highlights cognitive biases. The patient felt her

gastroparesis and migraines made her diagnosis challenging for the many

doctors who saw her. We agree. Another source of error may have been an

anchoring bias to the foot injury initiating her symptoms.

DISCUSSION:The vignette illustrates classic features of scurvy that resemble

vasculitis and include scorbutic gums, perifollicular hemorrhages, muscle

hemorrhage, and anemia. Scurvy may also cause arthralgias, neuropathy,

depression, anorexia, and poor wound healing. While symptomatic vitamin

C deficiency is a rare condition, epidemiologic studies suggest that biochem-

ical vitamin C deficiencies may exist in up to 7% of American adults, with

higher rates seen in patients with restricted diets, alcoholism, poverty, and

anatomically altered GI systems. Symptoms respond rapidly to oral ascorbic
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acid but may require parenteral administration in severe cases. The general

internist should be familiar with the clinical features and risk factors for this

treatable and preventable disease.

ACAN'TMISSDIAGNOSIS:DIFFUSEALVEOLARHEMORRHAGE

IN A PATIENT WITH CHRONIC LEUKEMIAMarianne Spengler; Ami

DeWaters. Penn State Milton S. Hershey Medical Center, Hummelstown, PA.

(Control ID #2946476)

LEARNING OBJECTIVE #1: Diagnose diffuse alveolar hemorrhage in a

patient with chronic leukemia.

LEARNINGOBJECTIVE #2: Recognize the high mortality associated with

delayed diagnosis of diffuse alveolar hemorrhage.

CASE: A 71-year-old man was admitted with two months of epigastric

pain, weight loss, and cough. Initial lab work revealed a white blood cell

count of 551,000/μL and platelet count of 39,000/μL. A CT of the chest

and abdomen showed splenomegaly and diffuse adenopathy, as well as

ground-glass opacities in the right lower lung. Treatment with hydroxyurea

and empiric antibiotics was initiated. Further evaluation with flow cytom-

etry and bone marrow biopsy revealed T-cell prolymphocytic leukemia.

His respiratory status declined over the subsequent week, and a repeat CT

of the chest showed progressing bilateral ground-glass opacities, as well as

a left pleural effusion. Treatment with alemtuzumab was initiated. He was

intubated and a bronchoalveolar lavage was performed, which demonstrat-

ed findings consistent with diffuse alveolar hemorrhage. His clinical status

continued to deteriorate, and his family decided on comfort care. He died

less than one month after his initial leukemia diagnosis.

IMPACT: This case highlighted the importance of an early diagnosis of

diffuse alveolar hemorrhage by recognizing it as a complication in patients

with chronic leukemia.

DISCUSSION: Diffuse alveolar hemorrhage has been reported in associ-

ation with acute leukemias, particularly of myeloid lineage, but this case

is the first to report that diffuse alveolar hemorrhage can also present as a

complication of chronic T-cell prolymphocytic leukemia. Several etiologies

for diffuse alveolar hemorrhage have been proposed in patients with

hematologic malignancies, including leukemic infiltration of the lungs,

thrombocytopenia, coagulopathy, prophylactic anticoagulation, underlying

infection, and antineoplastic agents. In the case presented, based upon

imaging studies, alveolar hemorrhage was likely present at the time of

admission. Diffuse alveolar hemorrhage should be suspected in patients

with chronic leukemia who present with imaging suggestive of the syn-

drome. A high index of suspicion for diffuse alveolar hemorrhage is

necessary to prevent a delay in diagnosis which could increase morbidity

and mortality. Delays in diagnosis of diffuse alveolar hemorrhage have

been associated with the development of renal failure, as well as an

inpatient mortality of 100%. With prompt diagnosis, mortality for diffuse

alveolar hemorrhage has been reported as low as 20%.

A CASE OF A DELIBERATELY PROLONGED LENGTH OF STAY

TO EXPEDITE DIAGNOSIS OF NON-HODGKIN'S LYMPHOMA AT

A PUBLIC HOSPITAL WITH LIMITED RESOURCES AND FOL-

LOW UP Michael Rosman. NYU Langone Medical Center, New York, NY.

(Control ID #2942292)

LEARNINGOBJECTIVE #1:Discuss when it may be appropriate to keep a

patient admitted beyond resolution of their presenting symptoms and con-

firmed clinical stability.

CASE:A58 year old femalewith amedical history of Adult-onset Still's disease

presentedwith nausea and vomiting for five days. During a recent admission, our

patient underwent an extensive workup for fever of unknown origin, with labs

demonstrating an elevated ferritin as well as positive SSA/SSB, with imaging

showing scattered enlarged lymph nodes less than 1 cm, making lymphoma

unlikely. The patient was diagnosed with Adult-onset Still's disease given her

high fevers and elevated ferritin, and started on steroids and Anakinra and

discharged one month prior to this admission. Five days prior to admission,

the patient began experiencing nausea with non-bloody vomiting and decreased

appetite, necessitating admission. During this hospitalization, the previous diag-

nosis of Adult-onset Still's disease was revisited as the patient reported continued

low-grade fevers at home. Given that a positive SSA/SSB is associated with up

to a nineteen-fold increased risk of developing Non-Hodgkin's lymphoma, the

decision was made to obtain an inpatient PET-CT to better evaluate for a lymph

node large enough for a safe biopsy. Despite the fact that the patient's original

presenting gastrointestinal symptoms had resolved, the primary team believed

that the patient, whowas uninsured, should undergo the study as an inpatient due

to the potential for significant delay as an outpatient at our safety-net public

hospital with often extended wait periods. The PET CT ultimately revealed

multiple hypermetabolic lymph nodes up to 2 cm in size, and endoscopic

ultrasound with fine needle aspiration yielded a specimen suggesting Non-

Hodgkin's lymphoma, a diagnosis that was confirmed by outpatient core biopsy.

IMPACT: While complex clinical cases require clinical acumen and experi-

ence, including the social aspects of both the patient and the hospital can often

be just as important in obtaining a prompt diagnosis.

DISCUSSION: Our patient's lymphadenopathy on her initial CT scan did not

reveal any easily accessible lymph nodes for biopsy, and one reasonable approach

would have been for the patient to be discharged with follow up given that her

presenting gastrointestinal symptoms had resolved. However, we decided to keep

the patient admitted for an extended period to obtain a PET CT. This decision was

based on the protracted delay in diagnosis that would ensue as an outpatient in a

public hospital with limited resources. Hernandez et al demonstrated that follow

up appointments within seven days of discharge has been associated with a lower

risk for subsequent re-admission, a follow up timeline that is not always possible at

many public teaching hospitals. While our case was less of a concern for re-

admission, it can beworth considering in cases where prompt follow up is difficult

whether a slightly longer admission is worth a significantly expedited study.

A CASE OF ANTI-GLOMERULAR BASEMENT MEMBRANE DIS-

EASE PRESENTING AS ISOLATED ACUTE CRESCENTIC GLO-

MERULONEPHRITIS Sandheep Venkataraman; Nader Emami; Joseph

Hong. Montefiore Medical Center, Bronx, NY. (Control ID #2944873)

LEARNING OBJECTIVE #1: Recognize the presentation of anti-

glomerular basement membrane (GBM) antibody disease

LEARNING OBJECTIVE #2: Emphasize the importance of timely diagno-

sis and management of the condition

CASE: A 78-year-old woman presented after a mechanical fall. She denied

neurological symptoms, fever, chills, and gastro-intestinal or urinary symp-

toms. Vitals were normal. Creatinine was elevated to 3.9 mg/dl (baseline 0.8).

Urinalysis was positive for 1g proteinuria, blood, and leucocyte esterase. Renal
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function worsened despite trial of intravenous fluids. Hemodialysis was initi-

ated for worsening uremia and hyperkalemia. Auto-immune work up revealed

positive antinuclear antibody (ANA) and anti-GBM. Renal biopsy showed

crescentic glomerulonephritis, partial destruction of Bowman's capsule, and

marked peri-glomerular inflammation. Plasmapheresis and high dose steroids

were started. However, her renal function did not improve and she remained

dialysis-dependent at discharge.

IMPACT: In a patient with rapidly worsening renal function, a glomerular

cause should be suspected in the presence of nephritic-range proteinuria and

dysmorphic red cells in urine. Early diagnosis can significantly affect manage-

ment and prognosis.

DISCUSSION: Anti-GBM disease is a disorder in which circulating antibod-

ies are directed against an antigen intrinsic to the GBM, thereby resulting in

acute or rapidly progressive glomerulonephritis. The term Goodpasture's syn-

drome is often used synonymously; it typically presents with the syndrome of

glomerulonephritis and pulmonary hemorrhage. Acute glomerulonephritis due

to anti-GBM disease is rare, with an incidence of less than one case per million

people. Younger patients (<30 years) are more likely to present with the full

constellation of Goodpasture's (including pulmonary hemorrhage). Older pa-

tients (>50 years) often present with isolated glomerulonephritis as seen in our

patient. It presents as acute renal failure with a nephritic range proteinuria and

with dysmorphic red cells, white cells, and granular casts on urinalysis. Other

glomerular diseases should be ruled out with complement assays, ANA, and

anti-neutrophil cytoplasmic antibody. Pulmonary alveolar hemorrhage affects

40 to 60 percent of patients. The presentation includes shortness of breath,

cough, hemoptysis, and pulmonary infiltrates on chest x-ray. Systemic symp-

toms such as malaise, weight loss, fever, or arthralgia, are typically absent. The

treatment of choice in anti-GBM antibody disease is intensive plasmapheresis

combined with immunosuppressants (prednisone and cyclophosphamide). The

prognosis of untreated acute glomerulonephritis is extremely poor. Prognosis

improves following treatment, and recovery is more likely if renal disease is

less severe at the time of diagnosis.

A CASE OFAUTOIMMUNE HEMOLYTIC ANEMIA AND ASSOCI-

ATED AUTOIMMUNE HEPATITIS Victoria Jackson; Nivedita Arora;

Kevin Schesing; Mahmuda Islam. UTSW, Dallas, TX. (Control ID #2927499)

LEARNING OBJECTIVE #1: Recognize the rare association between

autoimmune (AI) hemolysis and autoimmune hepatitis.

CASE: A 52-year old woman with history of hypertension presented with 5

days of fever, nausea, vomiting and non-radiating right-sided flank pain

associated with 2 days of yellowing of her skin and eyes. She reported dark

colored urine without other complaints. On initial exam she was hemodynam-

ically stable and febrile (100.3F) with pronounced scleral icterus and jaundice.

She did not have the stigmata of cirrhosis. The remainder of her physical exam

was unremarkable except for BMI of 34. Lab work was notable for hemoglo-

bin of 12 on admission with nadir of 8.6, normal platelets and white count,

aspartate aminotransferase 1326 units/L, alanine aminotransferase 1275 units/

L, alkaline phosphatase 124 units/L, total bilirubin 15.1 mg/dL and direct

bilirubin 12.2 mg/dL. Direct Coombs test was positive. LDH was elevated at

633 and haptoglobin level was decreased at <5. Peripheral smear demonstrated

normocytic anemia with occasional spherocytes and reticulocytes. Hepatitis A

IgG, Hepatitis C IgG and RNA PCR, Hepatitis B surface antigen and DNA

PCR, and Hepatitis E IgM were negative. Anti-smooth muscle (ASMA) and

anti-mitochondrial (AMA) antibodies were negative. Antinuclear antibody

testing was positive at 1:1280 with a diffuse speckled pattern. Total IgG level

was elevated at 3230 mg/dL. A liver biopsy revealed infiltration of liver

parenchyma including portal, interface and lobular portions with lymphocytes,

neutrophils and aggregates of plasma cells as well as focal necrotic hepato-

cytes, characteristic of AI hepatitis. She was diagnosed with AI hepatitis and

AI hemolytic anemia. She was initiated on prednisone 60mg daily which

resulted in a dramatic improvement in her liver function tests within 48 hours.

IMPACT: This case helps highlight the association between AI hepatitis and

AI hemolytic anemia.

DISCUSSION: AI hepatitis occurs more commonly in women than men. It is

diagnosed by elevation of liver function tests, antibody patterns, and certain

pathological findings. Characteristic circulating antibodies include ANA,

ASMA, anti-liver kidneymicrosomal, anti-soluble liver antigen/liver pancreas,

pANCA, and Anti LC1. AMA are sometimes present. Our patient had labo-

ratory, immunological as well as pathological evidence of AI hepatitis. AI

hepatitis is often associated with other AI diseases: commonly thyroiditis,

ulcerative colitis, type 1 diabetes mellitus, rheumatoid arthritis and celiac

disease. However, its association with AI hemolytic anemia has been described

only in a few case reports in the literature. Our patient had a normocytic anemia

with an elevated LD, low haptoglobin, a positive direct Coombs test and with

evidence of spherocytes and reticulocytes on the peripheral smear. This case

exemplifies a rare association between AI hemolytic anemia and AI hepatitis.

A CASE OF CHEST PAIN AND ALTERED TASTE: JUST GERD OR

MUCH MORE? Shreya Amin; Katherine Wrenn. Beth Israel Deaconess

Medical Center, Boston, MA. (Control ID #2927955)

LEARNING OBJECTIVE #1: Recognize the clinical manifestations of

Candidal esophagitis in an immunocompetent adult.

LEARNING OBJECTIVE #2: Discuss the potential predisposing risk fac-

tors for Candidal esophagitis.

CASE: A 28-year-old woman with a history of gastroesophageal reflux

presented to clinic with chest pain and dysgeusia for several months. She

described the pain as intermittent and retrosternal with associated dyspha-

gia. She was previously on omeprazole and ranitidine was added with

minimal improvement. There was no history of recent antibiotic or corti-

costeroid use, risk factors for an HIV infection, or other findings sugges-

tive of congenital or acquired immunodeficiency. She had no cardiac risk

factors. Her only other medication was an oral contraceptive. Review of

systems was otherwise negative. The patient had an unremarkable exam

and her initial laboratory evaluation was normal. H. Pylori and HIV

serologies were negative. An esophagogastroduodenoscopy (EGD) was

obtained given persistent symptoms, which showed friable mucosa with

localized white plaques. Biopsies confirmed the diagnosis of Candidal

esophagitis. Quantitative immunoglobulins were obtained and were all

within normal limits. The patient was treated with two weeks of oral

fluconazole with resolution of symptoms.

IMPACT: This patient presented with a fairly common complaint and was

ultimately diagnosed with a relatively rare disease for the non-immunosuppressed.

This case encourages practitioners to be vigilant about and consider the diagnosis of

Candidal esophagitis even in the absence of apparent predisposing factors.

DISCUSSION: Complaints such as chest pain, dysgeusia, and dysphagia are

common to the outpatient setting and invasive procedures such as an EGD are
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rarely ordered or even necessary. Candidal infections of the gastrointestinal tract

are often suspected and seen in immunocompromised individuals presenting

with these symptoms, but in the absence of immunocompromise, this diagnosis

may be elusive at first. The hallmark of this diagnosis is odynophagia with pain

localized to the retrosternal area. Risk factors for esophageal candidiasis include

malignancy, chronic metabolic or infectious disease, immunosuppressive drug

therapy, chronic broad spectrum antibiotic therapy, inhaled or oral corticosteroid

use, diabetes, blood dyscrasias andHIV infection, especially in those with a CD4

count below 200/microL. Interestingly, our patient presented with the hallmark

symptoms, but lacked any of these risk factors. Her quantitative immunoglob-

ulins were normal suggesting an intact humoral immunity. However, similar

cases of Candidal esophagitis have been described in those with altered cellular

immunity. Therefore, additional testing for cellular immunity might be helpful in

elucidating this case even further. Treatment of Candidal esophagitis includes

azoles, echinocandins, or amphotericin B, with fluconazole being the first line

agent for typically 14 to 21 days. Our patient responded well to this treatment

without any recurrence in symptoms.

A CASE OF CHLAMYDIAL PERICARDITIS CAUSING

TAMPONADE IN AN IMMUNOCOMPETENTHOST Elizabeth "Betty"

Kolod; Jacob M. Koshy. Montefiore Medical Center, Bronx, NY. (Control ID

#2946642)

LEARNINGOBJECTIVE #1:RecognizeChlamydia trachomatis as a cause

of pericarditis among immunocompetent individuals

CASE: A 26-year-old man presented with a week of fever, dyspnea and

pleuritic chest pain. He is HIV- on pre-exposure prophylaxis, and had engaged

one week earlier in condomless anal intercourse with multiple partners. In the

days following he noted bloody, mucoid diarrhea. His PCP diagnosed rectal

Neisseria gonorrhea and Chlamydia trachomatis. HIV serology and viral load

were negative. He received intramuscular ceftriaxone at that visit and a

prescription for amoxicillin. Later that day he presented to the ED with fevers

and abdominal pain. CT abdomen/pelvis incidentally revealed a large pericar-

dial effusion. Transthoracic echocardiogram exhibited tamponade physiology

and the patient developed severe hypoxia and sinus tachycardia.

Pericardiocentesis yielded 500 cc of bloody, purulent fluid and vital signs

normalized. He was started on vancomycin and ceftriaxone but continued to

have fevers. On pericardial fluid analysis, C. trachomatis NAATwas positive.

He was treated with doxycycline with resolution of fevers. Pericardial biopsy

was positive forC. trachomatis IgG >1:1024 dilution, supporting the diagnosis

of C. trachomatis pericarditis. One month after discharge, chest pain and

shortness of breath had resolved.

IMPACT:We highlightC. trachomatis as a rare cause of pericarditis. Sexually

transmitted infections should be considered in immunocompetent patients with

no risk factor for purulent pericarditis, such as instrumentation or pneumonia.

Among those at high risk for STI, clinicians should maintain high index of

suspicion for unusual presentations of STI.

DISCUSSION: Our case highlights C. trachomatis as a rare cause of pericar-

ditis. C. trachomatis endocarditis and myocarditis are more common, the latter

occurring in pediatric patients, with a high rate of mortality. Chlamydial

pericarditis is rarely reported among immunocompromised patients. Here, we

report the first documented case of C. trachomatis pericarditis in an immuno-

competent host. In developed countries, 80 - 90% of acute pericarditis is

idiopathic and presumed to be viral, while the remaining 10 - 20% comprise

neoplastic, inflammatory and post-cardiac injury syndromes and tuberculous

etiologies. Purulent pericarditis represents less than 1% of all cases.The mor-

tality rate for purulent pericarditis in treated patients can be as high as 40%,

attributed to cardiac tamponade, systemic toxicity, and resultant constrictive

pericarditis. Mortality in untreated patients approaches 85%. C. trachomatis is

the most common sexually transmitted bacterial pathogen in the United States.

Amongmenwho have sex withmen (MSM), rectal and pharyngeal chlamydial

infection rates range from 3 - 10.5% and 0.5% - 2.3%, respectively.

C. trachomatis STI is often undetected; up to 50% of men remain asymptom-

atic. Notably, our patient presented with a cardinal symptom of rectal infection:

bloody, mucoid rectal discharge.

A CASE OF COMPRESSION Jiten Desai1; Zalak Desai1; Paresh Sojitra1;

CharudattaWankhade1; Jay J. Shah2; AndrewCantos1; Salman Shah1; Ofek Y.

Hai1; Andrea Mignatti1; Roman Zeltser1; Amgad N. Makaryus1. 1Nassau

University Medical Center, East Meadow, NY; 2Saint Vincent Mercy Medical

Center, Toledo, OH. (Control ID #2936617)

LEARNING OBJECTIVE #1: May-Thurner syndrome (MTS) should be

suspected in patients in their second to fourth decade of life presenting with

unprovoked DVT of left leg.

LEARNING OBJECTIVE #2: An iliac venogram is the diagnostic test of

choice for MTS

CASE: A 56 year old female presented with gradually worsening shortness of

breath associated with dull left leg pain over 5 days. The patient denied any

recent travel, recent surgeries, or immobilization. The patient smoked a half

pack of cigarettes per day since the age of 20. On physical exam, she was

afebrile with a warm left lower extremity which was swollen and erythematous

from the ankle to mid-thigh. Distal pulses, motor strength and sensations were

intact. Prothrombin time was 13.6s, INR was 1.1 and partial thromboplastin

time was 30.5s. CT pulmonary angiography and CT venography revealed

multiple bilateral pulmonary emboli and extensive left pelvic and left lower

extremity deep vein thrombosis. The patient was given one dose of enoxaparin

in the emergency department. Catheter directed thrombolysis of the left lower

extremity extending from the inferior vena-cava (IVC) to the left popliteal vein

was performed with alteplase. Heparin infusion was started with a PTT goal of

40-60s. The patient also underwent left iliac vein balloon angioplasty with

stenting and infra-renal IVC filter placement via jugular approach to prevent

further embolization. All other causes of thrombophilia were ruled out and the

diagnosis of MTS was made. Heparin therapy was bridged with warfarin

therapy with an INR goal of 2-3.

IMPACT: This case report will expand the available literature regarding the

diagnsosis of this rare disease. Wth sufficient index of suspicion, this case will

also educate providers how to appropriately treat May Thurner Syndrome via

novel approach.

DISCUSSION: A history of persistent left lower extremity swelling with or

without DVT in a woman between the 2nd and 4th decades of life, without an

obvious cause, is highly suggestive of May-Thurner syndrome. An iliac

venogram is the diagnostic test of choice. Our patient had a classic form of

MTS and had no evidence of thrombophilia. MTS is treated only when it is

symptomatic. If a DVT occurs, the goal of treatment is to remove clot with

pharmaco-mechanical thrombolysis to prevent post-thrombotic syndrome

(PTS) and to repair the anatomical defect with the use of stents and balloon

venoplasty. Recent results from the catheter-directed venous thrombolysis
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(CDT) study demonstrated a significant reduction in the incidence of post

thrombotic syndrome (PTS) in the CDT treatment arm vs. the traditional

anticoagulation group at 2 years (41% vs 56%, P = 0.047). Some authors also

suggest that MTS related DVT patients with a high clot burden should also

undergo IVC filter placement. Stent was successfully deployed in the iliac vein

(minimally invasive endovascular treatment) and that restoration of flow

resulted in a dramatic improvement of the patient's symptoms.

A CASE OF ERYTHROMELAGIA MISDIAGNOSED AS RECUR-

RENT CELLULITIS Takaaki Kobayashi; Jonathan Kirshner; Madeleine

Gantz; Svetlana Chernyavsky; Kristine Favila. Mount Sinai Beth Israel, New

York, NY. (Control ID #2936893)

LEARNING OBJECTIVE #1: Recognize erythromelagia as a cause of

intermittent erythema and burning lower extremity pain

CASE: A 22-year-old male with a right clubfoot treated with surgical correc-

tion 8 years prior and a recent admission history for presumptive foot cellulitis

presented with worsening bilateral leg erythema, swelling, and burning pain.

One month prior to admission, he noticed burning pain and redness in his feet

and was admitted for suspected cellulitis. He received intravenous clindamycin

and was discharged with oral clindamycin. He returned 5 days later with a rash

on his back and upper chest. Because of allergy concerns, antibiotics were

changed to sulfamethoxazole/trimethoprim and levofloxacin. His leg symp-

toms did not improve with a course of antibiotics. He denied fever, chills, or

recent travel. Physical examination revealed normal vital signs, bilateral feet

erythema, swelling and tenderness, and erythematous papules and macules on

the upper back, posterior neck, and anterior upper extremities. Laboratory tests

were unremarkable. Vancomycin was initiated for a presumptive diagnosis of

recurrent cellulitis. The next day, erythromelagia (EM) was diagnosed; aspirin

and gabapentin were initiated. His leg symptoms improved dramatically, and

vancomycin was discontinued. The rash was thought to be an allergic reaction

to clindamycin, which slowly improved with antihistamine.

IMPACT:Erythromelagia is a rare clinical syndrome of intermittently red, hot,

painful extremities and is often misdiagnosed because it can mimic other

dermatological conditions. It must be considered when atypical "recurrent

cellulitis" does not respond to antibiotics.

DISCUSSION: EM, first described in 1834, is a rare clinical syndrome. It is

more common in women than in men, most often occurs in adults (2 per

100,000 women vs. 0.6 per 100,000 men), and is known to be associated with

underlying myeloproliferative disease in fewer than 10% of cases. While its

pathogenesis is not fully understood, vascular, neural, and genetic factors are

thought to play roles. Affected areas become intermittently red, hot, and

painful with or without swelling. Erythromelagia affects the feet in approxi-

mately 90% of patients, but it may also involve the upper extremities and face

in rare instances. There is no specific test to confirm a diagnosis of

erythromelagia, which is primarily clinical, based on a thorough history and

physical examination. Other causes of pain and erythema, including peripheral

vascular disease, metabolic disease such as Fabry disease, Raynaud's phenom-

enon, and cellulitis, must be ruled out. Nonpharmacological measures, such as

avoidance of precipitating factors, exposure of the affected area to cool water

for short periods of time, limb elevation, and fan use for short periods of time,

should always be included in the management of this syndrome. Systemic

therapy with aspirin, gabapentin, pregabalin, venlafaxine, and amitriptyline are

reported to be effective.

A CASE OF FIBROMUSCULAR DYSPLASIA PRESENTING WITH

ABDOMINAL PAIN Nina Gertsvolf1, 2; Analiese Diconti-Gibbs1, 2; Peter

Sohn1, 2; Tyler Wright1, 2; Reshma Patel1, 2; Stephanie K. Zia3; Huda Khaleel1,

2. 1Keck School of Medicine of University of Southern California, Los

Angeles, CA; 2LAC+USC, Los Angeles, CA; 3Keck School of Medicine of

USC, Los Angeles, CA. (Control ID #2946018)

LEARNING OBJECTIVE #1: Recognize atypical presentations of

fibromuscular dysplasia (FMD)

LEARNING OBJECTIVE #2: Interpret lab tests when patients are negative

for rheumatologic markers

CASE:A46-year-old Cuban female with a prior history of hypertension, asthma

and cigarette smoking presented to the emergency room for intractable abdom-

inal pain. The pain started three weeks prior to admission, initially mild then

progressing to severe pain and oral intolerance. The pain was localized to the

epigastrium without radiation, much worse after meals, lasting twenty minutes at

a time. It was associated with nausea, vomiting, dizziness and headaches. Her

medical history was notable for hypertension, which had been well controlled on

an angiotensin receptor blocker and thiazide. Past surgical history included

cholecystectomy a year prior to admission. Incidentally on radiographic imaging,

the patient was found to have an atrophied left kidney with 11% function on

scintigraphy. On admission, patient was hypertensive to 169/101, vital signs

otherwise normal. Physical exam was significant for epigastric tenderness to

palpation. CT abdomen demonstrated mucosal thickening and edema of the

jejunum, concerning for early changes of bowel ischemia. CTangiogram showed

stenosis of an early branch of the proximal superior mesenteric artery (SMA)

with associated collateral vessels. CT angiogram also showed left renal artery

stenosis, as well as a markedly atrophic left kidney. Patient was worked up for

numerous rheumatologic disorders but ANCA, RF, MPO ab, CCP, cryoglobulin

were negative. Vascular surgery successfully performed an SMA bypass proce-

dure. The patient tolerated the procedure well and eventually transitioned to

normal diet without her previous abdominal pain. At her follow-up appointment

three weeks after surgery, she reported that her pain resolved.

IMPACT: Typical presentation of FMD is a woman in her mid-forties or fifties

with hypertension. However, this case demonstrates one of the less frequent

presentations that requires a higher degree of clinical suspicion for correct

diagnosis. Our patient visited the emergency room four times for her abdom-

inal pain in the month prior to admission. This case demonstrates how FMD

can present with postprandial abdominal pain, and illustrates the angiographic

presentation of mesenteric artery involvement.

DISCUSSION: FMD is a rare vascular disease of medium-sized arteries

caused by abnormal development of the vasa intima, media or adventita.

Symptomatic renovascular disease affects about 0.4% of the population. Eti-

ology is not well characterized, though estrogen exposure, genetics and ciga-

rette smoking have been investigated as contributory factors. Common pre-

sentations include arterial narrowing, dissection or aneurysm. The renal arteries

are most classically affected, often causing uncontrolled hypertension. Impor-

tantly, FMD is a diagnosis of exclusion. It is non-inflammatory and non-

atherosclerotic, and often patients are negative for rheumatologic markers.

A CASE OF FIBROSING MEDIASTINITIS AS A CAUSE OF LUNG

MASS & PULMONARY VASCULAR INFILTRATION Olushola B.

Obafemi1; Meredith E. Sloan1; Yanglin Guo1, 2. 1University of Mississippi

Medical Center, Brandon, MS; 2University of Mississippi Medical Center,

Jackson, MS. (Control ID #2935511)
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LEARNING OBJECTIVE #1: Fibrosing mediastinitis should be recog-

nized and included in the differential diagnosis in the evaluation of

patients in the Southwestern region of the United States presenting with

a lung mass. Fibrosing mediastinitis is a disorder characterized by an

excessive fibrotic reaction in the mediastinum that can result in compro-

mise of the airways, great vessels, and other mediastinal structures1. The

majority of cases of fibrosing mediastinitis are thought to be sequelae of

infection with Histoplasma capsulatum, a dimorphic fungus that is found

commonly in the southeastern, mid-Atlantic, and central United States1.

We report a case of fibrosing mediastinitis as a cause of a lung mass and

pulmonary vascular infiltration.

CASE: A 18-year-old African American man with no prior medical history

presented with productive cough, mild hemoptysis, and right sided chest

discomfort worsened by inspiration and positional changes for five days

duration. Upon evaluation at his local hospital, CT chest was obtained reveal-

ing a 4 cmR perihilar mass encasing the right pulmonary artery with right hilar

adenopathy, and calcification within the mass. He was then transferred to our

institution for further evaluation. Physical exam was unremarkable. Initial labs

for fungal etiologies, HIV, and tuberculosis were negative. Bronchoscopy with

endobronchial ultrasoundwas performed, which showed significant narrowing

of the right bronchus intermedius (RBI), as well as vascular infiltration of the

mass in the right pulmonary artery. Attempts at balloon dilation of the RBI

were unsuccessful. Endobronchial biopsies of the RBI mass were negative for

malignant or infectious etiologies. Given his clinical findings and presentation,

the mass most likely represented a case of fibrosingmediastinitis from previous

histoplasmosis infection. The patient was empirically treated for post-

obstructive pneumonia, and was discharged home with resolution of his

symptoms. On follow up in pulmonary clinic, the patient remains asymptom-

atic, and has plans for rituximab vs endobronchial stenting if his disease

progresses.

IMPACT: Important to recognize and include fibrosing mediastinitis in the

differential diagnosis in the evaluation of patients presenting with a lung mass

and pulmonary vascular infiltration.

DISCUSSION: Fibrosing mediastinitis is usually a result of prior histoplas-

mosis exposure resulting in uncontrolled fibrosis around previously infected

mediastinal lymph nodes. This can lead to invasion/obstruction of surrounding

structures, including central pulmonary vasculature, intrathoracic systemic

veins and main stem bronchi. Histoplasma capsulatum is endemic around

the Ohio and Mississippi River valleys, and airway compression can lead to

postobstructive pneumonia or atelectasis, while bronchial erosion by calcific

lymph nodes can lead to broncholithiasis2. Therefore, it is important to include

fibrosing mediastinitis in patients from this region presenting with a lung mass

and pulmonary vascular infiltration.

ACASEOFGABAPENTIN TOXICITY INACUTERENAL FAILURE

Jennifer Ahn; Allison Guttmann. New York University School of Medicine,

New York, NY. (Control ID #2943861)

LEARNINGOBJECTIVE #1: Recognize the clinical features of gabapentin

toxicity

LEARNING OBJECTIVE #2: Understand the potential treatment methods

of gabapentin toxicity

CASE: A 61 year-old man with a history of cocaine abuse and critical limb

ischemia presented with three weeks of left lower extremity pain and one day of

confusion and abnormal movements of his face and extremities. Ten days prior

to presentation, he was evaluated for his left lower extremity pain and was

prescribed Gabapentin. On presentation, his physical exam was notable for

intermittent myoclonic jerking of his face and extremities and a cool left lower

limb. Laboratory evaluation demonstrated Blood Urea Nitrogen 86 mg/dL,

Creatinine 8. 2 mg/dL from a baseline of 1. 2 mg/dL two weeks prior, Creatine

Phosphokinase 15,944 U/L and a urine toxicology positive for cocaine. Mag-

netic resonance angiography revealed occlusion of the left common and external

iliac arteries. The patient's acute renal failure was attributed to cocaine use

compounded by critical limb ischemia resulting in rhabdomyolysis. His altered

sensorium and myoclunus were felt to be secondary to gabapentin toxicity in the

setting of acute kidney injury, which was confirmed by an admission gabapentin

level of 417 ug/mL. Both his renal function and mental status returned to

baseline with the initiation of intravenous fluids, and so hemodialysis was

deferred. The patient had a prolonged hospitalization where he underwent a left

above the knee amputation, and he was ultimately discharged to rehabilitation.

IMPACT: Gabapentin toxicity is an under-recognized cause of morbidity and

prolonged inpatient hospitalization as demonstrated in one study in which this

diagnosis was considered in only 41% of patients, taking an average of 1.5

days to establish the correct diagnosis.

DISCUSSION: Gabapentin was initially developed as an antiepileptic medi-

cation, though has since been found to have several other off-label uses

including treatment of neuropathic pain. Once ingested, it does not undergo

metabolism and is excreted by the kidneys. With normal renal function, the

half-life of Gabapentin ranges from 5 to 7 hours, however in end-stage renal

disease it can be as long as 132 hours. Clinical features of Gabapentin toxicity

include dizziness, drowsiness, confusion, ataxia, asterixis and myoclonus.

While an exact threshold has not been established, most reports demonstrate

gabapentin toxicity occurring at serum concentrations greater than 15 ug/mL.

Patients with chronic kidney disease are at risk for Gabapentin toxicity requir-

ing dose adjustments, however these adjustments are less frequently consid-

ered in those with acute fluctuations in renal function. Patients with suspected

Gabapentin toxicity should undergo treatment if possible, even in the absence

of serum Gabapentin levels, which may not be easily obtained. Both hemodi-

alysis and peritoneal dialysis have been shown to improve myoclonus from

Gabapentin toxicity, with dramatic improvement seen after a single session.

A CASE OF HOMONYMOUS HEMIANOPIA AFTER CARDIAC

CATHETERIZATION Chaitanya Medicherla1; Andrew Lehr1; Diana

Randlett2. 1New York University School of Medicine, Bellerose, NY; 2NYU

School of Medicine, New York, NY. (Control ID #2943972)

LEARNING OBJECTIVE #1: Recognize the incidence of posterior circu-

lation stroke after cardiac catheterization

LEARNING OBJECTIVE #2: Recognize how cognitive biases affect clin-

ical decision making

CASE: A 57 year old man with hypertension, type 2 diabetes, depression,

coronary artery disease s/p PCI and 4-vessel CABG presented with nausea,

vomiting, and syncope. He was found to be in complete heart block and

underwent emergent pacemaker placement and cardiac catheterization with

stent placement to the left circumflex artery. After catheterization, patient

reported lightheadedness and cloudiness when walking. He was transferred

to the medicine service with sign-out to follow up with physical therapy given

"deconditioning" after his acute illness. PT sessions were limited by his
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hesitancy to walk beyond a few steps. Four days after downgrade, patient

reported left sided visual changes. Physical exam was notable for left homon-

ymous hemianopia without somatosensory deficits. A non-contrast head CT

revealed a new acute to sub-acute right posterior cerebral artery infarction. He

was determined to have had an embolic ischemic stroke secondary to cardiac

catheterization. His lightheadedness and cloudiness were believed to be sec-

ondary to hemianopia. He was medically managed and discharged to SAR.

IMPACT: This case involves a common post-catheterization complication as

an unusual presentation described as lightheadedness and cloudiness. We

attributed the symptoms to overall deconditioning secondary to diagnostic

momentum. Furthermore, visual fields were not accurately assessed in this

post-procedure patient. Our personal practice now includes exammaneuvers to

evaluate posterior circulation on patients post-cardiac catheterization given the

high incidence of these strokes in cardiac patients.

DISCUSSION: Post-cardiac catheterization strokes are common, with most

occurring within 24 hours of the procedure. Of these, approximately 25%

involve the posterior circulation often leading to visual field deficits without

gross somatosensory deficits. As a result, neurological deficits may often go

unnoticed if visual fields are not accurately assessed. Furthermore, patients

may not realize a true visual field deficit as they can compensate with neck

rotation; initial descriptors may be vague such as lightheadedness or cloudi-

ness. Our case was further complicated by cognitive biases that influenced our

decision making; namely, the case was framed as overall deconditioning. As a

result, we anchored to a single diagnosis and did not consider neurological

deficit as an explanation for our patient's symptoms. We encourage all medical

professionals to be cognizant of variability in presentation of visual field

deficits and also be keen to their own cognitive biases.

A CASE OF INCIDENTAL ATRAUMATIC FEMORAL HEAD NE-

CROSIS IN A PATIENTWITH LOW BACK PAIN Kristin Berger; Anita

Leon-Jhong. University of Pittsburgh Medical Center, Lewisburg, PA. (Con-

trol ID #2946415)

LEARNING OBJECTIVE #1: Recognize and diagnose atraumatic femoral

head necrosis (FHN) in patients without known risk factors.

CASE: Patient is an 81-year-old female with a history of coronary artery

disease, hypertension, and type 2 diabetes who initially presented to the

emergency department (ED) with low back pain which radiated to her left

groin and down her left thigh as far as her knee. She denied recent trauma. She

was discharged from the ED with pain medication and a diagnosis of osteoar-

thritis. Two weeks later the patient presented to clinic with the same complaint.

She denied associated weakness and paresthesias. On exam, she exhibited

antalgic gait. Flexion, abduction, external rotation (FABER) as well as flexion,

adduction, internal rotation (FADIR) tests were positive in the left hip. She also

reported pain to palpation of the lumbar spine with point tenderness. Given

concern for compression fracture, x-ray of the lumbar spine was obtained,

which incidentally demonstrated avascular necrosis of the left hip. She had no

recent corticosteroid use, no reported alcohol or tobacco use, and no history of

hemoglobinopathy, sickle-cell anemia, or HIV infection. The patient was

referred for evaluation by orthopedic surgery, with plans for further assessment

with MRI.

IMPACT: Though the incidence and prevalence of FHN is low compared to

primary coxarthrosis, it is still of major clinical significance, and should be

considered even in patients without known risk factors. Symptoms are often

non-specific, and abnormalities are initially absent on plain radiographs in

early disease. FHN should be suspected in patients presenting with hip pain,

particularly pain that radiates to the groin and as far down the thigh as the knee.

Magnetic resonance imaging (MRI) is able to detect FHN in early disease

stages even when no abnormalities are noted on x-ray, and is therefore the gold

standard for diagnosis. Given that in a high proportion of cases (30-70%) the

disease is bilateral, assessment of the contralateral hip joint with MRI is

recommended even in the absence of clinical or radiographic signs of FHN.

DISCUSSION: Early diagnosis of FHN may be challenging in patients

without known risk factors, as complaints are frequently nonspecific. If left

untreated, FHN leads to subchondral fractures of the femoral head within 2-3

years, at which time joint-preserving treatment is no longer possible. The most

common joint-preserving measure in early stage disease is core decompres-

sion, though joint replacement is considered in patients with advanced FHN.

The most frequent risk factor for the development of FHN is long-term

corticosteroid use in 10-30% of cases, with additional risk factors including

alcohol use, smoking, hemoglobinopathy, sickle-cell anemia, and HIV infec-

tion. However, FHN should be considered even in patients without known risk

factors, as delay in diagnosis may allow for disease progression, which could

worsen disease-associated morbidity and limit possible interventions.

A CASE OF LONG SEGMENT TRANSVERSE MYELITIS IN AN

IMMUNOCOMPETENT PATIENT DUE TO VARICELLA ZOSTER

VIRUS REACTIVATION Muhammad Zaheer1; Zubair Khan2; Susan

Mansourian1; Manuel M. Matos3. 1Rohester Regional Health/Unity Hospital,

Rochester, NY; 2University of Toledo Medical Center, Toledo, OH; 3Unty

Hospital of Rochester, Rochester, NY. (Control ID #2945025)

LEARNINGOBJECTIVE #1:Diagnose a case of transverse myelitis caused

by Varicella Zoster Virus (VZV) to emphasize the possibility of its occurrence

in immunocompetent patients

LEARNING OBJECTIVE #2: Recognize the therapeutic challenges in

management of myelopathy due to VZV infection in an immunocompetent

patient

CASE: 63 y/o male with past medical history significant for Hypertension and

Hyperlipidemia presented with one-week history of left-sided numbness,

weakness, urinary incontinence and recurrent falls. He had left-sided upper

chest Shingles 2 weeks prior to the onset of his current symptoms treated with

valacyclovir. Neurologic exam on admission showed normal power in right

upper and lower extremity while 3/5 in left lower extremity and 4+ in left upper

extremity. He had crusted lesions on left upper chest from recent Shingles. CT

Head and brain MRI were negative for acute infarct or any hemorrhage. Next

day he was unable to move his left leg followed by weakness of right leg.

Urgent MRI cervical and thoracic spine were done which showed diffuse

hyperintense T2/STIR signal from the level of cervicomedullary junction up

to T9 level without any evidence of cord compression. His symptoms

progressed further significantly and by day 4, power was 0/5 in both legs,4/5

in right upper extremity and 2/5 in left upper extremity. He had sensory level at

T7 dermatome. CSF analysis showed WBC count of 22(100% mononuclear

cells) with RBC count of 495. CSF protein was 86 mg/dl and glucose 94mg/dl.

VZVAb-IgM was positive in CSF while PCR for VZV was negative. HIV

serology was negative. He was started on IVAcyclovir and finished 5 days of

IV methylprednisone pulse therapy without any clinical improvement. He

completed 5 sessions of plasmapheresis without meaningful recovery and
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was discharged to the extended care facility for physical therapy and neuro-

rehabilitation.

IMPACT: Varicella Zoster infection is not a common cause of transverse

myelitis in immunocompetent patients. There is evidence that early antiviral

treatment reduces the risk of VZV myelitis. Therefore, early diagnosis and

antiviral treatment of VZV infection is essential to recovery from myelitis and

minimize its complications.

DISCUSSION: The frequency of transverse myelitis during or after varicella

infection is 0.3%. Early diagnosis of VZV-related myelitis is based on its

temporal relationship to the rash and detection of VZV DNA or VZV-

specific antibodies or both in the CSF. The CSF analysis usually reveals a

mild mononuclear pleocytosis with a normal or elevated protein. Magnetic

resonance imaging of the spine may demonstrate T2 hyperintense lesions in the

spinal cord with occasional swelling and enhancement. There are no

established treatment regimens for transverse myelitis as a complication of

VZV infection. Some researchers recommend high doses of acyclovir and

steroids. Although clinical recovery is variable, many immunocompetent

patients improve significantly, though fatal cases have been reported.

A CASE OF MISDIAGNOSED ASCITIES Sukhmani K. Gill1; Ankita

Nagirimadugu1; Svetlana Chernyavsky1; Anjali Nigalaye1; Kristine Favila2.
1Beth Israel Medical Center, New York, NY; 2mount sinai beth israel, New

York, NY. (Control ID #2942058)

LEARNING OBJECTIVE #1: Diagnosis of Pancreatic Fistula.

LEARNINGOBJECTIVE #2: Recognize Pancreatic Fistula As A Cause Of

Ascities.

CASE: A cachexic male in his early forties with a twenty year alcohol

abuse history presented to the emergency room with a chief complaint of

abdominal pain and increasing abdominal girth over one year. He was on

diuretics for presumed alcohol induced cirrhosis. Initial exam in the

emergency room revealed fever, tachycardia, significant abdominal disten-

sion, abdominal pain and positive fluid shift. His blood work showed

leukocytosis and a paracentesis confirmed spontaneous bacterial peritonitis.

He was started on intravenous antibiotics and hospitalized. However, his

pain was out of proportion to exam, his ascites reaccumulated in 2 days,

and his fever and leukocytosis persisted. A second paracentesis was

performed, removing several more liters of fluid with cultures with repeat

positive bacterial cultures. Subsequent imaging was performed to look for

an alternate source of infection but only demonstrated chronic pancreatitis,

a cystic lesion and a loculated complex ascites consistent with peritonitis.

There was no evidence of cirrhosis as initially presumed. Peritoneal fluid

also demonstrated a peritoneal amylase that was 550 times greater than

the serum amylase. Gastroenterology was consulted and performed an

endoscopic retrograde cholangiopancreatography (ERCP) revealing a pan-

creatic duct stricture and leak (pancreatic fistula) in the tail of the

pancreas. A pancreatic stent was placed across the stricture with subse-

quent improvement in the patient's ascites.

IMPACT: This case changed my clinical practice by broadening my differen-

tial of ascites. In this case, we assumed the patient with a history of alcohol

abuse had diagnosed cirrhosis but was refractory to treatment rather than

initially having a broader differential. This case has taught me to look for other

causes of ascites especially in patients without cirrhosis with refractory ascites

and how to recognize,diagnose and treat a pancreatic fistula.

DISCUSSION: Early recognition of a pancreatic fistula in a patient ascites is

imperative to improve clinical outcomes and shorten patient's disease process.

A Pancreatic fistula is caused by pancreatic secretions from disrupted pancre-

atic ducts and is most commonly a complication of chronic pancreatitis. They

are associated with significant morbidity as a pancreatic fistula can cause

ascites, infections and cachexia. As seen in this case, the patient was prone

to recurrent episodes of spontaneous bacterial peritonitis and rapid fluid

reaccumulation with superimposed malnutrition. A fluid amylase level greater

then five times the serum amylase is the hallmark of this disease. ERCP is both

the diagnostic and therapeutic tool of choice. After appropriate diagnosis and

treatment, our patient was discharged several days later without any diuretics

and encouraged to abstain from alcohol. The patient returned several months

later and was found to be ascites free.

A CASE OF MONOCLONAL GAMMOPATHY OF RENAL SIGNIFI-

CANCE WITH CRYOGLOBULINEMIC GLOMERULONEPHRITIS

Kristopher R. Koch; Michelle L. Ray; Ashley Garcia-Everett; Kinza Shamsi;

Kanapa Kornsawad. UTHealth San Antonio, San Antonio, TX. (Control ID

#2944443)

LEARNING OBJECTIVE #1: Recognize clinical features and diagnostic

criteria of Monoclonal Gammopathy of Renal Significance (MGRS) in pa-

tients presenting with renal insufficiency

CASE: A 69-year-old Hispanic male presented with two month history of

frequent admissions for uncontrolled hypertension and new onset renal failure.

Physical exam was remarkable for blood pressure of 198/95, bibasilar rales,

purpuric lesions of the lower extremities, and 2+ lower extremity edema. Labs

were significant for Cr 1.7mg/dl, albumin 3.2 g/dl, hemoglobin 8.7g/dl, urine

microscopy with dysmorphic RBCs, 24-hour urine protein of 0.6g/d protein,

low C3 (54 mg/dl) and low C4 (2mg/dl), positive rheumatoid factor and

cryoglobulins at 40%. SPEP demonstrated hypogammaglobulinemia but se-

rum free light chains (FLC) showed elevated kappa at 18.5 mg/dl with kappa to

lambda ratio of 7.09. HIV, hepatitis B and C, ANA, dsDNA and ANCAwere

negative. Renal biopsy revealed a membranoproliferative glomerulonephritis

pattern with a hyaline thrombus. Immunofluorescence was positive for IgM,

kappa, and C3 with cryoglobulins seen on electron microscopy. Hematologic

evaluation included a negative skeletal survey and bone marrow biopsy dem-

onstrated a 0.2% clonal plasma cell population with kappa light chains. Renal

function continued to decline with Cr peaking at 2.3mg/dl and 2.5g/d protein-

uria. He was started on cyclophosphamide, bortezomib and dexamethasone

with normalization of renal function (Cr 0.93mg/d), resolution of proteinuria,

and improvement in the kappa/lambda ratio to 1.72.

IMPACT:MGRS is an increasingly recognized entity that encompasses non-

malignant diseases characterized by the deposition of monoclonal immuno-

globulins in the kidney without overt lymphoma or multiple myeloma. This

case demonstrates the diagnostic and treatment dilemmas frequently encoun-

tered with MGRS. Screening tests are often insufficient (SPEP, UPEP,

cryoglobulins) and often require repeat testing and multiple invasive tests to

reach a diagnosis. However, they should be undertaken in light of significant

renal morbidity.

DISCUSSION:Our case demonstrates a subtype ofMGRS, cryoglobulinemic

glomerulonephritis. MGRS should be suspected in patients presenting with

unexplained renal impairment with or without proteinuria and evidence of

monoclonal gammopathy. Serum and urine immunofixation should be
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performed in all suspected cases as it is more sensitive for detecting monoclo-

nal immunoglobulins. Identification of the specific renal lesion with kidney

biopsy aids in determining severity of renal disease, proper therapy, and

assessing prognosis. Once confirmed, hematologic evaluation with bone mar-

row biopsy should be performed to identify the clone. Treatment usually

consists of immunosuppressive and in certain situations, may require hemato-

poietic cell transplantation. A high index of suspicion for diagnosis and

collaboration between primary care providers, nephrologists and hematologists

is necessary in optimizing the care of the patient with MGRS.

ACASEOFNOT-SO-BENIGNACUTELOWBACKPAIN Sarah Leyde.

UCSF, San Francisco, CA. (Control ID #2940846)

LEARNING OBJECTIVE #1: Recognize the indications for obtaining

imaging in acute low back pain

CASE:A 55yo man with no significant medical history presented with 2 weeks

of left, lumbosacral back pain. The pain was gradual in onset, non-radiating, 2/10

in severity, and "gnawing" in quality. Symptoms were most noticeable at night

and did not increase with valsalva. He denied trauma, B symptoms, focal

weakness, urinary/fecal incontinence or retention, and saddle anesthesia. Phys-

ical exam was notable for numbness to light touch in a small area over the left

lateral hip. Straight leg raise, strength, and reflexes were normal. The patient was

advised to use ibuprofen and was given return precautions. The next day he was

seen at an urgent care for worsening pain and was prescribed tramadol. When

this still did not alleviate his pain, a MRI was obtained which revealed an

enhancing T12/L1 extradural mass at the level of the conus with compression

of the spinal cord. The patient was admitted to the hospital. Neurosurgical

evaluation revealed no deficits aside from his left hip numbness. Biopsy results

showed diffuse large B cell lymphoma. The patient is currently undergoing

chemotherapy with RCHOP and intrathecal methotrexate.

IMPACT: In my clinical practice I continue to avoid imaging in acute low

back pain unless I have a strong clinical suspicion for cancer, infection, or

fracture. This patient did not have an indication for imaging yet had lymphoma

compressing the spinal cord. This case highlights the importance of counseling

patients on the expected course of their illness and, equally as important,

providing return precautions.

DISCUSSION: The management of acute low back pain is fraught with

overdiagnosis and overtreatment. In fact, avoiding imaging in acute low back

pain is one of the recommendations identified in the ACP's "ChoosingWisely"

campaign. This case highlights a rare example of a patient who lacked classic

red flag symptoms (B symptoms, history of cancer, etc.) and did not meet ACP

guidelines to obtain imaging, but was found to have a very serious cause of his

pain. Per ACP guidelines, indications for imaging in acute low back pain

include: strong clinical suspicion for cancer or infection, cauda equina syn-

drome, or severe/progressive neurologic deficits. Patients with radiculopathy

or minor neurologic deficits (such as this patient's numbness) are generally

imaged only after 6 weeks of conservative management. This case also serves

as a reminder of how heterogeneous the presentation of non-Hodgkin lympho-

ma can be, with its ability to occur in virtually any tissue in the body. There are

many case reports of epidural spinal cord compression in the setting of non-

Hodgkin lymphoma (in fact this occurs in 0.1-6.5% of patients with NHL.)

However, most patients present to medical care with severe, progressive

neurologic deficits instead of the more (seemingly) benign presentation of this

patient.

ACASEOF PANCREATICASCITESAhmedAbdulHamid; Ranya Selim;

Elsheikh Abdelrahim. Henry Ford Hospital, Detroit, MI. (Control ID

#2945152)

LEARNING OBJECTIVE #1: Identify the etiology of pancreatic ascites

LEARNING OBJECTIVE #2: Manage pancreatic ascites

CASE: We present a case of a 50 year-old female with a history of alcoholic

cirrhosis and recurrent pancreatitis who presented to the emergency room with

worsening abdominal distention for two months. Her labs were significant for

elevated liver function tests, amylase and lipase. On exam, her abdomen was

noted to be distended with a positive fluid wave. She underwent a paracentesis

with fluid studies demonstrating SAAG <1.1 and 4136 IU/L of amylase,

consistent with an etiology of pancreatic ascites. She underwent an ERCP, which

demonstrated no frank pancreatic duct leak. Given her high ascitic amylase,

however, there was persistent concern for a leak and a pancreatic duct stent was

placed. She continued to have worsening bilirubin, INR and creatinine but given

her recent alcohol use she was deemed not to be a transplant candidate. The

decision was made to enroll her into hospice, where she expired shortly after.

IMPACT: This case demonstrates the importance of considering alternative

etiologies of ascites in cirrhotic patients and obtaining a comprehensive work-

up of new onset ascites as thei may change management.

DISCUSSION: Pancreatic ascites is the accumulation of large amounts of

pancreatic fluid in the peritoneal cavity. It is most commonly found in patients

with chronic alcoholic pancreatitis. The exact prevalence is not yet known, but

is estimated to be ~3.5% in patients with chronic pancreatitis. It can be caused

by one of various mechanisms including ductal leak, pancreatic fistula and

pseudocyst rupture. An elevated amylase, usually greater than 1000 IU/L, in

ascitic fluid is diagnostic. Conservative management with somatostatin ana-

logues, TPN and large-volume paracentesis is complicated by high failure

rates. Alternatively, endoscopic treatment with pancreatic stent placement has

demonstrated excellent therapeutic efficacy in patients with pancreatic ascites

and is therefore considered first line therapy. Despite being the least common

complication of pancreatitis, pancreatic ascites carries considerable morbidity

and mortality.

A CASE OF PEMBROLIZUMAB-INDUCED COMPLETE HEART

BLOCK AND MYASTHENIA GRAVIS Janice Jang1; Sara Stream2.
1New York University School of Medicine, New York, NY; 2NYU School of

Medicine, New Hyde Park, NY. (Control ID #2913686)

LEARNING OBJECTIVE #1: To recognize adverse effects associated with

immune checkpoint inhibitors.

CASE: A 60-year-old man with coronary artery disease and metastatic renal

cell carcinoma presents with worsening dyspnea on exertion 3 weeks after his

first infusion of pembrolizumab. On presentation, he was tachycardic and in

visible respiratory distress. Initial laboratory values were notable for troponin

of 8.15 with EKG showing sinus tachycardia with right bundle branch block,

left anterior fascicular block, and first degree atrioventricular block. Left heart

catheterization was unremarkable and steroids were initiated for presumed

immune-mediated pneumonitis and myocarditis. Soon after, he had sudden

onset bradycardia and hypotension. EKG revealed complete heart block for

which a permanent pacemaker was placed. Shortly afterwards, he was noted to

have bilateral ptosis, increased work of breathing and proximal muscle weak-

ness. Pulmonary function testing revealed forced vital capacity of less than 1
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liter, suggesting respiratory muscle weakness. Electromyogram results were

consistent with myasthenia gravis, despite negative acetylcholine receptor

antibodies. Plasmapheresis was initiated with minimal effect. Despite aggres-

sive treatment, the patient's course was further complicated by respiratory

failure requiring intubation, cardiogenic shock and superimposed septic shock,

ultimately leading to his death.

IMPACT: Given their potent effect on the immune system, immune-

checkpoint inhibitors (ICIs) may have serious adverse effects, such as myo-

carditis, myasthenia gravis, and complete heart block. One must maintain high

clinical suspicion of these adverse reactions in any patient receiving immuno-

therapy in order to initiate prompt treatment.

DISCUSSION: Pembrolizumab is a humanized monoclonal antibody that

blocks the interaction between programmed cell death-1 protein and its ligand

to enhance anti-tumor response. ICIs have been associated with mortality

benefits in patients with melanoma and solid tumors, but also with immune-

mediated adverse events (imAEs). MG is a rare imAE that classically presents

with muscle weakness, diplopia and bulbar symptoms, as in our patient. ICIs

have been cited in 23 published cases of MG with an average onset within 6

weeks of treatment and a 30.4% mortality rate. Specifically, pembrolizumab

has been cited in 2 cases of new onset MG and 2 cases of MG exacerbations.

Cardiac adverse events are exceedingly rare, with 1 published case report of

acute heart failure due to autoimmune myocarditis secondary to

pembrolizumab and a handful of cases of sinus tachycardia and atrial flutter.

To date, complete heart block is an unrecognized imAE in the current literature.

Our patient's presentation therefore reflects a constellation of extremely rare

and high-grade imAEs of pembrolizumab.

A CASE OF POSACONAZOLE USE CAUSING SUPRA-

THERAPEUTIC TACROLIMUS LEVELS Sandheep Venkataraman1;

Swathi Pabba1; Olena Slinchenkova2. 1Montefiore Medical Center, Bronx,

NY; 2Montefiore Medical center, Brooklyn, NY. (Control ID #2944804)

LEARNING OBJECTIVE #1: Recognize the drug interaction of

posaconazole and tacrolimus

LEARNING OBJECTIVE #2: Describe drug interactions and side-effect

profile of tacrolimus

CASE:A 59-year-old man with renal transplant two years prior presented with

generalized weakness for three weeks. He had started the new anti-fungal

posaconazole eight weeks before presentation, a planned 12-month course

for treating pulmonary histoplasmosis. He complained of myalgias, decreased

appetite, weight loss, and chills. Infectious/endocrine/auto-immune work-up

was negative. He was noted to have supra-therapeutic tacrolimus level of 19.6

ng/ml (target 5-7). The rise in tacrolimus level was attributed to the initiation of

posaconazole. Tacrolimus was held until levels dropped to target range. His

symptoms improved gradually; they were attributed to tacrolimus toxicity.

Fortunately, his renal function remained at baseline. Posaconazole dose was

reduced to prevent further interaction.

IMPACT: Tacrolimus has multiple drug interactions that must be kept in mind

when treating transplant patients. In patients with multiple co-morbidities

receiving numerous medications, there is the possibility of untoward drug

interactions. Thus, it is important to review all medications at each encounter,

especially before starting a new medication.

DISCUSSION: Tacrolimus is a selective calcineurin inhibitor used for immu-

nosuppression following solid organ transplantation and to treat autoimmune

conditions. Its dosing and target concentration varies based upon the disease

being treated. Tacrolimus is extensively metabolized by Cytochrome P-450

CYP3A enzyme in the liver, making its serum level susceptible to a large

number of drug and food interactions. Drugs having strong inhibitor effect on

the enzyme increase the blood level of tacrolimus. These include calcium

channel blockers, anti-fungals (posaconazole), and erythromycin. Grapefruit

is a potent inhibitor. Enzyme inducers which decrease the drug level include

anticonvulsants and anti-tuberculous agents. Tacrolimus has a narrow thera-

peutic window and can cause a number of side-effects at higher levels.

Constitutional symptoms include myalgia, weakness, nausea, vomiting, and

anorexia. It is significantly nephrotoxic, and concomitant use of another

nephrotoxic drug should be avoided. Hypertension develops within the first

few weeks of therapy, caused by renal vasoconstriction and sodium retention.

Neurotoxicity ranges from mild tremors and focal neurological abnormalities

to seizures. Tacrolimus can cause glucose intolerance, hyperkalemia, hyper-

uricemia, and hyperlipidemia. There is also an associated increased risk of

infection and malignancy. It was fortunate that our patient did not develop any

major complications despite a very high serum level.

A CASE OF RECURRENT PROTAMINE HYPERSENSITIVITY Tina

Motazedi; Zachary Marshall; Sana Hasan. Baylor College of Medicine, Hous-

ton, TX. (Control ID #2945964)

LEARNING OBJECTIVE #1: Recognize clinical signs of protamine

hypersensitivity

LEARNINGOBJECTIVE #2: Recognize recurrent hypersensitivity to prot-

amine as a serious complication of anesthesia

CASE: A 63 year old man with a history of diabetes, previously on NPH

insulin, hypertension, hyperlipidemia, chronic smoking, and peripheral artery

disease with multiple vascular interventions was admitted to undergo a right

lower extremity saphenous vein graft bypass. Three years earlier during a

similar intervention, the patient had developed intraoperative hypotension after

protamine sulfate administration. Protamine was subsequently held for addi-

tional surgeries, however the patient was able to tolerate protamine with slower

infusion one year later. For the current vascular surgery, the patient was

pretreated the day of surgery with diphenhydramine and dexamethasone, and

a test dose of protamine was infused prior to full dosing. The patient initially

appeared to tolerate the full protamine dose, but quickly developed facial

erythema and angioedema. Due to concern for laryngeal edema he remained

intubated and was transferred to the surgical intensive care unit, where he

received additional diphenhydramine and dexamethasone. His symptoms re-

solved and he was successfully extubated the next morning.

IMPACT: This case illustrates the potential for severe reactions even with

newer protamine formulations, and highlights the unpredictable nature of type

B adverse drug reactions. It is important for clinicians to exhibit awareness of

the potential adverse effects of protamine sulfate in such situations.

DISCUSSION: Anaphylaxis to protamine is an uncommon but life-

threatening complication of cardiac surgery and insulin therapy. Protamine

sulfate is a polypeptide used widely to neutralize heparin anticoagulation

during cardiac and vascular surgeries, and in NPH insulin. Severe anaphylactic

or anaphylactoid reactions caused by injection of protamine sulfate are well

documented in literature, and the product contains a black box warning for

such. The pathophysiologic mechanisms underlying these reactions are not

clear, but IgE-mediated hypersensitivity appears to play a role in many
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reactions, and prior sensitization or cross-sensitization (eg, to fish) have been

suggested. Type B adverse drug reactions are idiosyncratic drug reactions and

are often unpredictable, as in our patient who previously tolerated protamine

but subsequently developed an adverse reaction. Hypersensitivity reactions

during anesthesia should be thoroughly studied to identify the responsible drug

and minimize exposure in recurrent surgeries.

A CASE OF RED HERRINGS, WIDE NETS AND ATYPICAL FEA-

TURES Jason Ng1; Nicholas J. Beccarino2; Aron Mednick1. 1NYU Langone,

New York, NY; 2NYU Langone Medical Center, Greenlawn, NY. (Control ID

#2910249)

LEARNINGOBJECTIVE #1:Discuss typical, atypical clinical & laboratory

presentations of acute mononucleosis

LEARNING OBJECTIVE #2: Review indications for treatment beyond

supportive care

CASE: A 33 year-old female with 1 prior spontaneous abortion presented with

facial swelling, arthralgias and fevers to 102F for 2 weeks. The patient reported

environmental exposures as a native of Australia such as outbreaks of Ross River

Fever, encounters with flying foxes, a layover in Hong Kong, and a child with a

febrile illness. She sought outpatient care and initial bloods revealed WBC 2.52K/

uL, platelets 105K/uL and AST/ALT 88/70 ALP 117 U/L. She was prescribed

antibiotics without effect. A week later, she developed pleuritic chest pain, was

found to have a small pericardial effusion on outpatient echocardiogram and

referred to the Emergency Department. Triage vitals were normal. Her exam was

notable for periorbital edema, cervical lymphadenopathy and pain in bilateralwrists

without effusion. Labs showed recovering blood counts (WBC 9.3K/uL Hgb

13.1g/dL Plt 157 K/uL), unremarkable UA, microalbumin/creatinine ratio and

CK, butworsening LFTswithAST505ALT578ALP 788U/L. Shewas admitted

for further work-up with rheumatology and infectious disease input. While hospi-

talized, the patient developed new night sweats and a sore throat. Repeat echocar-

diogram revealed a trace pericardial effusion and abdominal ultrasound was

normal. C3/C4 levels, beta-2 glycoprotein, cardiolipin, Ro/La, lupus anticoagulant,

histone, centromere, and mitochondrial antibodies all returned negative, as did

respiratory viral panel, HIV, hepatitis serologies, thick and thin smears, Lyme,

Anaplasma and Babesia serologies, Ross River fever, Dengue and Chikungunya.

ANA titer and dsDNA Ab were < 1:40 and 9 respectively, but EBV viral capsid

IgM returned positive consistent with acute mononucleosis.

IMPACT: The triad of acute EBV is well known, but atypical presentations

provide diagnostic challenges and warrant further evaluation

DISCUSSION: The triad of acute Epstein-Barr viral infection involves high

fevers, lymphadenopathy, and pharyngitis, all present in our patient. However,

she also exhibited less typical disease features. Her periorbital edema, known

as "Hoagland's sign," is caused by viral replication obstructing lymphatic

drainage of the nasopharynx. Similarly, infected tonsillar B-cells instigate

secretion of polyclonal antibodies (including heterophile and non-specific

autoantibodies). This process is normally accompanied by leukocytosis with

atypical lymphocytes, but our case presented initially with leukopenia. Further,

her degree of transaminitis (levels >10x) normal is usually restricted to the

immunocompromised. Finally, EBV may also cause transient myo- or pericar-

ditis as noted in select case reports. The mainstay of treatment is supportive,

although steroids and acyclovir are used in cases of laryngeal edema, liver

failure, or hemolytic anemia and thrombocytopenia. These agents have not

been proven to reduce the length or severity of illness.

A CASE OF SEVERE HYPOCALCEMIA IN THE SETTING OF

DENOSUMABUSEANDACUTEKIDNEY INJURYCherinne Arundel2;

Jessica Logan1. 1DC VA Medical Center, Washington, DC; 2Washington DC

Veterans Affairs Medical Center, Bethesda, MD. (Control ID #2944520)

LEARNING OBJECTIVE #1: Identify the mechanism of action of

denosumab

LEARNING OBJECTIVE #2: Recognize the need to check calcium and

vitamin D levels prior to and during treatment with denosumab

CASE: A 70 year old male with metastatic castration resistant prostate cancer

on hospice care presented with hypocalcemia and signs of multisystem organ

failure after a routine laboratory check. The patient denied paresthesias, but

endorsed shortness of breath. He had crackles at the lung bases and 3+ pitting

edema in the lower extremities. Chvostek and Trousseau's signs were negative.

Laboratory testing revealed potassium of 6.1, creatinine of 6.2, calcium of 4.1,

ionized calcium of 2.2, and albumin of 2.9. Vitamin D 1, 25 dihydroxy level

was high at 77. ECG was notable for an increased QT interval. On admission,

the patient was given oral and intravenous calcium supplementation plus

Vitamin D. Upon chart review, it was found that the patient had recently

received denosumab by Oncology. Prior to denosumab, the patient's calcium

level was 6.7 and creatinine was 1.8. He had been prescribed calcium and

vitamin D as an outpatient. It was thought that the patient's severe hypocalemia

was due to denosumab and concomitant renal failure. As there were no more

options available to treat the patient's malignancy, full comfort care and

inpatient hospice were pursued.

IMPACT: The use of denosumab for bone metastasis from solid tumors is

increasing. However, the literature on its side effects and monitoring parame-

ters is still being developed. This case illustrates some of the challenges

associated with denosumab and the need for further guidance on its use.

DISCUSSION: Prostate cancer affects many of our male patients with

161,360 new cases diagnosed in 2017 alone. The most common site of

metastatic lesions is bone. Bone metastases in prostate cancer have both

osteoblastic and osteoclastic activity. Without treatment, patients with bone

metastasis are likely to have a skeletal-related event like a fracture or spinal

cord compression. Denosumab is a monoclonal antibody that inhibits osteo-

clast mediated bone resorption by blocking RANK ligand from activating

osteoclasts. When compared with zoledronic acid, denosumab lengthened

the time to the first skeletal related event. While hypocalcemia occurs with

both drugs, severe hypocalcemia has been reported with the use of denosumab.

When an acute kidney injury is present, the risk of hypocalcemia is even

higher. Possible mechanisms for severe hypocalcemia include inhibition of

bone resorption leading to hypocalcemia, secondary hyperparathyroidism, and

decreased conversion of vitamin D to its active metabolite. Therefore, it is

recommended that calcium and vitamin D levels are checked and deficiencies

corrected prior to starting denosumab. While on denosumab, calcium and

vitamin D supplementation should continue. Calcium and vitamin D levels

should also be monitored during therapy, but the interval is not well defined.

A CASE OF THE MISSING PILL Megan E. Emmich; Shazia Samanani;

Myat Soe; Sik Kim Ang. Baystate Medical Center, Springfield, MA. (Control

ID #2939941)

LEARNING OBJECTIVE #1: Recognize the need for a thorough clinical

history and mindful physical examination in a vulnerable patient population.
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LEARNINGOBJECTIVE #2:Assess for malabsorption as a potential cause

of antibiotic failure.

CASE:A 63-year-old womanwith anal squamous cell carcinoma complicated

by rectovaginal fistula requiring diverting loop colostomy and stoma was

diagnosed with mild Clostridium difficile infection (CDI) for which oral

metronidazole was prescribed. Despite this standard treatment, she continued

to deteriorate and presented with weakness, abdominal pain, and profuse

watery diarrhea. She was hemodynamically stable and physical exam revealed

dry mucous membranes, scaphoid abdomen and an ostomy with watery green

stool. Metronidazole was continued as her presentation was consistent with

mild to moderate CDI. However, on exam the next morning, the patient

continued to have copious output and whole pills were observed in her

colostomy bag. Given her high output state, it was postulated that metronida-

zole was poorly absorbed leading to treatment failure. Treatment was subse-

quently modified to a liquid oral suspension of vancomycin along with a

bulking diet. With this change in therapy the patient had significant clinical

improvement and resolution of her infection.

IMPACT: It is important to recognize a patient with multiple co-morbidities

and the significance of a systematic history and mindful clinical exam to

deliver the best treatment. Careful attention to the exam led to the hypothesis

that the high output colostomy likely hindered absorption and effectiveness of

oral metronidazole. A change in the delivery mode of antibiotic to oral

vancomycin was the most efficacious treatment albeit it differed from the

guidelines in the treatment of mild to moderate CDI.

DISCUSSION: Clostridium difficile infection has been reported to have

higher incidence in women, in adults near 65 or older, and in health care

associated institutions and is a cause of gastroenteritis-related deaths. It follows

that without a careful history and clinical evaluation, a delay in the most

beneficial treatment modality along with a worsening clinical course could

result. Additionally, geriatric patients are at a higher risk for CDI as they often

have multiple risk factors including prior gastrointestinal surgery including

colostomies, use of an acid suppressant, and chemotherapy. Thus, in patients

with high output diarrhea or ostomies, it is essential to evaluate for medication

absorption prior to diagnosing treatment failure. In doing so, alternative ther-

apies can be avoided and medication modality can simply be amended.

C. difficile infections reportedly have case-fatality rates of about six to thirty

percent and are rising, making clinical observation and timely appropriate

treatment even more crucial to prevent morbidity and mortality in vulnerable

patient populations.

A CASE OF THROMBUS-IN-TRANSIT ON ECHOCARDIOGRAM

SUCCESSFULLY TREATED WITH THROMBOLYTIC THERAPY

Vicky Chiang1; Jessica Riggs2; Robert Smith2. 1New York University, La

Mirada, CA; 2New York University, New York, NY. (Control ID #2943991)

LEARNING OBJECTIVE #1: Manage a free-floating right atrial thrombus

(thrombus-in-transit) associated with submassive pulmonary embolism

CASE: A 49-year-old male with history significant for diabetes and obesity

initially presented with abdominal pain for two days. Work-up revealed an anion

gap metabolic acidosis and ketonuria. He was admitted to the medical intensive

care unit on an insulin drip for treatment of diabetic ketoacidosis. His anion gap

acidosis resolved overnight. However, he remained persistently tachycardic de-

spite five liters of intravenous fluids. The following morning, he had a transient

episode of orthostatic hypotension. Other than tachycardia, vital signswere stable.

An echocardiogram showed a small left ventricle with newly reduced ejection

fraction of 40% and a dilated and hypokinetic right ventricle. Amobile echogenic

mass was visualized in the right atrium, suspicious for a free-floating thrombus.

These findings were concerning for a thrombus-in-transit associated with a

submassive pulmonary embolism (PE). Decision was made to treat with alteplase

and a heparin dripwhich he toleratedwell. He underwent a pulmonary angiogram

which showed left lower lobe pulmonary emboli. He was transitioned to xarelto

and discharged on hospital day 4 with no further complications.

IMPACT: Currently there are no evidence-based guidelines for treatment of a

thrombus-in-transit with associated submassive PE. However, given that a

free-floating thrombus may further obstruct an already compromised pulmo-

nary circulation, we favor management with fibrinolytic therapy. Our success-

ful treatment of this patient supports this strategy for future cases.

DISCUSSION: Our patient presented with a rare finding of a thrombus-in-

transit and a submassive PE. His only symptoms were persistent tachycardia

and an episode of orthostatic hypotension despite aggressive volume resusci-

tation. Management was initially uncertain as fibrinolytic and surgical therapy

are generally reserved for hemodynamically unstable patients. However, a

thrombus-in-transit is at elevated risk for traveling into the pulmonary circula-

tion and becoming a significant obstruction. Left untreated, mortality rates are

close to 100%. There have been no large-scale studies examining optimal

therapy though current data appears to support thrombolysis. A recent meta-

analysis pooling cases of thrombi-in-transit over the past ten years by Burgos

et al. found that the mortality rate of anticoagulation alone was higher than

surgical embolectomy or thrombolysis, at 36.4% vs 18% and 18.2% respec-

tively. Another retrospective analysis by Rose et al. examining right heart

thromboemboli complicating PE's found significantly lower mortality rates

with thrombolysis (11.3%) compared to surgical embolectomy (23.8%) and

anticoagulation therapy (28.6%). Based on these data, we support early ag-

gressive treatment with thrombolytic therapy as it can be administered rapidly

and has equal to improved outcomes when compared to surgery.

A CASE OF VOLVULUS IN MIXED CONNECTIVE TISSUE DIS-

EASE Christina Bortz1; Amy Yu1; David Ozeri2. 1New York Presbyterian

BrooklynMethodist Hospital, NewYork, NY; 2NewYork Presbyterian Brook-

lyn Methodist Hospital, Brooklyn, NY. (Control ID #2920107)

LEARNINGOBJECTIVE #1: Recognizing the overlap features of collagen

vascular diseases to form an accurate diagnosis is vital in establishing proper

treatment and prognosis.

CASE: A 69-year-old female with a past medical history of SLE, pulmonary

hypertension, and pulmonary fibrosis presented with right upper quadrant

(RUQ) pain, bloody bowel movements and vomiting for three days. Pain

was intermittent, cramping, and non-radiating. She had no history of abdom-

inal surgery. On physical exam, abdomen was distended and tender. CBC and

BMP were unremarkable. CT abdomen revealed a dilated right colon with a

twist in the RUQ, consistent with cecal volvulus. The patient was taken for

emergent exploratory laparotomy where a right hemicolectomy was performed

with ileocolic anastomosis. Rheumatology was consulted for optimization of

the patient's SLE. She had carried this diagnosis for 20 years and was main-

tained on hydroxychloroquine and prednisone. Her main complaints were

dysphagia and episodic attacks of pain in hands and feet with cold tempera-

tures. She denied malar rash, photosensitivity, oral ulcers or joint pain. On

physical examination, the patient was noted to have sclerodactyly, evidence of
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Raynaud's phenomenon and decreased oral aperture. Despite her history of

SLE, exam findings raised suspicion for scleroderma. Serologies revealed

negative anti-centromere, anti-Scl 70, anti-Smith, and anti-dsDNA antibodies.

Anti-U1 RNP was elevated, consistent with the diagnosis of mixed connective

tissue disease (MCTD).

IMPACT: MCTD is a distinct rheumatic disease characterized by high levels

of anti-U1 RNP plus overlapping features of SLE, systemic sclerosis (SSc),

polymyositis and dermatomyositis. GI symptoms in MCTD are common, but

are usually limited to disordered motility in the upper GI tract. Volvulus related

to rheumatological disease is most commonly seen in SSc. To our knowledge,

this is the first reported case of volvulus in a patient with MCTD.

DISCUSSION: Our case demonstrates the significant overlap between rheu-

matological diseases that may lead to misdiagnosis. Clinical manifestations of

MCTD, such as generalized malaise, arthralgia, and low-grade fevers are

nonspecific and similar to SLE and SSc. Involvement of the upper GI tract is

another common overlap symptom. Features that suggest a diagnosis of

MCTD are Raynaud phenomenon, pulmonary hypertension, and anti-U1

RNP. Volvulus in rheumatologic disorders is most commonly associated with

SSc. Colonic histologic findings show tissue deposition of IgG and C3,

suggesting that volvulus in SSc is due to chronic inflammation resulting in

muscle atrophy, fibrosis, and eventual disordered motility of intestinal smooth

muscle. This is the same histologic pathway that leads to esophageal

dysmotility seen in MCTD. Thus, although there has never been a reported

case of volvulus in a patient with MCTD, it is likely the pathophysiology is the

same. Recognizing overlap features of collagen vascular diseases is vital to

form an accurate diagnosis.

A CASE REPORT OF CRUISE-RELATED LEPTOSPIROSIS, RE-

QUIRING A HIGH LEVEL OF SUSPICION FOR DIAGNOSIS Jeffrey

Dueweke1; Gina Maki1; Amit Vahia2; Indira Brar1. 1Henry Ford Hospital,

Detroit, MI; 2Henry Ford Health System, Detroit, MI. (Control ID #2947116)

LEARNING OBJECTIVE #1: Recognize the clinical features of

leptospirosis

LEARNING OBJECTIVE #2: Maintain high clinical suspicion for rare

pathogens not endemic to area

CASE: A 32 year-old male with no significant past medical history presented

with 1 week of muscle weakness, lower extremity pain, nausea and vomiting.

Patient reported being on a Caribbean cruise 1 week prior. On presentation,

patient was hemodynamically stable. Labs were significant for AKI with

creatinine 7 mg/dL (baseline ~1 mg/dL), CPK 1500 IU/L, total bilirubin 11

mg/dL, AST 137 IU/L, ALT 86 IU/L, and alkaline phosphatase 75 IU/L, LDH

of 262 IU/L and Fibrinogen >700 mg/dL. Abdominal US, CTAbdomen, and

HIDA scan were positive only for nonobstructive cholelithiasis. CBC revealed

leukocytosis and thrombocytopenia. Patient started on broad spectrum antibi-

otics and given IV fluids, but kidney function and hyperbilirubinemia contin-

ued to worsen. Viral hepatitis panel, autoimmune panel, urine toxicity screen,

HIV, EBV, CMV, and ANAwere negative. Patient was tested for Leptospirosis

and started on empiric Ceftriaxone therapy, which was switched to Doxycy-

cline after he developed a drug rash secondary to ceftriaxone. Symptoms began

to resolve, hyperbilirubinemia improved and creatinine returned to baseline.

Hewas discharged, to complete a 14 day course of Doxycycline. Subsequently,

Leptospirosis PCR in the urine was reported positive and negative PCR in

blood.

IMPACT: Cruise ship travel presents a unique combination of health con-

cerns. Infectious diseases unique to persons who cruise are rare. Leptospirosis

has emerged as a globally important infectious disease. Our case represents the

importance of keeping a broad differential and maintaining a high index of

suspicion for less common pathogens.

DISCUSSION: Leptospira is a zoonotic pathogen with protean clinical man-

ifestations caused by spirochetes. Typically, the disease runs a biphasic course

with an initial acute or septicemic phase lasting roughly 1 week followed by an

immune phase characterized by antibody production and clearance of organ-

ism from the urine. Most cases are self-limited, but some have severe and

potentially fatal presentations. The illness generally presents as abrupt onset of

fever, rigors, myalgias and headache followed by an incubation period of 2-26

days. Conjunctival suffusion is a frequently overlooked sign. Weil's Disease is

a complication of leptospirosis characterized by liver and renal failure, which

can lead to hypokalemia, hyperbilirubinemia, transaminitis, and thrombocyto-

penia. A severe potential complication is pulmonary hemorrhage. A high index

of suspicion is needed. Diagnosis is made most frequently by serologic testing,

though molecular diagnostics have demonstrated increasing utility. Treatment

depends on severity. Doxycycline, azithromycin, or amoxicillin (in children) is

preferred in mild cases. For hospitalized patients or more severe presentations,

doxycycline, ceftriaxone, or cefotaxime are the preferred agents with a duration

of treatment usually 7-14 days.

A CATASTROPHIC DIAGNOSIS: A CASE OF SYSTEMIC LUPUS

ERYTHEMATOSUS WITH SECONDARY ANTIPHOSPHOLIPID

SYNDROME ANTIBODIES Caroline Bockus2; Kanika G. Nair2, 1; Jessica

Logan1. 1DC VA Medical Center, Washington, DC; 2George Washington

University, Washington, DC. (Control ID #2944460)

LEARNING OBJECTIVE #1: Recognize the overlap between

antiphospholipid syndrome and systemic lupus erythematosus

LEARNINGOBJECTIVE #2: Identify primary, secondary, and catastrophic

antiphospholipid syndrome

CASE: A 33 year-old male with multiple sclerosis and seizure disorder presented

with three days of progressive left lower quadrant abdominal pain. He had

hypoactive bowel sounds with tenderness to palpation in the left lower quadrant

and suprapubic area without rebound or guarding. Laboratory studies revealed

thrombocytopenia, elevated creatinine, and prolonged PTT. Upon further

questioning, the patient reported that he had previously been diagnosed with

antiphospholipid syndrome (APS). The hematology and rheumatology teamswere

consulted. Further laboratory studies revealed elevated inflammatory markers

including ds-DNA, and positive FANA in a nucleolar pattern at a titer of 1:1280.

With these findings, rheumatology determined that the patient met criteria for

systemic lupus erythematosus (SLE). An abdominal ultrasound was concerning

for celiac artery stenosis and thrombosis. Steroids and anticoagulation were initi-

ated due to concern for catastrophicAPS.However, CTscan of the abdomen/pelvis

showed a patent celiac artery. Without thrombus, the diagnosis became secondary

APS antibodies due to SLE. The patient was also found to have a hemorrhagic

pancreatic pseudocyst and retroperitoneal bleed, which required surgical interven-

tion. Ultimately, he recovered and was discharged to subacute rehab.

IMPACT: When internists encounter nonspecific complaints without a clear

initial diagnosis, it is important to consider a broad differential diagnosis.

While common diseases are more often implicated, rare conditions with life

threatening consequences must be considered and excluded.
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DISCUSSION: APS is an autoimmune disorder characterized by thrombosis

or pregnancy loss. Diagnosis requires the presence of aPL antibodies in

patients with vascular thrombosis or pregnancy morbidity. It may be a primary

disease or secondary to an autoimmune disease, most notably SLE. Up to 50%

of patients with SLE have aPL antibodies, half of whom will go on to develop

thrombosis, classified as secondary APS. Conversely, 10% of patients with

primary APS will evolve into SLE within 10 years. When APS progresses to

microvascular thromboses affecting three or more organ systems within one

week, it is considered catastrophic APS (CAPS). CAPS is a rare variant

affecting <1% of patients with APS. It carries significant risk with >50% of

patients requiring ICU care and mortality rates exceeding 30%. Treatment of

CAPS aims to address thrombotic events and the associated cytokine cascade,

generally with anticoagulation and steroids. Clinicians must be mindful of the

potential for progression of APS to SLE and of SLE to secondary APS. Early

diagnosis and treatment of these overlapping diseases can prevent progression

to catastrophic sequelae.

A COMMON CAUSE WITH UNCOMMON SUSPICIONS: LITHIUM

TOXICITY Babikir Kheiri; Ahmed Abdalla; Ravi Velagapudi; Ghassan

Bachuwa. Hurley Medical Center/Michigan State University, Flint, MI. (Con-

trol ID #2914215)

LEARNINGOBJECTIVE #1:Recognize the clinical significance of lithium

toxicity

CASE: A 57-year-old African American female with past medical history of

bipolar disorder on lithium was brought to the emergency department because

she was confused and combative. She also had experienced vomiting and

diarrhea for 3 days prior to admission. Her lithium dose was increased one

week prior to her presentation. On examination, she was confused and not

oriented. Other physical examinations were unremarkable. Her laboratory

investigations revealed a white cell count (WCC) of 46 (Ref: 4-10.8 K/UL),

neutrophil 68% (Ref: 36-75%), creatinine of 1.7 (Ref: 0.5-1.1 MG/DL) and

blood urea nitrogen of 26 (Ref: 6-20 MG/DL). Septic work-up as well as

metabolic and myeloproliferative disorders work-up, including JAK2 and

BCR-ABL, were negative. Her lithium level was elevated at 1.8 (Ref: 0.5-

1.5 MEQ/L). She was diagnosed with lithium-induced leukocytosis. The

offending agent was discontinued and she made remarkable improvement in

her clinical status and biochemical markers. Her WCC after 9 days of lithium

discontinuation was 12.5 K/UL.

IMPACT: Altered mental status in the setting of leukocytosis is a challenging

diagnosis with a broad differential. The possible differential diagnoses include

infectious, metabolic and myeloproliferative disorders. This case raised our

awareness to recognize the wide-range symptoms and signs of lithium toxicity,

such as confusion, leukocytosis and nephrotoxicity. We will change our

practice by monitoring lithium levels regularly and anticipating lithium's broad

toxicity.

DISCUSSION: Lithium carbonate is a commonly prescribed medication for

the treatment of different mental illnesses. Lithium toxicity can present with

acute, subacute or chronic clinical manifestations. However, the symptoms and

signs depend on the total body burden of lithium and the rate of toxicity onset.

Although serum level concentrations are imperative for determining the sever-

ity of toxicity, they do not often correlate with the clinical presentations.

Lithium-induced leukocytosis is a common side effect of lithium, which was

previously used as a treatment for Felty's syndrome and chemotherapy-induced

neutropenia. Unlike our case, the degree of leukocytosis is usually modest with

a WCC of up to 16-24 K/UL.

A COMMON MEDICATION LEADING TO AN UNCOMMON CON-

SEQUENCEMichael Bashline; Molly Fisher. University of Pittsburgh Med-

ical Center, Pittsburgh, PA. (Control ID #2942677)

LEARNING OBJECTIVE #1: Recognize that gabapentin can cause lower

extremity swelling

LEARNING OBJECTIVE #2: Suspect medications as a cause of edema

CASE: LB is a 39 year-old previously healthy female who presented to primary

care clinic for leg swelling. She developed acute onset bilateral leg swelling three

weeks prior that rapidly spread up to her knees. DVTwas ruled out in the ED two

weeks prior and shewas treated for cellulitis with cephalexinwithout improvement.

At this visit, she denied any associated shortness of breath, orthopnea, or PND and

denied any change in frequency or color of urine. Only positive ROS was a 60 lb

weight gain over the past six months, which she contributed to poor diet with no

exercise. She was afebrile with normal vital signs. Physical exam was notable for

the absence of facial edema, clear lungs, no S3 or JVD, 3+ pitting edema extending

up to her knees bilaterally, and shewas neurovascularly intact. Labs includingCBC,

BMP, LFT, BNP, CRP, ESR, urine β-hCG, and TSH were within normal limits.

There was high suspicion for nephrotic syndrome but a spot protein/creatinine ratio

was normal. TTE revealed normal EF with no diastolic dysfunction. At the next

visit, amore detailed history of hermedications revealed gabapentinwas added four

weeks prior for neuropathy for her cervical stenosis. She was instructed to hold this

medication and her edema significantly improved over the span of a week.

IMPACT: This case highlights a potential side effect of a commonly pre-

scribed medication. I will now be aware of this possible side effect before

prescribing gabapentin, and I will keep this in the differential for a patient with

edema of unknown cause.

DISCUSSION:Gabapentin is a very common drug that is prescribed for a wide

variety of conditions ranging from neuropathy to insomnia. It is regarded as safe

with the most common side effects being dizziness and drowsiness, while

peripheral edema is much less common. The incidence is estimated to be 7%

according to a Cochrane Database reviewing gabapentin for chronic neuropathic

pain. The exact mechanism for how gabapentin causes edema is not understood.

The literature on this topic is scarce, but it mainly focuses on this side effect being

dose-dependent (> 1200 mg/day) and found in the elderly population. There is

one case report where a 46 year-old male started gabapentin 300 mg BID for

radiculopathy and developed 3+ pitting edema within a week. It resolved after

discontinuation of gabapentin. This case vignette is very similar and provides

further support on the association. This is clinically relevant as leg edema is a

very common exam finding and has a wide differential. It can be a sign of a

serious underlying systemic disorder such as cirrhosis or heart failure, or be

isolated in conditions such as venous insufficiency or drug-induced. While other

drugs such as calcium channel blockers are commonly associated with edema,

this case illustrates the importance of including gabapentin as well.

A COMMON PRESENTATION MASKING A LIFE-CHANGING DI-

AGNOSIS Lauren K. Michael1; Alegra Grieb1; Peter Debbaneh2; Meredith

M. Barr3. 1Tulane University School of Medicine, New Orleans, LA; 2Tulane

University School of Medicine, New Orleans, Lao People's Democratic Re-

public; 3Tulane University, New Orleans, LA. (Control ID #2944686)
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LEARNING OBJECTIVE #1: Differentiate signs and symptoms of ALS

from normal aging or dementia

LEARNING OBJECTIVE #2: Recognize the need for early referral to

neurology in patients with ALS

CASE: A 77 year-old man was admitted with sepsis due to a urinary tract

infection and alteredmental status. He had obstructive sleep apnea, depression,

an ongoing evaluation for dementia, and urinary retention with urinary catheter

placement three days prior. His family noted a 6-month progressive cognitive

decline, gait instability, constipation, weight loss, dysphagia and dysarthria.

Initial mental status exam was not possible due to delirium; thenar muscle

atrophy, four out of five strength in all extremities, clonus, and transient

fasciculations were notable on neurologic exam. His mental status improved

with IV antibiotics and a MMSE score was 23/30 consistent with mild cogni-

tive impairment. During hospitalization, he developed hypercapnic and hyp-

oxic respiratory failure. He was transferred to the ICU where he became

dependent on ventilatory support and eventually received tracheostomy place-

ment. Neurologic evaluation for neuromuscular decline was non-diangostic

and included imaging of the brain and cervical spine and analysis of cerebro-

spinal fluid. Electromyography was consistent with generalized motor

polyneuropathies with significant axonal component and presence of active

and chronic neuropathic change, indicating a diagnosis of amyotrophic lateral

sclerosis (ALS).

IMPACT: Frequently seen diagnoses can blind clinicians to unusual patholo-

gies by providing an easy explanation for symptoms and halting further

workup. When patients are unable to provide a clear history of ongoing

medical concerns, such as those with cognitive impairment, this error may be

seen more.

DISCUSSION: Presenting symptoms of ALS generally include a combina-

tion of upper and lower motor neuron findings. Most patients have cognitive

impairment and less commonly urinary retention. Prior to this presentation, the

patient had cognitive decline, falls, constipation, urinary retention, dysphagia,

and dysarthria - attributed to dementia and aging. When admitted for severe

sepsis, his respiratory failure and combined upper and lower motor neuron

symptoms were important distinctions to suggest a separate cause of decline.

This case highlights the importance of differentiating common presentations of

elderly or cognitively impaired patients from a life-changing diagnosis like

ALS. Research indicates that early referral to a neurologist is associated with a

shorter time to diagnosis (< 12 months). Patients with earlier diagnosis can

receive multidisciplinary specialist care, which results in better quality of life,

decreased complications, and prolonged survival. Through the recognition of

cognitive impairment with other signs and symptoms of ALS, internists can

assist with more rapid referral to a neurologist, earlier diagnosis, and better

outcomes.

ACONFUSINGCASEOFCONFUSION Randy A. Planegger; Shradha A.

Kulkarni; Maureen W. Kimani. Baylor College of Medicine, Houston, TX.

(Control ID #2946526)

LEARNING OBJECTIVE #1: Acute encephalopathy has a broad differen-

tial and often proves to be a diagnostic challenge. We present a case of

inflammatory encephalopathy, in which the diagnosis was only confirmed after

improvement with immunosuppressive therapy.

CASE: A 19-year-old man with systemic lupus erythematosus (SLE) compli-

cated by class 1 glomerulonephritis and pulmonary embolism presented with

acute encephalopathy. Two weeks prior to presentation, he was admitted to an

outside hospital for abdominal pain and myalgias. He was diagnosed with an

SLE flare and was treated with glucocorticoids. Shortly after admission, he

developed bowel incontinence and confusion. Magnetic resonance imaging

(MRI) of the brain and spine showed nonspecific punctate foci in bifrontal

white matter, and cerebrospinal fluid examination revealed a lymphocytic

pleocytosis. He was subsequently transferred to our hospital for further eval-

uation. At the time of presentation, he continued to exhibit confusion and

agitation. He was hemodynamically stable and oriented to person, place, and

time, but further examination revealed labile mood, decreased attention, poor

short-term recall, hyporeflexia, lower extremity weakness, and

dysdiadochokinesia. Laboratories showed leukocytosis and low complement

levels. Repeat lumbar puncture results showed lymphocytic pleocytosis with

elevated IgG and protein. Given concern for steroid-induced psychosis, glu-

cocorticoids were initially held. After lack of improvement with steroid cessa-

tion, clinical presentation was reassessed and the concern for SLE cerebritis

was higher. High-dose prednisone and cyclophosphamide were begun, after

which his mental status and neurologic exam significantly improved. He was

discharged with a prednisone taper and planned cyclophosphamide infusions,

and continued to show improvement at subsequent clinic visits.

IMPACT: This case provides insight into neuropsychiatric SLE (NPSLE),

which remains one of the lesser understood syndromes of SLE.

DISCUSSION: Approximately 50% of SLE patients will experience a

NPSLEmanifestation during their lifetime. According to an American College

of Rheumatology expert committee, NPSLE can be divided into two syn-

dromes: central (CNS) and peripheral nervous system (PNS). CNS manifesta-

tions include encephalopathy, aseptic meningitis, cerebrovascular disease,

demyelination, chorea, myelopathy, seizure, psychosis, and mood disorders.

PNS manifestations include Guillain-Barre syndrome, autonomic dysfunction,

myasthenia gravis, and neuropathies. Our patient experienced the CNS man-

ifestations of encephalopathy, aseptic meningitis, and myelopathy. First-line

treatment includes immunosuppression with high-dose corticosteroids and

cyclophosphamide, which has been shown to be superior to steroids alone.

Mycophenolate mofetil and azathioprine are options for second-line or main-

tenance therapy. Our patient demonstrated excellent response to high dose

corticosteroids and cyclophosphamide.

ACRASHANDBURNUNMASKS SOMETHING SINISTERRachel M.

Dayno. Tulane University School of Medicine, New Orleans, LA. (Control ID

#2943997)

LEARNING OBJECTIVE #1: Diagnose rheumatologic diseases even in an

atypical patient demographic

LEARNING OBJECTIVE #2: Recognize the broad differential diagnosis

for fever of unknown origin

CASE: A 21-year-old man presented with fevers up to 103° F at home and

progressively worsening flu-like symptoms (malaise, diffuse myalgia, arthral-

gia, fatigue, chills, night sweats) for 2 weeks. He also had pleuritic chest pain

and cough productive of blood-streaked sputum. A week prior to symptom

onset, he was unrestrained in a high-velocity motor vehicle accident. He

previously lived in Honduras and works in construction. Physical exam re-

vealed painless oral ulcers and transient non-blanching, non-pruritic pink rash

on upper trunk. Blood and sputum cultures were negative, including acid-fast

bacilli. A lumbar puncture showed normal cerebrospinal fluid. A CT of the
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chest demonstrated hilar and axillary lymph node enlargement. An axillary

lymph node biopsy was negative for malignancy. Further tests revealed the

following: ferritin levels >1000, low C3 and C4 levels, leukopenia, high urine

protein to creatinine ratio, a positive ANA (1:640), and positive anti-double

stranded DNA antibodies (1:640). With this laboratory data and no evidence of

infection or malignancy, he was diagnosed with SLE. A kidney biopsy re-

vealed Class II Lupus nephritis. He was treated methylprednisolone 500 mg IV

for 3 days and oral hydroxychloroquine and his condition rapidly improved.

He was discharged on a prednisone taper and hydroxychloroquine.

IMPACT: This case - a case of trauma-induced lupus - highlights one unique

trigger of autoimmune diseases. After seeking care twice for these fevers, this

patient finally received a diagnosis. Delay in diagnosis may be attributed to the

social determinants of health (SDOH) such as language and access to care.

DISCUSSION: After 1 week in the hospital without a diagnosis, this patient's

presentation was consistent with the modern definition of fever of unknown

origin (three weeks of fever and no diagnosis after >3 hospital days). Although

this differential diagnosis is broad, when an etiology is identified it most often

falls in one of the following categories: infection, malignancy, or connective

tissue disease. This case illustrates the importance of a thorough history and a

methodical approach to narrow down a broad differential diagnosis when the

cause of a patient's presenting symptoms is not immediately apparent. Al-

though the reported trauma was initially not clearly related to his chief com-

plaint, it is possible this event unmasked his Lupus diagnosis as a June 2017

publication reported a case of lupus profundus triggered by a fall. Other

traumas have also been reported to trigger lupus including surgery, pregnancy,

birth, and even severe emotional stress. As internists care for patients in a

variety of environments, consideration towards the SDOH is critical. SDOH is

often discussed related to population health but also impacts our patients and

their care on an indvidiual level as is demonstrated in this case.

A CRISIS OF RENAL PROPORTIONS Galina Glazman-Kuczaj1;

Sreekala Raghavan2. 1Montefiore Medical Center, BRONX, NY; 2Montefiore

Medical Center, Bronx, NY. (Control ID #2942780)

LEARNINGOBJECTIVE #1:Describe the pathophysiology of scleroderma

renal crisis (SRC)

LEARNINGOBJECTIVE #2: Identify corticosteroids as a precipitant of SRC

CASE: A 75-year-old African American man with hypertension, a seven-year

history of rheumatoid arthritis (RA), and scleroderma presented with a two-

week history of worsening dyspnea and decreased exercise tolerance. He was

on prednisone 15mg daily for many years for RA. Five months prior to

presentation he was diagnosed with scleroderma and subsequently developed

dysphagia, at which time his prednisone dose was increased to 20mg daily. On

examination, he had a blood pressure (BP) of 173/86, bilateral pitting edema,

diffuse skin thickening, and crackles. Serum creatinine was 17. Platelets were

initially 144 but downtrended to 54 within 8 days. Peripheral smear showed

schistocytes. Hemodialysis (HD) was initiated. Renal biopsy for investigation

into the etiology of thrombocytopenia with renal failure showed thrombotic

microangiopathy. Heparin-induced-thrombocytopenia antibody and an

atypical-HUS panel were negative. Captopril was initiated at 50mg three times

daily (TID) and titrated to 150mg TID for SRC. The patient was discharged on

HD and captopril 150mg TID with good BP control.

IMPACT: Scleroderma renal crisis is a "do-not-miss" diagnosis and is unique

compared to other causes of acute renal failure (ARF) because management

includes initiation of ACE-inhibitor therapy, which is contraindicated in other

causes of ARF.

DISCUSSION: Scleroderma renal crisis (SRC) is an uncommon but well-

known complication of diffuse cutaneous systemic sclerosis (dcSSc), seen in

10-15% of dcSSc patients within four years of diagnosis. Renal arcuate and

interlobular artery narrowing leads to a reduction in perfusion causing

juxtaglomerular hyperplasia. This drives an increase in renin and angiotensin,

worsening vasoconstriction. African American race, male sex, diffuse skin

involvement, and presence of RNA polymerase III antibody were risk factors

that predisposed this patient to developing SRC. Modifiable risk factors

include nephrotoxin exposure, anemia, and steroid use. Corticosteroids exac-

erbate the cycle of arterial vasoconstriction by inhibiting prostacyclins, causing

increased renin and angiotensin production. Hypertensive emergency with

severe thrombocytopenia is the most common presentation.While unnecessary

in scleroderma treatment, steroids become a consideration in patients with an

overlap of scleroderma and another rheumatologic disorder, such as RA, lupus,

or mixed connective tissue disease. This is more common when the steroid-

responsive non-sclerotic disorder is diagnosed first. After scleroderma diagno-

sis, a steroid taper with switch to a disease modifying agent should be planned

for non-sclerotic disorder treatment. Uncomplicated scleroderma is managed

symptomatically. Management of SRC involves high-dose ACE-inhibitor

therapy to decrease angiotensin II production. Two-thirds of patients who

present in SRC will require HD, with only half recovering by two years.

A CURIOUS CASE OF CHEST PAIN, MESOCARDIA AND A MISS-

ING PULMONARYARTERY Nikita Fernandes; Sandheep Venkataraman;

Isaac Leader. Montefiore Medical Center, Bronx, NY. (Control ID #2946651)

LEARNING OBJECTIVE #1: Diagnose unilateral absent pulmonary artery

(UAPA).

LEARNING OBJECTIVE #2: Expand the differential diagnosis for non-

cardiac chest pain.

CASE: A 60 year old woman with prior history notable for resistant hyper-

tension, recurrent chest pain, and unspecified congenital heart disease present-

ed with exercise-limiting shortness of breath and sharp sub-sternal pain radi-

ating to the back for 3 months worsening in the past 2 days. Physical exam-

ination revealed elevated blood pressure. Myocardial infarction was ruled out,

and the initial chest X-ray revealed volume loss and reticular opacity within the

right chest. A computed tomography pulmonary angiogram revealed congen-

ital absence of the right pulmonary artery (RPA) with hypoplastic right lung.

Coronary artery calcifications were absent and extensive collateral vessels

were seen in the right hilum and mediastinum. An echocardiogram revealed

mesocardia and failed to adequately visualize the tricuspid valve and right

ventricle. The patient's symptoms improved and she was discharged with

pulmonology follow up.

IMPACT: UAPA is a congenital abnormality rarely diagnosed in adults. Our

case shows that a good differential diagnosis and careful scrutiny of results in

patients with an unclear cause of chest pain can allow for identification of both

common and rare disorders.

DISCUSSION: Internists routinely rule out acute life threatening disorders in

patients presenting with chest pain and shortness of breath. Maintaining a

broad differential can help when the cause of symptoms remains unclear after

preliminary testing. UAPA is a rare congenital abnormality, with an estimated

prevalence in young adults of 1 in 200,000, based on a study of military
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recruits. It usually affects the RPA and is believed to result from abnormal

embryologic development of a sixth aortic arch segment leading to proximal

interruption when the tissue regresses at birth. Occlusion of the pulmonary

artery stimulates angiogenesis in the systemic circulation of the ipsilateral lung,

with increased systemic-to-pulmonary blood flow via collaterals, which can

arise from bronchial, intercostal, subclavian and even coronary arteries. While

long-standing dyspnea and exercise intolerance are the most common symp-

toms, consideration of UAPA may be prompted by cases of recurrent respira-

tory infections, hemoptysis or pulmonary hypertension, which are often pres-

ent. As in our patient, an abnormal chest X-ray is usually the first test

suggesting the diagnosis. Echocardiography can assess for accompanying

pulmonary hypertension and intra-cardiac anomalies, while CT angiography

provides a definitive diagnosis. Vasodilator therapies are the mainstay of

treatment for pulmonary hypertension, while pneumonectomy is offered for

treatment of recurrent infections, as the affected lung does not contribute to

ventilation. While consensus on treatment options for UAPA patients is lack-

ing, identification of the disorder represents an opportunity for possible inter-

ventions to reduce symptoms and prevent deterioration.

A CURIOUS CASE OF PULMONARY HEMORRHAGE karima R. ali.

Beth Israel Deaconess Medical Center, Boston, MA. (Control ID #2931291)

LEARNING OBJECTIVE #1: Diagnose Goodpasture's disease in absence

of renal involvement

LEARNING OBJECTIVE #2: Recognize potential cognitive biases when a

rare disease is on the differential.

CASE: A 22 year-old woman presented with worsening hemoptysis and

dyspnea. Medical history was notable for two recent hospital admissions: first

for community-acquired pneumonia, then hospital-acquired pneumonia. De-

spite treatment, her symptoms continued to wax and wane for one month prior

to her most recent presentation. Social history was notable for smoking

marijuana 3 times per week. She also frequently traveled to Idaho. On physical

exam, she was mildly tachycardic, tachypneic, and room air saturation was

93%. She had decreased breath sounds at the lung bases bilaterally. Compre-

hensive laboratory evaluation notable for positive urine blastomycosis antigen

and anti-GBM antibody. A chest CT scan was notable for multifocal patchy

bilateral ground-glass opacification's consistent with hemorrhage or vasculitis.

Given the low pretest probability for pulmonary blastomycosis, no renal

involvement to indicate Goodpasture's disease, and some improvement on

broad spectrum antibiotics, the patient was discharged with a plan for outpa-

tient VATS biopsy. She re-presented with submassive hemoptysis within 3

weeks. VATS biopsy was done urgently given her worsening condition.

Pathology report showed for diffuse alveolar hemorrhage due to capillaritis,

consistent with lung involvement of Goodpasture's disease. She was diagnosed

with pulmonary Goodpasture's without renal involvement. She received high

dose steroids, cyclophosphamide and plasmapheresis with improvement.

IMPACT:When a rare presentation of a rare disease is encountered, one must

be cognizant of how representativeness restraint, zebra retreat, and availability

bias affect medical decision making.

DISCUSSION: Goodpasture's disease, or anti-basement membrane antibody

disease, results from antibody-mediated damage to alveolar and glomerular

basement membranes. Classically, patients present with acute renal failure,

nephritic range proteinuria, with pulmonary involvement only 40-60% of the

time. As such, learners are taught to look for both pulmonary and renal

involvement. Rarely, however, there are case reports limited literature of anti-

GBM disease without renal involvement. There was a significant delay in

diagnosis due to multiple cognitive errors stemming from the fact that this case

was an atypical presentation of a rare disease. Despite the fact that

Goodpasture's disease can present with solely idiopathic pulmonary hemor-

rhage, it is not the prototypical presentation. Therefore, it remained low on the

differential. This is an example of representativeness restraint, a cognitive bias

that prevents one from detecting atypical presentations of a disease. In addition,

the team questioned the clinical significance of the positive ant-GBM antibody,

a decision which reflects both Zebra retreat and availability biases. Unfortu-

nately, this delay in diagnosis likely precipitated her flare.

A DANCE WITH ‘MOLLY' IS A DANCE WITH DEATH - A RARE

CASE OF "ECSTASY"-INDUCED MYOCARDIAL INFARCTION

(MI) Adarsh Sidda1; Juliann Koleszar1; Rahul Dasgupta1; Kevin Silver2;

Sideris Facaros1; Albert Cook III1. 1Summa, Copley, OH; 2Summa Health,

Akron, OH. (Control ID #2945078)

LEARNING OBJECTIVE #1: 3,4-methylenedioxymethamphetamine

(MDMA), otherwise referred to as "ecstasy", is a synthetic amphetamine that

causes increased levels of catecholamines in the central nervous system. We

report a rare case of ST elevation MI following recent ingestion of ecstasy.

CASE:A 35-year-old female with a history of bipolar disorder, schizophrenia,

and 15 pack-year smoking history, presented to the ER with five hours of

intermittent chest pain and associated shortness of breath, diaphoresis, nausea,

and vomiting. The patient's mother informed the medical team that her daugh-

ter had been acting "manic" recently. She also informed us that her daughter

had used ecstasy the previous day. The patient was slightly hypertensive at

presentation and physical exam findings were insignificant. ECG showed

normal sinus rhythm and the first troponin was indeterminate at 0.032 ng/ml.

The patient was admitted for observation. Four hours later, the patient devel-

oped another episode of crushing chest pain. A repeat ECG showed diffuse ST

segment elevations in the anterolateral leads. The patient was loaded with

unfractionated heparin, aspirin, and ticagrelor, and taken for cardiac catheter-

ization. Coronary angiography showed 100% occlusion of the patient's mid-

left anterior descending (LAD) artery, 80% stenosis of the first diagonal branch

of the LAD, an EF of 40% with hypokinesis of the anterolateral myocardium

and dyskinesis of the apical myocardium. Both sites underwent balloon angio-

plasty with bare-metal stent placement. Upon further questioning post cathe-

terization, the patient admitted that she had consumed large quantities of

ecstasy 24 hours prior to the onset of her symptoms. She was transitioned to

clopidogrel and low dose aspirin to aid with compliance. After 72 hours, the

patient was deemed stabe for discharge with a close follow up.

IMPACT: This case demonstrated the variability in presentation and the grim

sequela of events that may transpire if a practitioner is not vigilant of the

nuances of it's intoxication. This case is surprisingly one of just a handful of

cases documented in literature that has illustrated acute myocardial infarction

after ingestion of MDMA.

DISCUSSION:MI followingMDMAuse is a rarely reported event. Similar to

amphetamines and cocaine, the mechanism of MDMA induced MI is thought

to be secondary to catecholamine excess, coronary vasospasm, and potentia-

tion of procoagulant factors; predisposing to thrombus formation and total

coronary artery occlusion if rupture of an unstable plaque ensues. Symptoms

consistent with acute coronary syndrome (ACS) have been documented up to
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72 hours after MDMA ingestion in previously reported cases and 24 hours

after use in this case, suggesting variability in the time of presentation. Due to

the possibility of serious cardiovascular complications, it is important to have a

high index of suspicion for ACS in patients with chest pain and recent ecstasy

use. The outcome, if overlooked, could be fatal.

A DECEPTIVE CASE OF EOSINOPHILIC CHOLANGITIS MIM-

ICKING MALIGNANCY Omar Waqar; John Bania. Donald and Barbara

Zucker School of Medicine at Hofstra/Northwell, Dix Hills, NY. (Control ID

#2936536)

LEARNINGOBJECTIVE #1: Recognize eosinophilic cholangitis (EC) as a

potential cause of abdominal pain which is easily treatable with oral steroids

and rarely requires surgical intervention.

CASE: A 20-year-old male with no PMH presented with 6/10 constant sharp

abdominal pain focused in the RUQ. The pain was worsened by eating, and

associated with yellow, non-bloody vomiting. He denied any diarrhea, bloody

stool, constipation, change in stool caliber, new foods, fever, chills, dysuria,

hematuria, sick contacts, rash, illicit drug use, alcohol abuse or travel. He

recently had unprotected sex with a new partner. He has no known allergies,

and no family history of GI disease or cancer. On admission, the patient was

afebrile and hemodynamically stable. Examination revealed tenderness to

palpation of the RUQ of the abdomen with a positive Murphy's sign. Labs

revealed an elevated white count of 11. 4 K/uL with an elevated eosinophil

percentage of 12.3% and an elevated eosinophil count of 1.4 K/uL. AST: 234

U/L, ALT: 452 U/L, Alk Phos: 254 U/L and total bilirubin was 1. 4 mg/dL.

Amylase, Lipase, HIV, hepatitis, stool O and P, blood cultures, CA19-9, AFP,

CEA, IgG 1-4, ANCA, smooth muscle, mitochondrial and celiac disease

antibodies were all normal. US showed diffuse gallbladder wall thickening

without evidence of cholelithiasis. After an abnormal HIDA scan, MRI of the

abdomen with contrast redemonstrated gallbladder wall thickening now with

stricture of the common bile duct with no evidence of choledocholithiasis.

ERCP revealed revealed a polypoid mass lesion extending from the mid-distal

common hepatic duct to the proximal common bile duct. Hepatobiliary surgi-

cal consultation was reccomended fearing possible cholangiocarcinoma. How-

ever, biopsy ultimately revealed no evidence of malignancy, and instead

showed biliary mucosa with intramucosal eosinophilia. The diagnosis of EC

was made, and the patient was started on a 9 week long prednisone taper, with

resolution of his symptoms, normalization of LFTs, and resolution of the

biliary mass on ERCP three months later.

IMPACT: EC is a rare cause of abdominal pain, and can masquerade

as a possible malignancy such as cholangiocarcinoma. Treatment of

eosinophilic cholangitis is simple, requiring oral steroids and should

be considered in patients with peripheral eosinophilia and bile duct

abnormalities on imaging.

DISCUSSION: We describe EC, which is a rare cause of biliary obstruction

and on imaging can often be confounding and imitate malignancy such as

cholangiocarcinoma. Peripheral eosinophilia can be associated with EC, but is

not present in all cases. EC is diagnosed via tissue biopsy from the biliary tract

that demonstrates histological eosinophilic infiltration. Treatment utilizes oral

steroids, usually with complete resolution of the mass. Prompt treatment is

critical as untreated patients can suffer from hepatotoxicity and fibrosis. An

allergic mechanism has a proposed role in EC, as patients have been noted to

have increased levels of IL-5 and IgE.

A DEVELOPING CARDIAC MASS DISGUISED AS INFLUENZA

Christopher J. DeZorzi. University of Iowa Hospitals and Clinics, Iowa City,

IA. (Control ID #2936698)

LEARNINGOBJECTIVE #1: Recognize the developing clinical features of

a cardiac mass

CASE: This is a 50yo male with PMH of SVT and OSA who presents with

intermittent flu-like symptoms, orthopnea and dyspnea on exertion. One month

prior to presentation he was diagnosed with influenza. After improvement in

symptoms, the following week he noticed a recurrence of his symptoms after

playing volleyball. Over the next few weeks he noticed dyspnea on exertion,

especially when he had to climb stairs, so he presented multiple times to

providers. He received doxycycline without improvement after presenting to a

walk-in clinic, saw his PCP two times with a CBC showing mild leukocytosis,

EBV negative, and an unremarkable CXR.Hewas diagnosedwith lingering post

viral symptoms. Finally, he presented to the ERwhen his symptoms of orthopnea

and tachycardia/palpitations occurred at rest. EKG on presentation showed right

axis deviation without signs of ischemia. Due to the concern of pulmonary

embolism, a CT angiogram of the chest was obtained which displayed a mass

in the right ventricle and amass in the left atrium through themitral valve into the

left ventricle. CardiacMRI confirmed themasses. Eventually the patient required

debulking of the left atrial tumor with pathology revealing an undifferentiated

high grade pleomorphic sarcoma. Due to tumor infiltration into the pulmonary

veins and small bowel, hewas started on chemotherapywith concurrent radiation

therapy to the heart and small bowel.

IMPACT: Beyond adding to my differential of a patient presenting with

progressive dyspnea on exertion, this case changed how I think about patients

I see multiple times within a short timeframe. We must be careful as practi-

tioners about premature diagnostic closure. When we see a patient with the

same symptoms as a week prior we must make ourselves step back and

reassess the initial diagnoses.

DISCUSSION: A cardiac sarcoma is a primary malignant cardiac tumor.

These are exceedingly rare with the incidence at autopsy being 0.017%-

0.056%. Of primary cardiac tumors, only 25% are malignant, and, of these,

75% are sarcomas. The epidemiology indicates the rarity of this case but the

importance of recognition in an outpatient setting before it progresses should

not be lost. This patient was seen four times within a month by a combination

of outpatient providers including general internal medicine providers. This

case describes a familiar dilemma of how far to work up vague seemingly non-

related symptoms that have persisted over a few weeks. This abstract offers an

alternative (albeit rare) diagnosis when things are not fitting together. He was

labeled with influenza and post viral symptoms repeatedly but given his

significant progression of dyspnea on exertion, this was never felt to be the

definite cause of this patient's symptoms. EKG showing right heart strain may

have helped tip the practitioners toward cardiac origin of symptoms and an

echocardiogram would have allowed for quicker diagnosis and therefore

treatment.

ADIFFERENT SPINONRHABDOMYOLYSIS Teresa Longo1; Matthew

Shaines2. 1Albert Einstein College of Medicine, Bronx, NY; 2Montefiore

Medical Center, Bronx, NY. (Control ID #2943025)

LEARNINGOBJECTIVE #1: Identify the factors that predispose patients to

rhabdomyolysis.
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LEARNINGOBJECTIVE #2: Propose a method of prevention of exertional

rhabdomyolysis in individuals with sickle trait.

CASE:A 28 year old woman presented with three days of bilateral thigh pain

and one day of dark urine. Several days before presentation she participated in

a spin class, during which she drank little water. She had no significant past

medical history. Her thighs were tender to palpation and strength of lower

extremities was limited by pain; dorsalis pedis pulses were weak. There was

large blood on urine dipstick but minimal red blood cells in the urine by

microscopic analysis. Creatine kinase rose as high as 188,000 U/L during her

hospital stay, but blood urea nitrogen and creatinine remained normal. On

further evaluation, she was found to have sickle trait by hemoglobin

electrophoresis.

IMPACT: This case demonstrates that the combined effect of dehydration and

exercise may be enough for the development of rhabdomyolysis in a young,

healthy individual with underlying sickle trait. It changes the approach to

counseling healthy patients with sickle trait with regards to participating in

strenuous activities. Patients with known sickle trait may require higher water

intake to maintain proper fluid and electrolyte balance during intensive

exercise.

DISCUSSION: Rhabdomyolysis is a problem commonly encountered by

hospital internal medicine physicians. It is important to recognize the factors

that predispose an individual to rhabdomyolysis, including intensive exercise,

metabolic or muscular disorders, and sickle cell disease. While sickle trait is

generally considered benign, studies have shown that individuals with sickle

trait are at increased risk for exertional rhabdomyolysis. However, high inten-

sity exercise alone should not be enough to cause rhabdomyolysis in people

with sickle trait; high temperatures, dehydration, age, recent infection, and

altitude may be additional predisposing factors. Despite this, there have been

cases of rhabdomyolysis resulting from spin classes in patients with no known

risk factors. In our patient, the combination of sickle trait and dehydration may

have contributed to her development of rhabdomyolysis following the spin

class. Individuals with sickle trait have a decreased ability to concentrate urine

and conserve water in conditions of strenuous exercise, which predisposes to

dehydration. A proposed mechanism states loss of plasma water leads to

hemoconcentration and impaired blood flow, causing oxygen deprivation in

exercising muscle. The result is erythrocyte sickling and lactic acid buildup,

which facilitates muscle breakdown. Prevention of exertional rhabdomyolysis

in patients with sickle trait may require aggressive hydration to maintain fluid

and electrolyte balance. Organizers of spin classes should also take precautions

to ensure novel participants hydrate well and do not overexert themselves

during the class.

A DIVERSION DILEMMA: PRESUMED OPIOID DIVERSION

LEADS TO RESPIRATORY DEPRESSION IN A HOSPITALIZED

GERIATRIC PATIENT Masha J. Slavin1; Adam P. Buckholz1; Eugenia

Siegler2. 1New York-Presbyterian/Weill Cornell, New York, NY; 2Weill Cor-

nell Medical College, New York, NY. (Control ID #2940862)

LEARNING OBJECTIVE #1: Consider opioid diversion in patients pre-

sentingwith respiratory depression while on stable or reduced doses of opioids.

LEARNING OBJECTIVE #2: Recognize that institutional living does not

protect vulnerable people from opioid diversion.

CASE: History of Present Illness: -89-year-old woman with atrial fibrillation

(AF), chronic obstructive pulmonary disease, rheumatoid arthritis, and mild

cognitive impairment presented from assisted living facility (ALF) with sub-

acute decline and acute onset abdominal pain. -Oxycodone extended release

(ER), initiated for arthritic pain 15 years earlier with maximum dose of 80 mg

daily, was being slowly tapered given lack of continued pain and potential

adverse effects. Family independently confirmed her opioid dose, as did

records from the state Prescription Monitoring Program. Patient's medications

were placed in a medication box in her apartment by staff at her ALF; aides

reminded her to take them. -Medications included oxycodone ER 30 mg in the

morning and 20 mg in the evening, levothyroxine, digoxin, diltiazem, inhaled

fluticasone, and omeprazole. -On presentation, vital signs within normal limits.

-Exam notable for a thin, frail older woman; alert, oriented, and interactive with

mild right lower quadrant tenderness. -Labs notable for mild respiratory

acidosis (arterial pH 7.31, PaCO2 57 mmHg). Hospital Course: -Oxycodone

ER dose was tapered, from home dose on day 1 to 20mg on days 2 and 3. -The

patient was delirious on hospital day 2 and became more sedated on hospital

day 3. Labs showed arterial pH 7.26 and PaCO2 83mmHg. Given concern for

hypoventilation and hypercarbia with no clear etiology, patient received 40

mcg IV naloxone, with resultant restoration of her mental status, agitation,

yawning, and rapid ventricular response of her AF requiring IV diltiazem.

-After extended time on Bilevel Positive Airway Pressure, she returned to

baseline mental status with no further pain or opioid requirement. Given her

respiratory depression on a fraction of her reported dose of oxycodone, her

family and the ALF were notified of possible opioid diversion.

IMPACT: Providers should consider opioid overdose in the setting of diver-

sion in patients with lethargy or hypoventilation despite stable or reduced

opioid doses, particularly in those who do not control their medications.

DISCUSSION: -Diversion of prescribed opioids from patients' supplies is an

ongoing problem. Pills are often acquired within one's immediate social

network. -Among chronic pain patients on prescribed opioids, 10.2% of urine

drug tests were missing the prescribed opioid, most commonly oxycodone.

-Older frail individuals who require caregiving may be especially vulnerable to

opioid diversion. -Although nearly 70% of palliative care clinics are concerned

about drug diversion, only 27% have a written policy on screening patients.

-Centers for Disease Control guidelines recommend consideration of urine

drug screening annually and when there is suspicion of diversion among

patients on chronic opioids.

A FATAL CASE OF GAIT INSTABILITY Matthew Petersile; Brian

Smerkers; Ryan Chippendale. Boston Medical Center, Boston, MA. (Control

ID #2942823)

LEARNING OBJECTIVE #1: Identify key features of Leptomeningeal

Carcinomatosis (LM) to distinguish it from common medical conditions

presenting with neurological symptoms

LEARNING OBJECTIVE #2: Discuss the importance of establishing an

early diagnosis of LM

CASE: A 75 year old female with a history of ischemic stroke, adenocarcino-

ma of the lung status post lobectomy and adjuvant chemotherapy presented

with one week of unsteady gait and malaise. The patient felt "drunk" while

walking and reported malaise, headache, and nausea. Exam was notable for

orthostasis, tachycardia and ataxia. Labs showed an elevated creatinine and a

UA with sterile pyuria. Head CT showed no acute abnormalities. Her symp-

toms were attributed to orthostatic hypotension in the setting of dehydration

and a UTI. Despite treatment, her symptoms persisted and she developed a new
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cranial nerve VI palsy. A brain MRI showed abnormal leptomeningeal en-

hancement and a lumbar puncture with cytological analysis demonstrated

metastatic adenocarcinoma confirming the diagnosis of leptomeningeal ade-

nocarcinoma. Spinal MRI showed involvement of the cauda equina without

compression. The patient was scheduled for palliative radiation treatment and

hospice care was initiated in line with her goals of care.

IMPACT: LM is challenging to diagnose because patients often present with

symptoms that mimic common medical conditions. Consequently, the diagno-

sis of LM should be considered when evaluation and treatment of more

common diagnoses fail, especially in patients with a history of malignancy.

DISCUSSION: LM is the spread of malignant cells to the leptomeninges and

if left untreated carries a median survival of 4 to 6 weeks. LM is most

commonly associated with adenocarcinomas, specifically breast, lung, and

melanoma. Patients typically present with subtle neurological symptoms in-

cluding cerebral, cranial nerve, and spinal complications, such as headache,

gait instability, diploplia, facial paralysis, weakness and bowel or bladder

dysfunction. While these symptoms are present in several common medical

conditions, a lack of clinical improvement with appropriate treatment or

worsening of clinical status should raise suspicion for LM. Additionally, fever,

meningismus, and photophobia are uncommon which can differentiate LM

from meningitis. MRI is the preferred imaging study and demonstrates en-

hancement of gyri and sulci or nodular deposits in the subarachnoid space.

Identification of malignant cells in the CSF by cytological analysis is the key

diagnostic feature of LM. Early diagnosis of LM is crucial since significant

functional decline can occur within weeks and limits treatment options. Pa-

tients with good performance status may be offered chemotherapy and radia-

tionwith a goal to prolong survival. In patients with poor performance status or

large disease burden, palliative treatments are usually recommended. Ultimate-

ly, early diagnosis allows the patient to participate in goals of care discussions

prior to worsening of neurological symptoms and cognition.

A FOREIGN CAUSE OF FEVER OF UNKNOWN ORIGIN Stanley M.

Liu; Sara Wikstrom. George Washington University, Washington, DC. (Con-

trol ID #2914830)

LEARNING OBJECTIVE #1: Recognize the clinical features of Strongy-

loidiasis in an immunocompetent host

LEARNING OBJECTIVE #2: Identify causes of eosinophilia in the setting

of fever of unknown origin

CASE: 38 year old male with rheumatoid arthritis presented to the emergency

department with six months of episodic fever up to three times a week.

Associated symptoms included nonproductive cough and intermittent diffuse

abdominal pain without any report of nausea, vomiting, diarrhea, dysuria, or

joint pain. He had been seen by his PCP for his fevers with unrevealing

outpatient workup. His only home medication was acetaminophen. He had

immigrated from Honduras six years ago but denied any recent travel. Family

history significant for father with rheumatoid arthritis. He was febrile to 39.5C

on arrival with otherwise normal vital signs. Exam was normal except for a

diffusely tender abdomen. Labs significant for AST 113, ALT 101, CRP 239,

ESR 30. CBC and urinalysis were normal. CT scan of chest/abdomen/pelvis

noted mildly prominent mesenteric and hilar lymph nodes (too small to be

biopsied per pulmonology) and mildly prominent fluid-filled loops of small

bowel which could be consistent with enteritis. He was afebrile off antibiotics

during his hospital stay with negative initial workup including quantiferon

gold, flu, blood cultures, hepatitis panel, EBV, CMV, and ANA. Stool PCR

was positive for astrovirus, which is self-limiting when infectious. His AST/

ALT initially improved but increased up to 110s-150s with development of

eosinophilia on his last two hospital days. He had an episode of diarrhea on the

day of discharge; stool O&P was positive for Strongyloides stercoralis larvae.

IMPACT: This case expandedmy thinking and approach to fever of unknown

origin. Social history and development of eosinophilia helped steer and narrow

the differential diagnosis for fever of unknown origin in an immigrant patient

from an area endemic for Strongyloides.

DISCUSSION: Strongyloides stercoralis is a helminth that can live its life

cycle completely in the human host. Transmission is usually via soil/fecal-oral

and infection can be perpetuated through autoinfection. Larvae develop in the

GI tract and can migrate to other organs including the skin and lungs prior to

migrating back to the small intestine to become adults. Adult worms can live

up to five years, burrowing in the mucosa of the small intestine. Strongyloidi-

asis in immunocompetent individuals can be difficult to identify, as many

patients are asymptomatic with eosinophilia being the only clue. Any symp-

toms are usually mild and nonspecific, including waxing and waning GI

(abdominal pain, diarrhea, nausea, vomiting), pulmonary (cough), or derma-

tologic symptoms (pruritis, urticaria). In the workup of fever of unknown

origin, eosinophilia can be a clue favoring helminthic infection or a drug

reaction. In addition to medication review and reconciliation, testing for

helminthic infection such as strongyloidiasis, ascariasis, and hookworm should

be considered in appropriate populations.

A GRAVE CASE OF NEUTROPENIA REVERSED WITH A PILL

Sarah Summerville. University of California San Francisco, San Francisco,

CA. (Control ID #2942945)

LEARNING OBJECTIVE #1: Recognize Grave's disease as a cause of

neutropenia.

LEARNING OBJECTIVE #2:Manage neutropenia seen in Grave's disease

with thionamides.

CASE: 65 year old female with past medical history of latent tuberculosis

infection presented with 15 pounds of unintentional weight loss over the

preceding month with associated fatigue. Previously, her weight had been

stable for many years. She reported no change in appetite. She denied fever,

chills, night sweats. The remainder of her review of systems was unrevealing.

She had not had recent travel or sick contacts. She had no change in her activity

level. She was not taking any medications or supplements. She was up to date

on her age appropriate cancer screening. Her family history was significant for

stomach cancer, lymphoma, lung cancer, and thyroid disease. On exam, her

vital signs were normal, including her heart rate. Her weight was 122 pounds,

down from 145 pounds less than a year prior. She appeared thin. Her examwas

significant for a slightly enlarged thyroid and mild action tremor in bilateral

hands. She had no notable lymphadenopathy. Her chest x-ray was normal. Her

labs revealed pancytopenia with moderate neutropenia, mild anemia, and

thrombocytopenia. Thyroid studies showed suppressed TSH and elevated Free

T3 and T4. Further testing revealed diffusely enlarged thyroid on ultrasound

and positive TSI-ab and TPO ab. She was diagnosed with Grave's disease.

Given her neutropenia and concern for worsening neutropenia due to agranu-

locytosis due to thionamide treatment, she underwent bone marrow biopsy that

was normal. Patient was started on methimazole and her neutropenia as well as

pancytopenia resolved within 6 months.
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IMPACT: Grave's disease can lead to neutropenia and treatment of Grave's

disease can also lead to neutropenia (agraunocytosis). It is important to check a

complete blood count prior to starting thionamides to differentiate the neutro-

penia caused by Grave's disease from agranulocytosis as low neutrophil count

in Grave's disease does not convey the same increased risk of infection as

agranulocytosis.

DISCUSSION: Hematologic abnormalities are not uncommon in thyrotoxi-

cosis. Decreased neutrophil circulation time, presence of anti-neutrophil anti-

bodies, as well as reduced marrow granulocyte reserve can be seen in thyro-

toxicosis leading to neutropenia. Patients with Grave's disease can often be

treated with thionamide. A known adverse effect of both types of commonly

used thionamides, methimazole and propylthiouracil, is agranulocytosis.

Agranulocytosis, though rare, can lead to devastating septicemia. This poses

a conundrum for the patients such as in this case as she is already neutropenic.

However, neutropenia from Grave's disease does not increase risk of infection.

A recent study showed significant numbers of newly diagnosed patients with

Grave's disease have low neutrophil counts and treatment of hyperthyroidism

with thionamides corrects the neutropenia in Grave's disease.

A GREAT MASQUERADER PRESENTING WITH HYPERCALCE-

MIA, LYTIC BONE LESIONS AND GRANULOMAS Aziz Hammoud1,

2; Amanda V. Grippen Goddard1, 2; Ethan Kuperman2, 1. 1University of Iowa

Hospitals and Clinics, Iowa City, IA; 2University of Iowa Carver College of

Medicine, Iowa City, IA. (Control ID #2945185)

LEARNING OBJECTIVE #1: Identify the key laboratory findings that

suggest a granulomatous process causing hypercalcemia

LEARNING OBJECTIVE #2: Construct a differential diagnosis for necro-

tizing granulomas

CASE:A 58-year-old manwith chronic kidney disease presented to the hospital

with worsening fatigue, nausea, and vomiting. He had hepatosplenomegaly on

physical exam. His calcium was 14 mg/dL and he was treated with intravenous

fluids, calcitonin, and denosumab. Although his calcium initially responded and

he was discharged, he returned twice within the next 30 days for similar

symptoms. Initial workup included PTH 4 pg/ml (normal: 10-65), 1, 25-

dihydroxyvitamin D 90 pg/mL (normal: 20-75), and normal phosphorus,

PTH-related protein, 25-hydroxyvitamin D, SPEP, SIFE, and kappa-lambda

ratio. Given the concern for underlying malignancy, he had a PET-CT scan that

showed lytic bone lesions, hepatosplenomegaly with FDG uptake in the spleen

and liver, irregular pleural thickening in the left apical lobe with low-grade FDG

uptake, and mediastinal lymphadenopathy. Bone marrow biopsy revealed nor-

mal cellularity and only 3% plasma cells ruling out multiple myeloma. Splenic

biopsy demonstrated necrotizing granulomatous inflammation without organ-

isms on AFB and fungal stains. On his third admission, an infectious evaluation

was negative for M. tuberculosis, Histoplasma, Blastomyces, Coccidioides,

Cryptococcus, Bartonella, and Brucella. His rheumatologic work up revealed a

negative ANCA, elevated angiotensin-1-converting enzyme (ACE) levels (92

U/L), and non-necrotizing granulomas seen on random transbronchial lung

biopsy. Given his extensive negative work up, we concluded his hypercalcemia

due to sarcoidosis and we prescribed prednisone and methotrexate.

IMPACT: Sarcoidosis is a diagnosis of exclusion classically characterized by

non-necrotizing granulomas. The presence of necrotic granulomas in this

patient expanded the differential to include endemic mycoses, tuberculosis,

and granulomatosis with polyangiitis. After ruling out these conditions,

sarcoidosis remained on the differential because of the elevated ACE levels

and lung biopsy results. Upon reviewing the literature, I learned that varying

amounts of necrosis can be seen in sarcoid granulomas.

DISCUSSION: After confirming hypercalcemia, its diagnostic approach

should begin with measuring PTH. A low PTH level suggests non-PTH

mediated hypercalcemia from malignancy, granulomatous disease, vitamin D

intoxication, or multiple myeloma. While an isolated elevation in 25-

hydroxyvitamin D indicates vitamin D intoxication, an isolated elevation in

1,25-dihydroxyvitamin D implies extrarenal production usually from lympho-

ma or granulomatous disease—most commonly tuberculosis or sarcoidosis.

Activated macrophages in granulomas possess 1-alpha-hydroxylase which

converts 25-hydroxyvitamin D to the more active 1,25-dihydroxyvitamin D.

This is the mechanistic underpinning of hypercalcemia in sarcoidosis.

AHANDYDIAGNOSIS:MICROSCOPIC POLYANGIITIS PRESENT-

ING AS DIGITAL ISCHEMIA Phillip S. Hamilton; Anna O'Connor; Amar

Kohli. UPMC, Pittsburgh, PA. (Control ID #2941556)

LEARNING OBJECTIVE #1: Recognize at least two clinical features

suggestive of systemic vasculitis

LEARNING OBJECTIVE #2: Review the differential diagnosis of digital

ischemia

CASE: An 81 year old man with a history of asthma presented with progres-

sive digital ischemia affecting three fingers, bilateral foot drop, forty pound

weight loss, and necrotic leg ulcers. At an outside hospital, he was noted to

have paroxysmal atrial fibrillation on his telemetry monitor and an interatrial

septal aneurysm with bidirectional shunt on transthoracic echocardiogram

bubble study. Laboratory work up was notable for ESR of >120 mm/hr, CRP

17.6 mg/dL, peripheral eosinophilia and positive pANCA (anti MPO). Review

of outside records revealed that the rheumatology team at the outside facility

thought that vasculitis was unlikely. Prior to transfer, anticoagulation was

initiated as treatment for embolic phenomenon secondary to atrial fibrillation.

Soon after arrival, given his constellation of constitutional symptoms, periph-

eral neuropathy, dermatologic findings, and ANCA positivity, treatment for

ANCAvasculitis was initiated with high dose intravenous corticosteroids and

rituximab. At post hospital follow up, his leg lesions and hands had begun to

heal and no signs of active vasculitis were noted.

IMPACT: Vasculitis should be included in the differential for patients pre-

senting with necrotic ulcers and digital ischemia, particularly when accompa-

nied by constitutional symptoms and laboratory evidence of inflammation.

DISCUSSION: ANCA-associated vasculitis is comprised of three diseases

affecting small vessels: granulomatosis with polyangiitis, microscopic polyangiitis

(MPA), and eosinophilic granulomatosis with polyangiitis (EGPA). Both MPA

and EGPA are associated with p-ANCA myeloperoxidase (MPO). MPA has a

broad range of clinical presentations. Subacute constitutional symptoms including

fever, malaise, and weight loss are the most common presenting symptoms.

Nearly one-half of patients with MPA have cutaneous involvement including

purpura that can be accompanied by focal necrosis and ulceration. Pulmonary

and renal involvement is common. Involvement of the nervous system including

mononeuritis multiplex and sensory neuropathies can also occur. The differential

diagnosis for digital ischemia includes peripheral vascular disease, thromboem-

bolic phenomenon, rheumatologic causes including systemic vasculitis, scleroder-

ma, raynaud's phenomenon, and buergers disease, and rarer anatomic causes such

as thoracic outlet syndrome. Multiple forms of cognitive bias likely contributed to
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a delay in diagnosis in this case including premature closure after discovering the

interatrial shunt and paroxysmal atrial fibrillation on telemetry. This diagnosis

ignored the discordant data of subacute weight loss, polyneuropathy, and leg

ulcers. It is likely that authoritative bias also occurred after an expert consultant

thought that ANCAvasculitis was unlikely. This case emphasizes the importance

of avoiding anchoring on a diagnosis and ignoring discordant data.

A HEART-TO-HEART ABOUT WOMEN'S HEARTS: ATYPICAL

PRESENTATIONS OF ACUTE CORONARY SYNDROME IN WOM-

ENAlan Sit1; Laura J. Nicholson2. 1Scripps Clinic/Scripps Green Hospital, La

Jolla, CA; 2Scripps Translational Science Institute, La Jolla, CA. (Control ID

#2914032)

LEARNING OBJECTIVE #1: Review differences in the presentation of

acute coronary syndrome in women compared to men

LEARNING OBJECTIVE #2: Recognize the benefits of hand-held ultra-

sound in evaluation and risk stratification of acute coronary syndrome

CASE: A 93-year-old woman with coronary artery disease presented with

syncope. She noted that while walking from her living room to kitchen she

suddenly blacked out and woke up on the floor. She denied any chest pain,

dyspnea, or prodrome to her syncope. She slept the night but felt unwell the

whole next day, and decided to come to the emergency room. Her past medical

history was significant for an inferior STEMI diagnosed two years previously

after she presented with weakness, requiring three drug eluting stents to the

LAD, RCA, and left circumflex artery. On presentation, vitals, physical, and

chest x-ray were unremarkable. EKG revealed Qwaves in the inferior leads but

no new ST-T changes. Initial troponin was 0.668. She was started on a heparin

drip and subsequently developed nausea, heartburn, and a rise in her troponin

to 8.59. She also developed a new apical 2/6 holosystolic murmur and pulmo-

nary edema on chest x-ray which was not present on admission. Hand-held

echocardiogram revealed a reduction in her ejection fraction to 20% from 60%

and new moderate mitral regurgitation. She was emergently taken for cardiac

catheterization and had three stents placed to the left circumflex, left main, and

RCA. She was then transferred to the ICU where she developed refractory

cardiogenic shock, pulmonary edema, shock liver, and passed away.

IMPACT: Internists should be aware of alternative presentations of acute

coronary syndrome in women such as dyspnea, syncope, nausea, or gastroin-

testinal symptoms, and be more proactive in educating their female patients.

Furthermore, hand-held ultrasound is a useful tool for more rapidly risk-

stratifying patients in the acute setting.

DISCUSSION: This case illustrates the atypical symptoms frequently report-

ed by women presenting with acute coronary syndrome. Our patient's anginal

equivalents included weakness, syncope, nausea, and heartburn, but not the

chest pain, dyspnea, and diaphoresis internists are trained to expect. While

heart disease is the number one cause of death in women, they are more likely

to have delayed presentations with atypical symptoms and less likely to be

referred for catheterization, leading to worse outcomes compared with men.

Internists should be more aware of recognizing and educating patients on the

atypical symptoms of acute coronary syndrome especially in woman, dia-

betics, and the elderly. Furthermore, hand-held echocardiogram is an important

tool for internists and cardiologists to risk stratify patients with acute coronary

syndrome, as immediate recognition of severe left ventricular dysfunction, new

heart failure, and worsening mitral regurgitation may lead to prompt and

potentially live saving revascularization.

AHEARTBREAKING TALE: AYOUNG PREGNANTWOMAN PRE-

SENTS WITH ACUTE CARDIOMYOPATHY AND A SURPRISING

CAUSE Ramon L. Ramirez; Shirin Zarafshar. Stanford University, Palo Alto,

CA. (Control ID #2907134)

LEARNINGOBJECTIVE #1:Consider the differential diagnosis of a young

patient presenting with ST segment elevations, elevated troponin, and acute

heart failure symptoms

CASE: ST segment and troponin elevation are uncommon in younger patients

and can present a diagnostic challenge to physicians. A 29 year-old G2P1 23-

week pregnant female with a PMH of myasthenia gravis presented to an outside

hospital after experiencing several days of dyspnea, orthopnea, and paroxysmal

nocturnal dyspnea. Her dyspnea worsened and she presented to the ED. In the

ED she was found to have ST segment elevations on EKG, a markedly elevated

troponin level, and quickly became hemodynamically unstable. She was

intubated and required vasopressor and inotropic support for cardiogenic shock.

An echocardiogram showed biventricular systolic heart failure and an ejection

fraction of 25%. A coronary angiogram showed no evidence of coronary artery

disease, it was also reviewed carefully to rule out spontaneous coronary artery

dissection. CT angiography was done as well to rule out a pulmonary embolus.

Unfortunately, during this time she experienced fetal demise with significant

uterine bleeding requiring multiple transfusions. She was transferred to a tertiary

university medical center for ECMO support, intra-aortic balloon pump place-

ment, and LVAD/transplant evaluation. An endomyocardial biopsy was per-

formed and demonstrated histological evidence of giant cell myocarditis. She

was eventually weaned off ECMO, IABP was removed, and extubated. She was

started on prednisone and cyclosporine, inotropes were weaned, and she was

started on a standard HF regimen. She also began to develop significant ectopy

and was started on amiodarone. This eventually led to ICD placement during her

admission. Her condition stabilized and she was discharged from the hospital

with close follow up for LVAD and transplant consideration.

IMPACT: This case highlights important clinical considerations for young

patients presenting with acute ST segment elevations, troponin elevation, and

HF symptoms. Although rare, this case reminds us of the importance of

considering GCM in any patient presenting with acute onset cardiomyopathy,

especially if other autoimmune disorders are concomitantly present. It demon-

strates how important prompt diagnosis andmechanical circulatory support are

in the successful management of the disease. This case also allows us to

explore some of the long-term outcomes and prognosis of the disease.

DISCUSSION: Giant cell myocarditis is a rare and often fatal clinical syn-

drome. It was initially described in 1905 and as of 2012, less than 300 cases

had been reported in the literature. It is a condition that requires timely

diagnosis, intensive care, mechanical circulatory support, and immunosuppres-

sive therapy. GCM often progresses despite guideline-based care and a sub-

stantial number will develop ventricular arrhythmia or heart block. Many

patients will require LVAD as a bridge to transplant for long-term survival.

A HICCUP IN TREATMENT - A CASE OF BACLOFEN TOXICITY

Ankita Saxena; Harish Jasti. Icahn School of Medicine at Mount Sinai, New

York, NY. (Control ID #2944734)

LEARNING OBJECTIVE #1: Recognize signs of baclofen toxicity.

LEARNING OBJECTIVE #2: Appreciate the importance of timely medi-

cation reconciliation.
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CASE:A 60-year old man with end-stage renal disease on hemodialysis (HD)

presented to the emergency room for "not feeling well." The patient was unable

to provide a history. His wife reported that he had developed muscle cramps,

incoordination, confusion, and nausea/vomiting the night prior to admission.

He had notmissed any of his regularly scheduledHD sessions. Vital signswere

significant for blood pressure of 218/107. On exam, the patient was lethargic,

intermittently apneic unless stimulated by voice, and oriented to self and

location only. He had an otherwise normal cardiopulmonary and non-focal

neurologic exam. There were no changes in his labs from baseline. Additional

history revealed that the patient had started baclofen 20mg TID, newly pre-

scribed one day prior to admission for intractable hiccups. HD was initiated

within a few hours of presentation, with marked improvement in mental status,

respiratory drive, and hypertension. His nausea and vomiting also resolved

after an additional session of HD the following day. He returned to his baseline

after 3 days of hospitalization and was discharged to home.

IMPACT: This case highlights the importance of (1) performing a thorough

medication reconciliation at the time of presentation and (2) verifying that

medications are dosed for renal function. These two measures will prevent

delay in diagnosis and treatment of drug toxicity.

DISCUSSION: Baclofen is a GABA-receptor activator that is commonly

prescribed for spasticity related to chronic neurological conditions and is used

off-label for alcohol use, gastroesophageal reflux, trigeminal neuralgia, and

hiccups. Typical dosing for normal renal function is 5mg TID titrated up to a

maximum of 80mg per day. The drug is rapidly absorbed reaching peak serum

concentration in 1 hour and primarily excreted in urine unchanged. Baclofen

overdose results in drowsiness, dizziness, headache, confusion, and gastroin-

testinal symptoms. Severe toxicity manifests as bradycardia, blood pressure

lability, respiratory failure, seizures, coma, and death. Cases of drug toxicity

have been reported in patients with chronic kidney disease taking as little as

5mg of baclofen per day. Diagnosis is purely clinical; urine toxicology does not

routinely screen for baclofen, and serum concentrations are not readily avail-

able. Baclofen is 70-80% dialyzable; therefore the mainstay of treatment is

dialysis in patients with or without impaired renal function. Case reports have

documented improvement with hemodialysis even in patients with severe

toxicity, characterized by encephalopathic and comatose states. This case

highlights the importance of early recognition of drug toxicity, since timely

interventions can decrease morbidity and mortality.

A LATENT CASE OF BLACK COHOSH ASSOCIATED DRUG IN-

DUCED LIVER INJURY sara Khodor. University of South Florida, Tampa,

FL. (Control ID #2935471)

LEARNINGOBJECTIVE #1:Recognize Black Cohosh as a potential cause

of liver injury with a variable latency period

CASE: A 59-year-old female presented with yellow skin and dark urine for 5

days. Her medications included levothyroxine and escitalopram. She also took

OTC Estroven for vasomotor symptoms for 10 months and discontinued 7

weeks prior to presentation due to lack of effect. She reported infrequent alcohol

and Tylenol use, and no recent travels, sexual encounters, drug use, or blood

transfusions. On exam, she had jaundice with scleral icterus and mild tenderness

of the right upper quadrant. Labs were remarkable for AST of 975, ALTof 737,

ALP 311, GGT of 397, bilirubin of 14.5, INR 1.2. CMV IgM, EBV IgM,

Hepatitis A IGM, Hepatitis B surface AG and core IGM, Hepatitis C antibody,

HIV antigen, ANA, AMA, ANCA, Anti Smooth muscle, Anti LKM,

Ceruloplasmin, and hemochromatosis DNA analysis were all within normal

limits. Ultrasound showed hepatitis and cholestasis with no cholelithiasis or

acute cholecystitis. MRCP showed periportal edema with mild peribiliary en-

hancement without significant biliary ductal dilatation, no suspicious hepatic

lesions. Liver biopsy showed active hepatitis with a necroinflammatory predom-

inant pattern of injury and increased portal fibrosis with early septa formation

(Stage 1-2 of 4). She was diagnosed with acute hepatitis suspected to be drug

induced liver injury (DILI) from black cohosh (BC), main ingredient of

Estroven. She was instructed to avoid BC products and was treated supportively.

Her liver function tests improved and returned to normal 3 months post

discharge.

IMPACT: We believe the increasing number of reports linking BC to liver

injury warrants serious consideration and precaution. Products like BC are

labeled as "all natural" which one may presume to mean "safe"; however, it is

important to understand and educate patients about this potential risk. Further-

more, we believe it is essential for healthcare providers to be aware of the

variable and lengthy latency period of BC liver injury, and that an exhaustive

medical history including current and past herbal supplements be obtained

when evaluating a patient with liver injury.

DISCUSSION: Black Cohosh is a herbal supplement used for postmenopaus-

al vasomotor symptoms. Reports have linked BC to liver injury ranging from

self-limited hepatitis, prolonged hepatitis with cholestasis, autoimmune hepa-

titis and acute liver failure requiring transplant. The reported latency to onset of

liver injury ranges from 1 to 48 weeks, but is usually 2 to 12 weeks. The most

likely cause of hepatotoxicity in our patient was BC DILI causing hepatitis

with cholestasis. We do not believe her other medications contributed to her

presentation as she had tolerated them for years and continued to take them as

she improved. Furthermore, she had an extensive workup for alternative causes

which was unrevealing. However, Estroven is a compound of BC and many

other ingredients, which makes a clear causal link difficult to prove.

A LIGHT CHAIN-GE OF HEART Sameer Prakash1; Muhammad Malik2;

Kaylee Shepherd2; Praveen Tumula3. 1Texas Tech University Health Sciences

Center Amarillo, Amarillo, TX; 2Texas Tech Univ HSC Amarillo, Amarillo,

TX; 3Texas Oncology, Amarillo, TX. (Control ID #2942695)

LEARNING OBJECTIVE #1: Diagnose light- chain amyloidosis (AL) and

distinguish it from other light chain (LC) deposition diseases and classes of

amyloidosis.

LEARNING OBJECTIVE #2: Assess best treatment options for AL amy-

loidosis based on extent of organ involvement and prognosis.

CASE: A 53-year-old woman with history of controlled type 2 diabetes

mellitus presented with a few month history of progressively worsening

shortness of breath with symptoms at rest, edema, and orthopnea. Other than

remote tobacco abuse, she denied any other cardiopulmonary symptoms or risk

factors. Exam was significant for sinus tachycardia, bilateral lower extremity

edema to the knees, and hepatosplenomegaly (HSM) and labs notable for

mildly elevated troponin, NT-proBNP, and liver enzymes. EKG showed dif-

fuse low voltage QRS and transthoracic echo (TTE) showed restrictive car-

diomyopathy with longitudinal strain -7.0% concerning for amyloidosis. Pos-

itive findings were serum/urine protein electrophoresis (SPEP/UPEP) with

lambda monoclonal gammopathy and abnormal LC ratio of 0.02, UPEP with

M spike, and serum and urine immunofixation with IgG monoclonal lambda

LC. Workup for renal involvement was negative. Abdominal fat pad biopsy
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was negative, bone marrow biopsy (BMB) revealed 15% monoclonal lambda

plasma cells, and liver biopsy with amorphous pre-sinusoidal granular deposits

positive for Congo red staining confirming the diagnosis of AL Amyloidosis

(Mayo criteria stage III) and multiple myeloma (MM) due to >10% plasma

cells on BMB and involved:uninvolved FLC ratio >100. She was diuresed

while pending induction chemotherapy and referral to Mayo Clinic.

IMPACT: While amyloidosis and LCDD are treated similarly, considering

amyloidosis in your patient's differential diagnosis and pursuing further inves-

tigation based on key history, physical, lab, and imaging findings is important.

Early diagnosis of not only amyloidosis, but comorbidities like MM, and

investigation of other organ involvement, especially cardiac, is crucial because

this determines a patient's prognosis and the specific targeted therapy.

DISCUSSION: The estimated incidence of primary light chain amyloidosis is

6-10 cases per 1,000,000 population, with lambda isotype being the most

common form and primary hepatic involvement being rare. Renal manifesta-

tions affect two-thirds of patients and hepatic manifestations are observed in

30% of patients, making our patient's case unique. Obtaining a tissue diagnosis

can be difficult. With low sensitivity the abdominal fat pad biopsy is often

negative, leading to BMB and then possibly organ-specific biopsy. A regimen

of cyclophosphamide-bortezomib-dexamethasone has been shown to be effec-

tive for AL amyloidosis patients with concurrent myeloma. As for the cardiac

involvement, typical heart failure medications like beta-blockers and calcium

channel blockers are not recommended. Good outcomes with autologous stem

cell transplant (SCT) have been reported for patients with cardiac AL amy-

loidosis diagnosis before the onset of advanced heart failure.

AMIDDLE-AGEDFEMALEWITHHENOCH-SCHONELIN PURPU-

RAVishal Shah1; Janine Lebofsky1, 2. 1NYU, Long Island City, NY; 2Bellevue

Hospital, New York City, NY. (Control ID #2946205)

LEARNING OBJECTIVE #1: HSP is an uncommon small vasculitis in

adults, often occurring after an infectious illness

CASE: A 49 year old female presented to the emergency room with a

progressive, painful rash in her lower extremities and abdominal pain over

the past 10 days. Patient was in her usual state of health until 10 days prior to

admission when she began to notice a skin eruption in her lower extremities

associated with pain. The rash spread upwards and patient was seen by a

dermatologist as an outpatient, where a biopsy was taken. Patient was pre-

scribed a topical steroid without improvement in symptoms. She also devel-

oped a generalized intermittent abdominal pain without hematochezia. No

recent upper respiratory infections/other infectious symptoms. Upon arrival

to the hospital, patient was in stable condition. Exam was notable for diffuse,

palpable purpura in her lower extremities and abdomen. Patient's urinalysis

was significant for proteinuria and microscopic hematuria. Chemistries dem-

onstrating baseline renal function. Given her significant abdominal pain,

patient was started on prednisone for a presumed diagnosis of Henoch-

Schonelin Purpura (HSP). Skin biopsy returned showing small vessel

leukocytoclastic vasculitis with IgA, C3 deposition. Patient was maintained

on oral steroids for 48 hours with significant improvement in her abdominal

pain and rash. As her abdominal ceased, patient was transitioned to colchicine

and discharged home.

IMPACT: Recognition of this uncommon small vasculitis as a disease that

also affects adults. HSP is typically self-limited, but glucocorticoid therapy is

warranted in patients with significant gastrointestinal or renal involvement.

DISCUSSION: HSP, a predominantly pediatric condition, is a small vessel

vasculitis characterized by IgA complex deposition the smaller venules, cap-

illaries, and arterioles of various organ systms. HSP typically occurs after an

infectious illness, which our patient did not appear to have. The typical tetrad of

symptoms include: skin, arthralgias, gastrointestinal symptoms, and renal

disease. Palpable purpura occurs in nearly every patient, typically in the lower

extremities and the buttocks. Abdominal pain occurs in 65% of cases. Renal

disease is common, more often affecting adults than children. Typical mani-

festation is hematuria. Significant proteinuria and elevated creatinine occur in a

minority of patients, with <1% of cases progressing to ESRD. HSP is usually a

benign, self-limited disease. Patients with mild arthralgias and abdominal pain

may be treated with acetaminophen. If severe abdominal pain occurs, steroids

are the recommended initial therapy, and have been shown to improve abdom-

inal pain, but not otherwise improve overall progression of disease. Colchicine

can be considered for mild abdominal symptoms. Additional indication for

glucocorticoid therapy includes significant renal involvement (proteinuria >1g/

day). If refractory symptoms, cyclophosphamide or mycophenolate there may

be considered.

A MINIMALLY INVASIVE DIAGNOSIS OF MALIGNANCY Samuel

Rosner1; Emily R. Insetta2. 1Johns Hopkins Bayview Medical Center, Laurel,

MD; 2Johns Hopkins Bayview Medical Center, Baltimore, MD. (Control ID

#2940813)

LEARNING OBJECTIVE #1: To diagnose primary lung cancer without

invasive procedures

CASE:An 87 year old female presents with 9months of hemoptysis, shortness

of breath, and night sweats. Patient has a history of 90-pack years smoking and

a mother and daughter with fatal lung cancer. CTscan showed a cavitating lung

mass in the left upper lung lobe, measuring 7 x 6.7 x 5.2cm, multiple other

pulmonary nodules measuring up to 5mm, a large, multi-lobulated, hypo-

attenuating liver mass, peri-hepatic ascites, and prominent abdominal lymph-

adenopathy. In discussion with the patient about the likelihood of cancer based

on imaging, she was adamant that she wanted a more definitive diagnosis but

would not want treatment if she were found to have malignancy. To honor her

wishes, it was important to pursue a high yield diagnostic workupwith low risk

of patient harm. Instead of invasive bronchoscopy or CT-guided biopsy, two

induced sputum specimenswere sent for cytopathology. Both samples returned

positive for squamous cell carcinoma. The patient expressed gratitude that her

terminal illness had been defined. In line with her goals of care, she chose to

pursue hospice and passed away peacefully two weeks later.

IMPACT: This case demonstrates a patient-centered way to diagnose lung

cancer while avoiding invasive procedures at the end of life and minimizing

costs to healthcare systems. It is rare to encounter a diagnosis of malignancy

via sputum cytology, as we are quick to obtain biopsies, which carry significant

risks. When the suspicion for primary lung cancer is high and diagnosis is not

urgent, sputum cytology should be considered as a first diagnostic step.

DISCUSSION: Lung cancer is the leading cause of cancer death in the United

States among both men and women. Although typically the diagnosis involves

obtaining tissue, invasive procedures are associated with risks and costs.

Induced sputum cytology should be considered as an alternative way to

diagnose lung cancer, as supported by a 1991 report in the Lancet. In this

study, 67 patients who were suspected to have primary lung cancer based on

clinical or radiographic findings were randomly assigned to expectorated or

JGIM ABSTRACTS S423



induced sputum collection for four days. Both groups underwent bronchosco-

py with biopsy on the fifth day. The definitive diagnosis of malignancy was

obtained via bronchoscopy or fine needle aspiration. Results showed that in the

expectorated sputum group, only 52% of 25 malignancies were identified via

sputum cytology, which was a significantly lower yield than bronchoscopy.

However, in the induced sputum group, cytology identified 84% of 29 malig-

nancies, which was not statistically different from bronchoscopy, which iden-

tified 97% of cancers (p<0.001). Thus, induced sputum cytology has a com-

parable yield to bronchoscopy and should be considered as a safe, affordable

alternative to biopsy in the diagnosis of primary lung cancer.

A MISCARRIAGE MYSTERY: DIFFUSE GRANULOMATOUS DIS-

EASE IN A WOMAN WITH RECURRENT MISCARRIAGE Sara J.

Khosrowjerdi1; Rolvix H. Patterson3; Laura K. Snydman2. 1Tufts University

School of Medicine, Boston, MA; 2Tufts Medical Center, Boston, MA; 3Tufts

University School of Medicine, Jamaica Plain, MA. (Control ID #2941363)

LEARNING OBJECTIVE #1: Recognize that disseminated tuberculosis

(TB) may present initially with recurrent miscarriage or infertility.

LEARNING OBJECTIVE #2: Recognize that TB may present as diffuse

noncaseating granulomatous disease.

CASE: A 34-year-old Nigerian woman with recurrent miscarriage and multiple

IVF cycles presented with fever, dyspnea, and cough. On admission, she was

febrile to 38°C, tachycardic to 130s, and hypoxic with elevated transaminases

(AST 232, ALT 130). RUQ ultrasound showed thickened gallbladder wall and

normal liver. CXR revealed ground-glass opacities. Notably, she was hospitalized

<2 weeks prior for prolonged premature rupture of the membranes (PROM) with

emergent delivery of two still-born fetuses. Dilatation and curettage specimen

(performed at that time) was now reviewed, revealing noncaseating granulomas

and minimally positive acid-fast bacillus (AFB) staining. This finding, in conjunc-

tionwith the CXR and transaminitis, was concerning formiliary TB vs sarcoidosis.

She underwent bronchoalveolar lavage (BAL) and transbronchial lung biopsy.

BAL was AFB smear and nucleic acid amplification test (NAAT) negative.

Quantiferon gold was positive. Lung biopsy demonstrated non-necrotizing granu-

lomas but negative AFB staining. Liver biopsy returned diffuse granulomatous

hepatitis, again with negative AFB staining and cultures. Lung and liver biopsy

PCR results were pending 7 weeks after sendout. The patient was started on

Amikacin, Rifampin, Ethambutol, and Levaquin for possible miliary TB in setting

of transaminitis. Ethambutol was soon replaced with Linezolid for ophthalmic

symptoms. The patient's transaminitis improved, supporting a diagnosis of TB.

Head MRI then showed multiple enhancing foci of bilateral cerebral hemispheres,

concerning for tuberculomas. Lumbar puncture was unremarkable. CSF bacterial/

fungal cultures had no growth. AFB cultures were still pending after 7 weeks. CSF

AFB stains, C3 and C4 levels, urine Histoplasma Ag, and Brucella agglutination

tests were negative. Near discharge, INH and Pyrazinamide were started and were

well-tolerated.Rifampin/Levaquin/Amikacin/Linezolidwere continued for empiric

coverage ofmultidrug resistant TB, given 30%prevalence in Nigeria, with plan for

12 months total therapy.

IMPACT: This unusual presentation of TB in a reproductive aged woman

highlights the necessity of considering infectious etiologies of recurrent

infertility.

DISCUSSION: This vignette describes disseminated TB presenting initially

with reproductive symptoms. Tuberculosis infections of the female reproduc-

tive organs, commonly the uterus and fallopian tubes, are often seeded

hematogenously from the lungs. Clinical manifestations may arise up to a

decade after initial infection and include infertility, vaginal bleeding, or chang-

es in menses. Diagnosis is challenging due to nonspecific presentation. Acute

flares can mimic endometritis, and chronic infection can resemble sarcoidosis.

Uterine biopsywill likely show noncaseating granulomas as cyclic endometrial

shedding limits caseation.

A MUSCULAR DOUBLE WHAMMY - COEXIST ING

PARANEOPLASTIC POLYMYOSITIS AND MYASTHENIA GRAVIS

Hassaan B. Aftab; Angela J. Slick; Bushra Zia; Riffat Sabir. Baystate Medical

Center, Broad Brook, CT. (Control ID #2941875)

LEARNING OBJECTIVE #1: Diagnose paraneoplastic polymyositis

CASE: A 72-year-old female presented with 2-week history of worsening

generalized weakness. She had increasing difficulty in her activities of daily

living including transfers from bed, ambulation and overhead movements.

Associated symptoms included diffuse tenderness in limb muscles. Medical

history was notable for hypothyroidism and hyperlipidemia for which she was

on levothyroxine and simvastatin respectively. Exam did not reveal ptosis or lid

fatigability, but symmetrically decreased power in all muscle groups; most

prominently in proximal muscles. Initial lab work revealed elevated creatine

kinase of 3440, and normal TSH and free T4. Despite statin discontinuation and

aggressive IV hydration, no improvement was noted. EMG recorded low

amplitude, short duration, polyphasic motor unit action potentials consistent

with myopathy. An extensive workup ruled out infectious, endocrine or rheu-

matological etiology. CT scan of the chest revealed a 3.5x3cm anterior medias-

tinal mass and biopsy revealed TdT-positive cells of T-cell origin consistent with

a thymoma. Acetylcholine receptor antibody titer was positive consistent with

myasthenia gravis (MG).Muscle biopsy showed focal endomysial inflammation

consistent with polymyositis (PM). Due to her profound weakness and risk of

operative complications, medical therapywas preferred to improve strength prior

to thymectomy. Unfortunately, despite prednisone and IVIG therapy, her weak-

ness progressed to respiratory muscles leading to fatal respiratory failure.

IMPACT: This case demonstrates how co-occuring PM and MG may be the

presenting manifestation of an obscure condition such as thymoma. It helps

change our thinking by recognizing this potentially life-threatening diagnosis

amongst other more common differentials while encountering a patient with

generalized muscle weakness and pain.

DISCUSSION: Thymomas are mediastinal tumors with an incidence of 0.15

per 100,000. These are frequently associated with autoimmune diseases and

about 50% of patients are afflicted by MG which may lead to life-threatening

complications including respiratory failure. Other disorders such as PM are

encountered rarely. To the best of our knowledge 24 cases of thymoma-

associated PM have been reported since 1944; majority with coexisting MG.

Definitive treatment is thymectomy, however patients with severe MG present

as a challenge due to higher risk of operative complications. No definitive

management guidelines exist however rapid immunotherapies (IVIG and

plasmapheresis) are considered first line therapy followed by surgery once

symptoms of MG are under better control. Paraneoplastic PM responds poorly

to conventional glucocorticoid therapy for PM but improves with treatment of

underlying malignancy. Given the rarity, morbidity and mortality of both

thymomas and associated paraneoplastic syndromes, it is important for clini-

cians to recognize their variable clinical presentations in order for prompt

diagnosis and treatment.
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A MYSTERIOUS ESCHAR: AN INTERESTING CASE OFAFRICAN

TICK BITE FEVER Krystle Hernandez; Ana I. Velazquez; Jose A. Cortes.

Mount Sinai Beth Israel, New York, NY. (Control ID #2946698)

LEARNING OBJECTIVE #1: Recognize the clinical features of African tick

bite fever (ATBF) caused by Rickettsia africae in travelers from endemic areas.

CASE:A 60 year old US-born male with no prior history presents with 2 days

of fevers, body aches, chills and abdominal skin rash. He lives and works in a

rural area of Tanzania and developed symptomswhile flying toNewYork City.

He was evaluated in the emergency department and received 2 courses of

antibiotics, amoxicillin-clavulanate followed by trimethoprim-

sulfamethoxazole, without improvement of symptoms. Fevers, chills, and rash

persisted so he presented to an infectious disease specialist. He has lived in

rural Tanzania for 3 years with several dogs. Initial exam was remarkable for

fever of 102.4 °F, tachycardia (103 bpm), a 2cm eschar with surrounding

erythema located below the umbilicus and above the belt, and scattered

erythematous macules and papules involving all extremities, some with over-

lying pustules. CBC showed WBC 4.3 with 87% neutrophils, CMP was

unremarkable. Further testing included negative blood cultures, plasmodium

P, Dengue fever, Chikungunya, RPR, Rickettsia panel, and HIV. Based on

travel history and clinical presentation suspicious for African tick bite fever a

specific Rickettsia panel was performed at the Center for Disease Control

(CDC) and the patient was started on doxycycline. Weeks later, a diagnosis

was confirmed with Rickettsia africae IgG 1024 (nl < 64). He made a full

recovery and returned to Tanzania.

IMPACT: African tick-bite fever is highly prevalent in Africa (seroprevalence

30-56%), but is rarely seen in the US except in travelers. As in our case, in

patients with fever and non-specific symptoms it is important to obtain a careful

history and consider destination-specific diseases in the differential diagnosis.

DISCUSSION: African tick bite fever (ATBF) is caused by Rickettsia africae

and spread by the Amblyomma tick. Symptoms may include fever, headache,

muscles pains, and a maculopapular/vesicular rash. At the site of the bite there

is typically the formation of an eschar. Multiple eschars may be seen and are

considered pathognomonic. It is most endemic in sub-Saharan Africa and the

West Indies in areas with tall grass or bush. The diagnosis can be made

clinically, however an immunofluorescence assay is recommended though

limited by delays in seroconversion and commercial availability. As serocon-

version can delay the diagnosis, prompt initiation of treatment based on clinical

suspicion is important. First line treatment is doxycycline and prevention by

avoiding tick bites. The majority of cases of rickettsiosis among international

travelers to sub-Saharan Africa are caused by R. africae. The clinical presen-

tation can often be mistaken for Malaria, Dengue fever, Chikungunya, and

Zika. Therefore, physicians need to recognize that ATBF is a disease of

international importance and must be considered in patients with febrile illness

returning from countries where R. africae has been detected.

A NEW GREAT MASQUERADER: WALDENSTROM'S MACRO-

GLOBULINEMIA Anjali Rao1; Sara Van Meerbeke1; Joseph M. Rocco2;

Edgar Raymund Ramirez3. 1University of Pittsburgh Medical Center, Pitts-

burgh, PA; 2University of Pittsburgh, Pittsburgh, PA; 3UPMC, Pittsburgh, PA.

(Control ID #2946537)

LEARNING OBJECTIVE #1: Recognize the clinical features of

Waldenstrom's macroglobulinemia

CASE: A 54-year-old man with past history of head and neck squamous cell

carcinoma treated with cisplatin/nivolumab and radiation presents with severe

generalized weakness and pre-syncopal symptoms for 2 months. He had

completed medical and radiation therapy 4-months prior to presentation which

was complicated by mucositis and poor oral intake. He denied fevers, night

sweats, dyspnea or abdominal pain. Vital signs noted orthostatic hypotension.

He was initially admitted for ‘dehydration' but labs demonstrated new anemia,

hypoalbuminemia and a protein gap of 4.0 with normal GFR. Urine studies

revealed nephrotic range proteinuria. UPEP showed elevated lambda light

chains and SPEP identified an IgM monoclonal gammopathy. Fat pad and

renal biopsy were negative for Congo red staining. Bone marrow biopsy

showed a monoclonal B-cell population with lymphoplasmacytic differentia-

tion consistent with Waldenstrom's macroglobulinemia (WM). He was started

on treatment with steroids and rituximab.

IMPACT: This case demonstrates the importance of a systematic approach to

the workup of generalized weakness. Despite the initial framing bias of simple

dehydration, he had discordant findings including new anemia, hypoalbumin-

emia and nephrotic range proteinuria. Additional work-up with SPEP/UPEP

identified a monoclonal gammopathy and eventually a diagnosis of

Waldenstrom's macroglobulinemia. This case reinforced the importance of keep-

ing a broad differential in all settings and closely examining discordant findings.

DISCUSSION: Waldenström's macroglobulinemia is an indolent form of B-

cell lymphoma. Patients present with neurological symptoms, intermittent

epistaxis or simply profound fatigue. Diagnosis consists of bone marrow

biopsy demonstrating infiltration with a clonal population of

lymphoplasmacytic cells in the setting of an IgM gammopathy. A common

finding in WM is the Dutcher body, a pathologic entity involving IgM-

containing intranuclear vacuoles. Anemia is often seen with bone marrow

involvement. There is typically evidence of end-organ infiltration often in the

CNS with visual changes and headaches, which classic symptoms of hyper-

viscosity syndrome. When the renal system is involved, pathologic findings

include podocyte foot effacement consistent with minimal change disease or

positive Congo red staining consistent with amyloidosis. The pathogenesis of

WM involves cytogenetic mutations, most commonly inMYD88 and CXCR4.

Additional plasma cell dyscrasias that merit consideration includes multiple

myeloma (MM) and plasmacytomas which consist of a clonal population of

plasma cells. These often present with classic findings such as hypercalcemia,

renal insufficiency and/or osteolytic bone lesions), which our patient did not

demonstrate.

A NOT-SO-BASIC CASE OF ECTOPIC ACTH IN NEUROBLASTO-

MA Manik Uppal; Ryan Bober; Alice Tang. Weill Cornell Medical College,

New York City, NY. (Control ID #2945984)

LEARNING OBJECTIVE #1: Identify etiologies of metabolic alkalosis

LEARNINGOBJECTIVE #2: Interpret hormone levels in workup of excess

production of ACTH

CASE: A 60 year old woman with metastatic olfactory neuroblastoma on

dexamethasone for symptom control of proptosis was admitted for unilateral

globe rupture and spinal cord compression. She received treatment with high

dose dexamethasone and XRT, and underwent globe enucleation. She was

noted to have subacute onset diarrhea of unclear etiology. Her physical exam

was remarkable for hypertension, Cushingoid facies, and multiple extremities

with ecchymoses. Abdominal striae, hyperpigmentation, and hirsutism were
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absent. Initial labs were notable for K 2.8 and HCO3- >40 mmol/L. During her

hospital course, the hypertension persisted despite 3 anti-hypertensive agents,

and she exhibited persistent hypokalemia and metabolic alkalosis despite 40-

80 meq KCl repletion daily, and ACE-I and spironolactone initiation. Further

labs were notable for normal renin 1.00 ng/mL and aldosterone 4.9 ng/dL, but

elevated cortisol > 75.00 (3.0-22.4 ug/dL), and ACTH 143 (6-58 pg/mL).

Brain MR revealed a focus of hypoenhancement in the pituitary gland consis-

tent with a microadenoma. Given the patient's ACTH production was not

suppressed in the setting of 10 mg dexamethasone treatment, she was diag-

nosed with ectopic ACTH production by her primary neuroblastoma. She

declined further treatment and was discharged to home hospice.

IMPACT: Ectopic production of ACTH is a rare sequela of olfactory neuro-

blastoma that has limited prior case reports. It is important to expand our

differential for persistent metabolic alkalosis and hypokalemia in patients with

esthesioneuroblastoma to consider ectopic ACTH secretion.

DISCUSSION: Ectopic ACTH production is an uncommon manifestation of

esthesioneuroblastoma. Prior case reports have relied upon biopsy with immu-

nohistochemical staining to confirm neoplasm identity and ACTH within the

tumor mass. We report a case in which ectopic ACTH syndrome secondary to

esthesioneuroblastoma was diagnosed in the setting of multiple confounding

factors and high dose dexamethasone treatment. The differential for our

patient's initial finding of hypokalemic metabolic alkalosis included GI fluid

loss vs. mineralocorticoid excess secondary to elevatedACTH. The differential

for hypercortisolism included exogenous steroid use vs. central vs. ectopic

ACTH overproduction. Workup of hypercortisolism includes the use of low

dexamethasone suppression testing to discriminate between pathologic cortisol

production and normal physiology. High dose dexamethasone can subsequent-

ly distinguish between central and ectopic hypersecretion of ACTH. However,

the use of high dose dexamethasone for confirmatory testing is imperfect.

Effectiveness studies have found the test to have a sensitivity of 81% and

specificity of 67%. Ultimately, given the limitations of testing, tissue diagnosis

remains a critical component of confirmatory workup if possible.

A NOVEL CAUSE OF ACUTE RESPIRATORY DISTRESS Maggie

Cheung1; Surabhi Menon1; Sabrina Clerssaint1; Saamia Hossain1; Lauren C.

Hogshire2. 1Robert Wood Johnson University Medical School, East Bruns-

wick, NJ; 2Rutgers - Robert Wood Johnson Medical School, New Brunswick,

NJ. (Control ID #2946744)

LEARNINGOBJECTIVE #1: Recognize the importance of thorough phys-

ical exam when looking for a source of infection

LEARNING OBJECTIVE #2: Recognize that PID can present within a

spectrum of severity, with both common and uncommon underlying pathogens

CASE:A 20-year-old female without any past medical history presented after

1 week of fevers and myalgias. Vitals were temp of 103, BP 115/58, pulse 160,

RR 32, and O2 99% on room air. Labs were significant for leukocytosis of 20.5

and lactate 2.4. Pregnancy test was negative. Chest x-ray showed bilateral

infiltrates and the patient was started on antibiotics for CAP. Our exam was

significant for clear lungs and bilateral lower quadrant abdominal tenderness,

prompting a GU exam. On bimanual examination, she had cervical motion and

bilateral adnexal tenderness, and she reported dyspareunia during recent inter-

course. She was menstruating but denied vaginal discharge, itching, or genital

ulcers. Because of these findings, she was broadened to doxycycline and

ceftriaxone to cover possible culprits of PID. Given concern for impending

respiratory failure in the setting of profound metabolic acidosis from septic

shock, she was transferred to the ICU for elective intubation and hemodynamic

stabilization. While in the ICU, gonorrhea, chlamydia, and HIV returned

negative. CT A/P after the patient was stabilized confirmed inflammatory

changes consistent with PID. The patient's condition improved with supportive

care and antibiotics, was extubated on day 3 and discharged to home on day 10.

IMPACT: The classic presentation of pelvic inflammatory disease is an adoles-

cent female in an outpatient setting with pelvic tenderness, often found to have

gonorrhea or chlamydia. Given that our patient presented with severe sepsis

leading to pulmonary edema and respiratory compromise, a high clinical suspi-

cion for PID, as well as a thorough physical exam, was crucial in identifying the

source of the patient's infection and prescribing the appropriate antibiotic therapy.

DISCUSSION: This case demonstrates an atypical presentation of PID sec-

ondary to a non-sexually transmitted pathogen that resulted in septic shock.

The typical presentation is a sexually active young woman presenting to an

outpatient clinic with pelvic or lower abdominal pain associated with cervical

motion, uterine, or adnexal tenderness. Systemic symptoms, aside from fevers

secondary to peritonitis or an abscess, are not typical. Our patient's sepsis likely

led to pro-inflammatory cytokines resulting in endothelial damage, increased

alveolar-capillary permeability, pulmonary edema, and ultimately severe respi-

ratory distress. Although she was negative for gonorrhea and chlamydia, only

85% of cases are gonorrhea or chlamydia, and 15% are respiratory or enteric

organisms. Regardless of the initiating pathogen, the microbiology of PID

should be treated as a mixed polymicrobial infection. This case highlights the

importance of having a high clinical suspicion for PID, which ultimately

guided appropriate antimicrobial coverage.

A PATIENTWITHMYCOPHENOLATE INDUCED POSTERIORRE-

VERSIBLE ENCEPHALOPATHY SYNDROME (PRES) Jay Patel;

Pichapong Tunsupon; Pojchawan Yampikulsakul. University of Florida Col-

lege of Medicine, Gainesville, FL. (Control ID #2945642)

LEARNING OBJECTIVE #1: Recognize the clinical features of PRES.

LEARNING OBJECTIVE #2: Identify patients who are at risk of PRES.

CASE: 36 year old woman presented to outpatient primary care clinic with

severe headache and refractory vomiting for one day. Past medical history

included systemic lupus erythematosus (SLE), antiphospholipid antibody syn-

drome with recurrent pulmonary embolism on warfarin lifelong. Patient was

recently discharged from hospital a week ago with suspected diagnosis of lupus

nephritis induced acute kidney injury (AKI) started on mycophenolate during

admission and plan for renal biopsy as outpatient. Her AKI was resolving after

initiation of mycophenolate. Patient denied history of hypertension. Vital signs

revealed blood pressure of 190/90 mmHg. She appeared agitated and hypervig-

ilant. Physical examination was unremarkable. She was referred to the emergen-

cy department for further evaluation for hypertensive emergency. Computed

tomography of the brain revealed vasogenic edema and sulcal effacement

involving bilateral occipital lobes. MRI Brain demonstrated increased FLAIR

signal/primarily vasogenic edema in the bilateral parietal occipital lobes as well

as the parietal frontal lobes to lesser extent. These finding were consistent with

diagnosis of PRES. Patient was admitted for management of PRES. Mycophe-

nolate, the suspected culprit medication, was discontinued. Hypertension was

controlled with amlodipine, and metoprolol with goal systolic blood pressure

reduction no more than 15-20% within the first 24 hours. Her overall clinical

symptoms resolved and discharged from hospital in stable condition.
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IMPACT: PRES is associated with immunosuppressive therapies such as

cyclosporine (most common), tacrolimus, sirolimus, oxaliplatin, bevacizumab,

sunitinib and gemcitabine. Mycophenolate induced PRES is rare. Early recog-

nition of this condition, prompt control of blood pressure and withdrawal of

offending medications are important measures to prevent non reversible brain

damage.

DISCUSSION: The exact mechanism of PRES is unknown but there are

several theories. These theories include 1) disruption of blood brain barrier

from hypertension subsequently leads to failure of central nervous system auto

regulation 2) endothelial disruption from toxins in setting of sepsis, autoim-

munity, or immunosuppression, and 3) ischemic edema from vasospasm.

Generally, CT brain finding are negative in most cases of PRES and when

positive, it is challenging to distinguish between acute ischemic stroke and

PRES. MRI findings of bilateral edema in the white matter of posterior portion

of the brain especially occipital and parietal lobes are more specific for PRES.

Hypertensive disorders, renal disease, and immunosuppressive therapies are

common risk factors for this condition. Physicians must be cognizant of this

clinical entity and promptly treated to avoid non-reversible damage. Optimal

management of PRES involves removing the offending medications and blood

pressure reduction no more than 15-20% during the first 24 hours.

A PERNICIOUS CAUSE OF HEMOLYTIC ANEMIA Stanley M. Liu1;

Caitlin Mingey1; Pranathi Ari2; Shant Ayanian1. 1George Washington Univer-

sity, Washington, DC; 2George Washington University School of Medicine,

Washington, DC. (Control ID #2926776)

LEARNING OBJECTIVE #1: Recognize B12 deficiency as a cause of

nonproliferative hemolytic anemia.

LEARNING OBJECTIVE #2: Distinguish between intravascular and

intramedullary causes of hemolysis.

CASE: 58 year old African-American female childcare worker with GERD

presented with symptomatic anemia. Ten days prior to presentation she had a

diarrheal illness which self-resolved, only with residual mild epigastric pain.

However, a few days later she experienced fatigue, lightheadedness, and

exercise intolerance without any signs of bleeding. Labs revealed a normocytic

anemia with hematocrit 15.9 and reticulocyte index 0.06. LDH was 20,586,

haptoglobin 20, and bilirubin 1.7. Rest of labs showed WBC 3.4, Plt of 210,

and normal iron studies. Direct Coombs, G6PD, parvovirus, EBV, and CMV

were negative. Peripheral smear showed no schistocytes and numerous tear-

drop cells. CT scan was negative for lymphoma. She was initially treated

empirically for Coombs-negative AIHAwith steroids - however, LDH contin-

ued to increase to 23,000 with low reticulocyte index. Vitamin B12 was low at

159 and bone marrow was markedly hypercellular with erythrocytic hyperpla-

sia, moderate megaloblastic and dysplastic maturation, and granulocytes with

megaloblastic features. Homocysteine and methylmalonic acid were elevated.

Vitamin B12 was started with near-immediate decrease in LDH and increase in

reticulocyte index. Anti-intrinsic factor antibodies checked after discharge

were positive.

IMPACT: This case changed my thinking about vitamin B12 deficiency.

Previously, I did not think of B12 deficiency as a cause of hemolysis. However,

intramedullary hemolysis can occur, in this case leading to LDH levels

>23,000. This causes a unique finding of inappropriately low reticulocyte

index with labs suggestive of hemolysis. Not knowing this can cause confusion

or delay diagnosis.

DISCUSSION: The differential diagnosis in this case was broad and included

viral, autoimmune, microangiopathic, and lymphoproliferative causes as well

as nutritional deficiency. With initial labs suggestive of hemolysis, the patient

was started on steroids until further workup supported pernicious anemia.

Vitamin B12 deficiency is a well-known yet relatively uncommon cause of

anemia in the developed world. It is unusual to have dietary B12 deficiency -

pernicious anemia, an autoimmune gastritis against intrinsic factor and/or

gastric parietal cells, is more common. This patient did have chronic GERD

symptoms, although it is unclear whether her recent GI illness was related to

her anemia. Elevated LDH/bilirubin and low haptoglobin are typically associ-

ated with intravascular hemolysis. However, in B12 deficiency significant

intramedullary hemolysis can occur, caused by cell-precursor destruction in

response to ineffective hematopoiesis. Therefore, B12 deficiency can be mis-

taken for intravascular causes of hemolytic anemia. The reticulocyte index can

be used to distinguish these - intravascular hemolytic anemias are proliferative,

while B12 deficiency causes a nonproliferative hemolysis.

A PROBLEMOF COMPLEMENTS Ryan Khodadadi; Jaskanwal D. Sara;

Adam P. Sawatsky. Mayo Clinic, Rochester, MN. (Control ID #2945866)

LEARNING OBJECTIVE #1: Recognize a presentation of atypical hemo-

lytic uremic syndrome (aHUS) and common aberrances in the complement

pathway that are commonly implicated in aHUS.

LEARNING OBJECTIVE #2: Describe management strategies for aHUS.

CASE: A healthy 28-year-old woman presented for evaluation of profound

lower extremity edema with worsening renal function including a creatinine of

5.9 and a urinalysis revealing 2+ protein and 3+ blood. On admission, she was

afebrile without concern for infection. Hemoglobin was 8.2 and Doppler

ultrasound demonstrated no vascular abnormalities. Hemolysis labs showed

undetectable haptoglobin, elevated lactate dehydrogenase and normal biliru-

bin. A peripheral smear revealed schistocytes and helmet cells. C3 and C4

levels were normal and an ADAMSTS13 of 67%. Renal biopsy showed

subacute thrombotic microangiopathy concerning for aHUS. Subsequent rheu-

matologic, renal, and hematologic workups were negative except for genetic

testing showing elevated SMAc with decreased complement factor H consis-

tent with aHUS. Along with supportive care, eculizumab was initiated to

control complement dysregulation leading to improvement in hemoglobin,

platelet count, and creatinine. In light of the increased risk of life-threatening

meningococcal infections (2%) with eculizumab, she received vaccinations

and prophylactic antibiotics for two weeks. Following stabilization on

eculizumab, shewas discharged with closemonitoring in the outpatient setting.

IMPACT: This case emphasizes the need for consideration of additional

causes of a common clinical triad caused by a rare abberancy in the comple-

ment pathway. By reporting this uncommon case of HUS, we reinforce the

importance of genetic abnormalities that contribute to an atypical presentation

of the disease, and reinforce life-saving treatment options available to patients.

DISCUSSION: Clinically, aHUS presents similarly to STEC-related HUS

producing anemia, thrombocytopenia, and acute renal failure. However, ge-

netic mutations in complement proteins and autoantibodies are implicated in

the atypical presentation seen in both infancy and adulthood. Outcomes are

dependent on which complement protein is mutated; Complement Factor H

(CFH) is associated with a poor prognosis, often requiring renal transplant,

whereas CD46 mutations causing aHUS are associated with slower disease

progression. Although initial treatment of HUS is supportive irrespective of
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cause, eculizumab, a monoclonal antibody with anti-C5 activity, is first-line

treatment for aHUS. Important considerations for eculizumab include the

major risk of meningococcal infections, requiring prior vaccination. Finally,

there is an extensive risk mitigation and evaluation strategy (REMS) program

to monitor its use, which should be started at the first suspicion of an aHUS

diagnosis.

A PROLONGED PRESENTATION OF POST-COLONOSCOPY SUB-

ACUTE STREPTOCOCCUS SANGUINIS AORTIC VALVE ENDO-

CARDITIS Katryna Lim. Emory University, Atlanta, GA. (Control ID

#2945926)

LEARNING OBJECTIVE #1: Recognize the risk for infective endocarditis

in patients post-colonoscopy

LEARNING OBJECTIVE #2: Review the presentation of infective

endocarditis

CASE: A 45 year-old previously healthy man presented with five months of

fatigue, fevers and shortness of breath. He also noted headache with visual

changes, arthralgias, abdominal pain and unintentional weight loss. Recent outpa-

tient evaluations included a fundoscopic exam that revealed retinal hemorrhages, a

brain MRI that reported nonspecific parenchymal lesions and an abdominal CT

with hypodensities in his kidneys and spleen. Nine months prior to admission, he

had an unrevealing elective colonoscopy for rectal bleeding. He had a fever of

39.1°C and his heart rate was 108. Neurologic exam was normal. He had a new

diastolic murmur and diminished pulses in his left foot. He had diffuse wheezing

on his lung exam. He did not have lymphadenopathy. Abdominal, skin and

musculoskeletal exams were normal. Laboratory evaluation revealed WBC count

11, CRP 139 and ESR 5. Serum ANA, Lyme, EBV, CMV, HIV, Hepatitis B/C, Q

fever and quantiferon TB were negative. Respiratory viral panel was negative.

Urinalysis was unrevealing. CTchest revealed scattered ground glass opacities and

nodules. Transthoracic and transesophageal echocardiograms confirmed a large

vegetation on the aortic valve and severe aortic insufficiency from a perforated left

aortic cusp. Blood cultures obtained on admission grew Streptococcus sanguinis.

After an aortic valve replacement and a 6-week course of IV ceftriaxone, his

symptoms resolved and he was discharged home.

IMPACT: Given the unpredictability of infective endocarditis, it is important

for general internists to be familiar with the common manifestations of this

disease and its complications as well as to recognize all possible sources for

bacteremia, including the frequently ordered colonoscopy.

DISCUSSION:General internists often care for patients who have had or will

need a colonoscopy as part of their work-up. It is a relatively non-invasive,

low-risk procedure. Commonly associated complications include perforation,

bleeding and pain; however, it is important to recognize rare post-colonoscopy

complications such as bacteremia and infective endocarditis. The presentation

of infective endocarditis is highly variable making it a challenging diagnosis. It

can be rapidly progressive (acute) or gradual (subacute) in nature, and it often

presents with fever associated with chills, anorexia and weight loss. Common

exam findings include new cardiac murmurs and skin findings, such as

petechiae or splinter hemorrhages. Diagnosis is based on clinical manifesta-

tions, blood cultures (or other microbiological data) and echocardiography as

described by the modified Duke criteria. After five months of workup, our

patient's history and exam findings were consistent with subacute Streptococ-

cus sanguinis endocarditis complicated by septic emboli with his only risk

factor for bacteremia being a recent colonoscopy.

A RACE AGAINST TIME: THYROTOXIC ANAPLASTIC THYROID

CARCINOMA Charles Murphy1; Elizabeth Gardner1; Nina Suda1; Nidhi

Dhar2. 1Montefiore Medical Center, New York, NY; 2Montefiore Medical

Center, Bronx, NY. (Control ID #2945672)

LEARNING OBJECTIVE #1: Recognize an unusual presentation of ana-

plastic thyroid cancer (ATC)

LEARNING OBJECTIVE #2: Consider the impact of surgical delay in this

disease

CASE:A 60 year-old man with no notable prior history came in with 1 month

of neck pain and swelling. He also reported hoarseness, dysphagia, weight loss,

heat intolerance and palpitations. Exam showed tachycardia and thyromegaly.

Labs revealed a thyroid-stimulating hormone (TSH) of 0.018 mIU/L, free

thyroxine 2.73 ng/dL, thyroglobulin 375.2 ng/mL, total triiodothyronine 107

ng/dL, and corrected calcium of 12.2 mg/dL. Parathyroid Hormone-related

Peptide (PTHrP) was positive and TSH-receptor autoantibodies were absent.

Contrast CT Neck revealed a thyroid mass. Ultrasound-guided fine needle

aspiration (FNA) was performed. CT chest/abdomen/pelvis showed compres-

sion of the esophagus without metastases. Soon after pathology revealed ATC,

total surgical resectionwas attempted but by then almost twoweeks had passed

since admission so not all of the mass was resectable due to its growth. He

started chemotherapy and radiation, but unfortunately died two months later.

IMPACT: While thyrotoxic thyroid cancer is rare, perhaps all obstructive

thyroid masses (regardless of whether they are functioning) should proceed

directly to surgery without FNA as remission in ATC requires prompt total

resection.

DISCUSSION:Anaplastic thyroid carcinoma is rare, making up only 1-2% of

thyroid cancers although it is responsible for 14-50% of thyroid cancer mor-

tality with a median survival of 3-5 months. Patients present with a neck mass

and obstructive symptoms: hoarseness, dysphagia or odynophagia. Tumor

doubling time is typically days. Virtually all patients are euthyroid, PTHrP-

negative, and havemetastatic disease at diagnosis, which guidelines suggest be

made via FNA as in other thyroid cancers. Those with locoregional disease are

treated surgically (as in other thyroid malignancies) followed by radiation and

systemic chemotherapy, while metastatic disease is treated palliatively. Our

patient presented with locoregional disease but intervention was delayed until

pathology resulted, as per guidelines as well as due to his hyperthyroidism

being seemingly inconsistent with cancer. By the time he had surgery it was no

longer completely resectable, removing any chance of cure. He had no uptake

scan due to recent contrast use, but labs suggested the hyperthyroid mechanism

was that of thyroiditis: tumor-mediated leakage of thyroid hormones into

circulation. Guidelines call for eventually resecting all obstructive thyroid

masses except lymphomas, which are often distinguishable on CT and can

even be resected in some instances. His case suggests however that localized

obstructive thyroid masses should be promptly removed before diagnosis by

FNA. This approach would improve the odds that those with anaplastic thyroid

cancer undergo total resection. This case also illustrates how ATC can present

with thyrotoxicosis. Hopefully other patients presenting in this way might

obtain remission.

A RARE CASE OF ACUTE CEREBELLAR ATAXIA Zareen M.

Vaghaiwalla1, 2; Krishna M. Patel1, 2; Philip Denoux1, 2. 1Florida State Uni-

versity College of Medicine, Tallahassee, FL; 2Tallahassee Memorial

Healthcare, Tallahassee, FL. (Control ID #2939858)
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LEARNING OBJECTIVE #1: Recognize Epstein-Barr Virus infection as a

cause of acute cerebellar ataxia.

CASE:A20 year old female with no past medical history presented to the E.D.

with 3 days of slurred speech and difficulty walking. She was diagnosed with

vertigo 2 days prior and prescribed meclizine with no relief in her symptoms.

She denied recent falls, trauma, syncopal episodes, or altered mentation. There

was no pertinent family history. The patient denied alcohol use or illicit drugs.

Review of systems was positive for nausea with one episode of non-bloody

emesis three days prior, abnormal balance, and slurred speech. Vital signs were

within normal limits. Physical examination was positive for a small right-sided,

tender, mobile submandibular lymph node. Slurred speech was noted with no

facial droop or altered comprehension. Strength and sensation were intact, as

well as deep tendon reflexes. She was negative for nystagmus or visual fields

deficits, and positive for dysdiadochokinesia. Her gait was ataxic, wide based,

with an inability to tandemwalk. Abnormal lab work included elevated ALTat

55 u/l and microcytic anemia. Alcohol level, urinalysis, urine drug panel and

urine pregnancy test were negative. MRI of the brain with and without

gadolinium and MRA of the head and neck showed no intracranial demyelin-

ation, vascular irregularities, carotid or vertebral stenosis or dissection. Lumbar

puncture with cerebrospinal fluid analysis showed a high Epstein-Barr virus

Viral Capsid Antigen Antibody IgM at 46.7 u/ml as well as IgG level of >160

U/ml. A diagnosis of Epstein-Barr virus-associated cerebellar ataxia was made.

The patient showed improvement in her clinical symptoms throughout the

admission and was discharged in stable condition.

IMPACT: Since its first documentation in 1941, acute cerebellar ataxia as a

primarymanifestation of an EBVinfection has been noted to be rare, with a limited

number of case reports documenting such presentations. Thus, it is important to

bring awareness to these cases when encountered so that other clinicians may keep

EBV infection in the differential diagnosis when working up a cause of acute

cerebellar ataxia, particularly when other clear evidence of viral infection is absent.

DISCUSSION: Neurologic manifestations due to Epstein-Barr virus such as

meningitis, encephalitis, and Guillain-Barre syndrome have been well-

established in the literature. Acute cerebellar ataxia however is an uncommon

manifestation of EBVinfections with a mechanism that is yet to be determined.

Currently it is thought to be secondary to direct viral infection versus an

immunologic process in the cerebellum. The duration of its clinical course is

weeks to months with generally complete resolution of symptoms. There is no

treatment of choice, however some patients have benefited from corticosteroid

therapy. Recognition of Epstein-Barr virus as a cause of acute cerebellar ataxia

can be crucial to prevent unnecessary testing, time, and resources, for both the

patient and clinician.

A RARE CASE OF BIPHASIC ANAPHYLAXIS TO PNEUMOCOC-

CAL CONJUGATE VACCINE - 13 VALENT Adarsh Sidda1; Sarah M.

Khoncarly1; Juliann Koleszar1; Rahul Dasgupta2; Michael W. Rich3. 1Summa

Health, Fairlawn, OH; 2Summa Health, New Abany, OH; 3Summa Health,

Akron, OH. (Control ID #2945430)

LEARNING OBJECTIVE #1: -Anticipate and be prepared for the possibil-

ity of an adverse reaction in every patient who is administered any immuno-

genic foreign protein. -Recognize biphasic anaphylactoid reactions and the

dynamic nature of their presentation.

CASE: A 71-year-old Burmese female was seen at the physician's office

for a routine visit. Her past medical history included type II diabetes

mellitus, rheumatic heart disease, Heart failure with preserved EF. No

changes were made to her medications during the visit, and prophylactic

Pneumococcal conjugate vaccine - 13 valent (Prevnar 13) was adminis-

tered. Two hours after vaccination, the patient's daughter called the office

reporting that the patient had a 30-minute episode of acute shortness of

breath along with dizziness, blurred vision, headache, dysphagia, nausea,

vomiting, and generalized weakness. Patient reportedly stabilized after the

initial attack and adamantly refused to proceed to the ER. Ten hours after

the first episode, the patient experienced another attack and was promptly

escorted to the ER by her family. At presentation, the patient's blood

pressure was 72/55. She was afebrile and her oxygen saturations were

99% on room air. Comprehensive physical examination was insignificant

for any signs of respiratory compromise. Laboratory findings showed

leukocytosis of 16.5, lactic acid of 7.0 and BNP of 3900. A bedside

echocardiogram showed no abnormalities suggestive of cardiogenic

shock. Her blood pressure further dropped to 62/49 over the next few

minutes despite IV boluses. A central IJ line was placed and norepineph-

rine was started. Blood cultures were drawn, broad-spectrum antibiotics

were started and she was admitted to the ICU. Her blood pressure rapidly

responded to norepinephrine. She was weaned off the pressor support

within 12 hours with normalized laboratory indices. The patient's blood

cultures were negative and the antibiotics were discontinued. Hemody-

namic values remained stable the remainder of her hospital course.

IMPACT: Though severe reactions are rare and at times, the multifarious

nature of the adverse reactions immunizations can be elusive to us clinicians,

this novel case has highlighted the need for primary care physicians to be

vigilant of such possilbilities and be adequately equipped with information

needed for a timely response.

DISCUSSION: Due to the sheer number of immunizations administered

yearly, anticipating and informing the patients of the possibility of a severe

reaction is strategic for optimal patient care. Wariness of biphasic responses

with attention to anaphylactic reactions is vital to prevent mortality associated

with premature diagnostic and therapeutic conclusions. A biphasic anaphylac-

tic reaction is a diverse clinical entity with variable symptom severity, with

early symptoms that resolve spontaneously and recur hours later. The prelim-

inary manifestations may be temperate with early resolution but the ensuing

insult may prove lethal if precautionary measures are not observed.

A RARE CASE OF CONCOMITANT SPINAL AND PULMONARY

TUBERCULOSIS Howard Soh; Matthew J. Akiyama. Montefiore Medical

Center, Bronx, NY. (Control ID #2945874)

LEARNING OBJECTIVE #1: Recognize the most common

extrapulmonary manifestations of tuberculosis

LEARNING OBJECTIVE #2: Recognize clinical and radiographic features

and diagnostic approach to Pott's Disease

CASE: 74-year-old male from rural Ecuador with no medical history present-

ed with 8 months of progressive lower back pain. Review of systems also

revealed a chronic cough. He was afebrile, had exquisite tenderness at L4, L5

and was unable to move the lumbar spine due to pain. MRI revealed heterog-

enous hyperintensities of the anterior L5 vertebral body and abnormal material

in the epidural space. Chest X-ray (CXR) revealed a right lower lobe infiltrate.

Bone and sputum acid-fast bacillus (AFB) smears were negative but cultures

grew mycobacterium tuberculosis (TB). TB polymerase chain reaction (PCR)
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of bone was positive. Diagnosis of active pulmonary TB and Pott's Disease

were made. He was started on rifampin, isoniazid, pyrazinamide, and etham-

butol (RIPE) and underwent lumbar decompression.

IMPACT: Tuberculosis can involve organs outside the lung including the

skeletal system. In the presence of risk factors, it should be considered as a rare

cause of severe back pain.

DISCUSSION: TB is classically considered a pulmonary disease but often

involves other organ systems. In fact, 19% of cases in the US between 1993

and 2006 presented with extrapulmonary manifestations [1]. The most com-

mon sites included the pleura, lymphatic, skeletal, and central nervous systems.

Multiorgan involvement is uncommon. In Pott's Disease, case series have

shown that <10% of cases present with concomitant pulmonary TB [2]. Pott's

Disease is defined as TB infection of the bony spine. It is a rare disease,

accounting for less than 1% of all TB infections. The most common symptom

is local pain that worsens over weeks to months. Systemic features such as

fever and weight loss are often absent. In a recent systematic review, 21 of 26

case series reported less than 50% of patients having fever [3]. MRI typically

reveals hyperintense abnormalities of the anterior vertebral body and

paravertebral abscesses, as seen in this case. The gold standard for diagnosis

is AFB culture of the infected site(s) but growth can take up to 6-8 weeks. If

available, nucleic acid amplification testing is a faster diagnostic modality. In

this patient, suspicion for TBwas high given his chronic cough, CXR findings,

immigration from rural Ecuador, and severe pain. Treatment for Pott's Disease

is not well established but the approach is similar to that of pulmonary

tuberculosis (RIPE). Surgical intervention is warranted in cases of neurological

deficits. [1] Epidemiology of extrapulmonary tuberculosis in the United States,

1993-2006. Clin Infect Dis. 2009;49(9):1350-7 [2] The course of spinal

tuberculosis (Pott disease): results of the multinational, multicentre

Backbone-2 study. Clin Microbiol Infect 2015; 21: 1008.e9-1008.e18 [3]

Tuberculosis of the spine. A systematic review of case series. Int Orthop

2012; 36:221-231

A RARE CASE OF HYDRALAZINE INDUCED C-ANCA VASCULI-

TISASSOCIATEDWITHPOSITIVELUPUSANTICOAGULANTAN-

TIBODY Charudatta Wankhade1; Jiten Desai1; Zalak Desai2; Raghavendra

Sanivarapu3; Bobby Jacob1; Shruti Patel1; Prachi Anand1; Wondwossen

Gebre1. 1Nassau University Medical Center, East Meadow, NY; 2Nassau

University Medical Center, Hicksville, NY; 3nassau university medical center,

Levittown, NY. (Control ID #2941740)

LEARNINGOBJECTIVE #1: Early identification of hydralazine as a cause

of drug induced c-ANCAvasculitis

CASE: 47-year-old African American male with past medical history of

hypertension, diabetes, cervical spinal stenosis and congestive heart failure

was admitted with diverticulitis. During hospital course patient developed AKI

with worsening of his creatinine from 1.8 to 7, anemia requiring blood

transfusions and peripheral neuropathy with worsening motor weakness. Uri-

nary analysis was positive for hematuria/proteinuria/casts. Rheumatologic

workup was positive for PR3 antibody, suggestive of granulomatosis with

polyangiitis (GPA) given patient's worsening renal function. He was positive

for Lupus anticoagulant, but the serologies for lupus were negative and

complements were normal. Patient was treated with plasmapheresis, pulse

steroids and cyclophosphamide. Kidney biopsy was suggestive of drug in-

duced crescentic rapidly progressive glomerulonephritis. After treatment his

creatinine was back to baseline (1.1), hematocrit remained stable, peripheral

neuropathy improved and PR3 antibodies trended down. Patient clinically

improved and was discharged to a sub-acute rehab facility.

IMPACT: Hydralazine, a commonly prescribed antihypertensive medication

has been shown to cause drug-induced lupus erythematous and ANCA asso-

ciated vasculitis in selected patients. To our knowledge, this is the first case

documenting hydralazine induced c-ANCAvasculitis associated with positive

lupus anticoagulant antibody. Renal outcome is better if the offending agent is

stopped immediately and if the patients are treated early in the course of their

disease. Lupus Anticoagulant antibody may be seen in various immune disor-

ders including SLE but can also be induced by various drugs including

hydralazine and majority of the times the patients are asymptomatic.

DISCUSSION: Hydralazine induced ANCA associated vasculitis is frequent-

ly associated with renal involvement which is pauci-immune glomerulonephri-

tis. Pauci-immune crescentic glomerulonephritis (PICGN) is a rapidly progres-

sive condition leading to renal failure within days or weeks. The majority of

patients with renal-limited vasculitis are ANCA positive, and many have or

will develop the systemic symptoms of granulomatosis with polyangiitis

(GPA) or microscopic polyangiitis (MPA). Some cases of ANCA-positive

disease are induced by drugs (propylthiouracil, hydralazine, allopurinol,

minocycline, and penicillamine).Most such patients areMPO-ANCApositive,

but some are both high-titer MPO and PR3 positive. The gold standard

diagnostic procedure is kidney biopsy that shows either necrotizing glomeru-

lonephritis without immune complex deposition or immune complex mediated

glomerulonephritis. Treatment strategies consist of pulse dose steroids, immu-

nosuppressive agents including cyclophosphamide, mycophenolate, metho-

trexate, azathioprine or biological agents like rituximab may be used. Plasma

exchange has shown benefit in these cases.

A RARE CASEOFMEDIASTINAL DIFFUSE LARGE B CELL LYM-

PHOMA INFILTRATING HEART AS RIGHT ATRIAL MASS Patrick

Yousif1; Aditya Kotecha2; Camelia Arsene3; Hassan Ismail2. 1Detroit Medical

Center/Wayne State University, Royal Oak, MI; 2Wayne State University/

Detroit Medical Center, Farmington Hills, MI; 3Sinai-Grace Hospital/Detroit

Medical Center, Detroit, MI. (Control ID #2946608)

LEARNING OBJECTIVE #1: Differentiate between Mediastinal Diffuse

Large B Cell Lymphoma (DLBCL) infiltrating heart and Primary Cardiac

Lymphoma (PCL)

LEARNINGOBJECTIVE #2: Diagnose DLBCL and learn its management

CASE: A 57-year old female presented with 2 months of exertional dyspnea,

persistent cough, fatigue and a 30-pound weight loss. Physical examination

showed normal cardiovascular and respiratory examination and no lymphadenop-

athy. CTchest with contrast showed right hilar and mediastinal lymphadenopathy

and a right atrial mass communicating directly with the posterior mediastinum,

extending from the esophagus to the right atrium measuring 7.4x4.7x4.5cm.

Echocardiogram (ECHO) revealed a 3.5x3.5cm mass in the posterior wall of the

right atrium, involving the interatrial septum and partially obstructing the tricuspid

valve. Laboratory studies revealed normal complete blood count, electrolytes and

troponin levels. Sternotomy was done for suspected aggressive sarcoma, but the

mass was unresectable. Biopsy of the mass and mediastinal lymph nodes showed

DLBCL. Bone marrow biopsy showed normal trilinear hematopoiesis without

evidence of lymphoma. The patient was diagnosed with Stage II BE Mediastinal

DLBCL extending to the right atrium. She was found to be HIV positive
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(CD4:100 cells/mm3). Antiretroviral therapy and chemotherapy with R-CHOP

regimen were started and after six cycles, patient had complete resolution of the

mass on ECHO. PET/CT showed no evidence of residual malignancy.

IMPACT: Diagnosis of lymphoma should lead to HIV testing as 10% of

patients with HIV develop Non-Hodgkin's Lymphoma (NHL). Primary cardiac

lymphoma refers to lymphoma confined to the heart and pericardium. Medi-

astinal lymphoma extending to the heart is rare. In patients with mediastinal

lymphadenopathy with intracardiac mass, direct extension of lymphoma to the

heart should be suspected rather than primary cardiac sarcomas and biopsy

rather than surgery should be done for diagnosis, as NHL is a chemo sensitive.

DISCUSSION: DLBCL is the most common NHL and is aggressive. Second-

ary cardiac involvement from malignant lymphoma occurs in 8.7- 27.2% of

cases. Clinical features of cardiac involvement of malignant lymphoma could

be subtle and in many cases, found only on autopsy. ECHO is the most sensitive

test to detect cardiac lymphoma, however it may undermine the extent of the

tumor. CT chest and abdomen with contrast with PET/CT are the best tests for

staging. Several mechanisms of cardiac involvement in malignant lymphoma

have been proposed: direct invasion, hematogenous or lymphatic spread. In our

patient, it was direct infiltration of the posterior wall of right atrium due to the

absence of fat plane between the esophagus and the right atrial mass as seen in

CT. DLBCL responds well to combination chemotherapy with R-CHOP and is

the first line of treatment. Radiotherapy is used if malignancy is localized to the

heart, in cases of refractory or residual disease. Early diagnosis and intensive

chemotherapy can lead to remission as in our patient.

A RARE CASE OF NONMALIGNANT MASSIVE CERVICAL

LYMPHADENOPATHY Renata A. Bajaj1, 2; Muhammad Sheikh2; Diane

L. Levine2. 1Wayne State University School of Medicine, Detroit, MI; 2Wayne

State University, Detroit, MI. (Control ID #2946620)

LEARNING OBJECTIVE #1: Distinguishing nonmalignant hematologic

syndromes that mimic lymphoma.

CASE: A 20 year old man with a three month history of fatigue, malaise, night

sweats, 25 lb weight loss, and cervical lymphadenopathy presented with fever,

chills, sore throat, and rapidly enlarging bilateral, cervical lymphadenopathy

over 14 days. Review of systems was remarkable for nausea and diarrhea. Past

medical and family history were negative. The patient used occasional marijuana

but denied alcohol and tobacco use. He was sexually active with a single female

partner and used condoms. He worked in an assisted living facility and denied

recent travel or sick contacts. Exam was remarkable for bilateral anterior and

posterior cervical, submandibular and submental non tender lymphadenopathy;

the largest node was 5x5 cm and partially mobile. There was no pharyngeal

erythema or tonsillar enlargement. Spleen tip was palpable. Leukocytosis with

lymphopenia was noted. There were no atypical lymphocytes. Normocytic,

normochromic anemia with thrombocytosis was present. Renal function was

normal. Liver enzymes were mildly elevated. LDH and ESR were significantly

elevated. Monospot, rapid Streptococcal antigen, hepatitis and HIV serologies

were negative. Serologies were positive for EBV-VCA IgG and EBVantinuclear

antigen, negative EBV-IgM and early antigen, and negative for CMV. Neck CT

revealed enlarged cervical nodes with conglomeration, and compression of

internal jugular vein. During hospitalization the patient developed additional

adenopathy which was tender on exam. Excisional biopsy of a cervical lymph

node revealed numerous mononuclear cells with sinus histiocytosis, suggestive

of Rosai-Dorfman (RD) disease, a rare form of Castleman's disease. The patient

was treated supportively. He was advised to avoid contact sports and follow up

with a hematologist as an outpatient.

IMPACT: This case demonstrates the importance of considering a broad

differential in adults with lymphadenopathy and fever. This patient had features

resemblingmononucleosis but an inconsistent peripheral smear and serologies.

Advocating for biopsy allowed for identification of RD disease and develop-

ment of an appropriate treatment plan.

DISCUSSION: RD is a rare disorder which involves over-production and

deposition of non Langerhans sinus histiocytes. The disease typically presents

before age 10 but can occur in adults. Symptoms include fever and lymphade-

nopathy which may be massive. While typically self-limited, RD may be

complicated by histiocyte accumulation in extranodal tissues (skin, soft tissue,

upper and lower respiratory tract, eyes and lids, bones, central nervous system,

salivary glands, kidney) with subsequent organ damage. In about 30%, the

disease may require treatment with steroids, chemotherapy, surgical interven-

tion, or radiation therapy. In conclusion, consideration of RD is important

when evaluating a patient with massive lymphadenopathy and fever.

A RARE CASE OF POLYMICROBIAL NOCARDIA ABSCESSUS

AND MYCOBACTERIUM TUBERCULOSIS BACTERIAL PERI-

CARDITIS Chad Zik1; Freba Farhat2, 1; Russel Dinh1. 1Inova Fairfax Hos-

pital, Rockville, MD; 2The George Washington University Hospital, Gaines-

ville, VA. (Control ID #2946970)

LEARNING OBJECTIVE #1: Recognize the diagnostic dilemma of

interpreting AFB positive bacterial growth in the setting of severe

immunodeficiency

LEARNINGOBJECTIVE #2:Manage polymicrobial pericarditis secondary

to Mycobacterium Tuberculosis and Nocardia Abscessus

CASE: A 44-year-old male presented to the hospital with a 10-day history of

chest pressure radiating to the left arm, exertional shortness of breath, six-

pound weight loss, fatigue, and night sweats. He had moved to the United

States fromVietnam two years prior. Physical examwas notable for oral thrush

and distant heart sounds. Initial electrocardiogram demonstrated diffuse ST-

elevations. To rule out myocardial infarction, a left heart catheterization was

performed which was negative for obstructive coronary lesions. An echocar-

diogram revealed a large, fibrinous pericardial effusion without tamponade

physiology; the maximum width was 39 millimeters. Laboratory workup

demonstrated a positive HIV-1 antibody with a CD4 count of 9 cells/mm3. A

pericardial window initially removed 750 milliliters of purulent exudate.

Positive Acid-fast bacilli (AFB) smears of the pericardial fluid were initially

concerning for Mycobacterium species. Preliminary routine bacterial cultures

demonstrated beaded gram-positive rods suspicious for nocardial species.

Eventually, the patient was diagnosed with polymicrobial pericarditis with

the AFB culture demonstrating Mycobacterium Tuberculosis and the routine

bacterial culture positive for Nocardia Abscessus. He began treatment with

rifampin, isoniazid, pyrazinamide, ethambutol, TMP/SMX, meropenem, and

highly active antiretroviral therapy (HAART).

IMPACT: The interpretation of bacterial gram stains, cultures and acid-fast

stains in immunocompromised patients is very nuanced and challenges the

usual clinical patterns seen in common disease processes such as pericarditis.

This makes the selection of appropriate antimicrobial therapy even more

challenging as the sequelae of inappropriate treatment can cause significant

morbidity and mortality.

JGIM ABSTRACTS S431



DISCUSSION: Pericarditis in patients predominantly from developing coun-

tries occurs as a result of Mycobacterium Tuberculosis infection. Nocardia,

however, is a very rare cause of pericarditis and almost always presents in the

context of severe immunosuppression with relatively few cases reported in the

literature. Most cases describe a purulent exudate with constrictive pericarditis

in the setting of immunodeficiency. The rarity of a polymicrobial infection with

tuberculosis and nocardiosis of the pericardium leads to a diagnostic dilemma,

as Nocardia partially uptakes acid fast stain and can be mistaken for a myco-

bacterium species. Likewise, overwhelming mycobacterial infection can stain

as a gram-positive rod, similar to Nocardia.

A RARE CAUSE OF CHOLESTASIS Peter Madden1; Dragos Vesbianu2;

Carmen Vesbianu1. 1Oklahoma University, Tulsa, Jenks, OK; 2St John Med-

ical Center, Tulsa, OK. (Control ID #2942340)

LEARNING OBJECTIVE #1: Diagnose and treat autoimmune cholangitis.

LEARNING OBJECTIVE #2: Describe the evaluation of a patient with

cholestasis

CASE:A 49-year-old female with no significant past medical history presented

with a 1-month history of dull abdominal pain, early satiety, fatigue, pruritus, and

weight loss. She had no history of drug, alcohol, or tobacco use, and no family

history of hepatobiliary disease or autoimmunity. Her vital signs were within

normal limits. Physical exam revealed mild jaundice but no abdominal tender-

ness on palpation and no ascites. Initial lab testing showed elevated liver

enzymes in a cholestatic pattern, with AST/ALT 147/34 U/L, alkaline phospha-

tase 493U/L, and total bilirubin 6.8 mg/dl (direct 4.0 mg/dl). Imaging, including

CT, ultrasound, andMRCP, was suggestive ofmild inflammation of the pancreas

and mild splenomegaly, as well as mild fatty infiltration of the liver; no gall-

stones, ductal obstruction, or focal hepatic or gallbladder abnormalities were

noted. Infectious studies were negative for viral hepatitis andHIV. ESR andCRP

were elevated and workup for autoimmune etiology was performed. Anti-

nuclear antibody (ANA, titer 1:1280) and anti-actin antibody were positive.

Anti-mitochondrial antibody (AMA) titer was negative. Liver biopsy was per-

formed and showed biliary pattern cirrhosis and florid biliary duct destruction

consistent with autoimmune cholangitis. The patient was started on prednisone

and ursodeoxycholic acid and seen for follow-up one month later. At that time

her symptoms had resolved. ASTwas 45U/L, alkaline phosphatase 130U/L, and

total bilirubin decreased to 1.2 mg/L.

IMPACT: Autoimmune cholangitis (AIC) is a rare cause of cholestasis not

commonly encountered in clinical practice. Maintaining it as a differential

diagnosis will allow for proper workup and aid in prompt diagnosis and

treatment.

DISCUSSION: The patient met diagnostic criteria for AIC, which is

characterized by the clinical, biochemical, and histologic features of pri-

mary biliary cirrhosis (PBC) but with negative AMA and positive ANA

and/or anti-actin antibody. Like PBC, AIC has a female preponderance, a

cholestatic liver enzyme pattern, and florid bile duct lesions on histology;

both slowly progress to fibrosis and cirrhosis if left untreated. AIC is

probably a heterogeneous syndrome that includes patients with AMA-

negative PBC, small duct primary sclerosing cholangitis, autoimmune

hepatitis with bile duct damage, concurrent autoimmune hepatitis and

small duct primary sclerosing cholangitis, and various transition states.

Therapy consists of ursodeoxycholic acid and corticosteroids; liver trans-

plantation is the treatment of choice for end-stage disease.

A RARE CAUSE OF CORONARY ARTERY VASOSPASM Jennifer

Morganroth1; Nadia L. Bennett2. 1The Perelman School of Medicine, Phila-

delphia, PA; 2University of Pennsylvania, Philadelphia, PA. (Control ID

#2942715)

LEARNING OBJECTIVE #1: Recognize Marijuana as a potential trigger

for Acute Coronary Syndrome (ACS)

CASE: A 31-year old African American male with a history of T6 paraplegia

presented to the emergency department with parasternal chest pain that radiated

to his left arm. The episode occurred shortly after smoking his daily marijuana

joint from a new dealer. He denied any personal or family history of cardiac

disease and denied any prior episodes of chest pain. His only medication was

oxycodone. He denied use of other illicit drugs besides marijuana. On arrival, his

vital signs were stable and his physical examination was unremarkable. The

patient's initial troponin was less than 0.01 ng/mL. Urine toxicology screen was

positive for THC and oxycodone and negative for cocaine. His d-dimer, NT-

BNP, blood alcohol level and chest x-ray were all unremarkable. The patient's

initial ECG showed ST elevation in leads II, III and aVF. A stat CT angiogram

showed a total calcium score of 0 and no evidence of coronary artery obstruction.

The subsequent echocardiogram was unremarkable. His serial troponins up-

trended to 0.152 ng/mL, peaked at 0.234 ng/ml and ultimately down-trended to

0.199 ng/mL. In addition, the patient's second ECG showed inferolateral Twave

flattening while his third ECG showed resolving T wave flattening with no Q

waves, indicating resolution of ischemia/stunning. The patient was diagnosed

with acute myocardial infarction secondary to coronary vasospasm, likely trig-

gered by marijuana use. He was given 325mg of aspirin and started on a heparin

drip. His symptoms resolved five hours after initial onset.

IMPACT: This case highlights the importance of considering marijuana

consumption as a possible cause of ACS or myocardial infarction (MI) in a

young patient with no angiographic evidence of coronary artery disease.

DISCUSSION: Several case reports have described an association between

smoking marijuana and MI. Within an hour of smoking marijuana, the risk of

an MI increases 4.8 fold. While the exact mechanism is unknown, marijuana

use by itself has well-described effects on the heart, including, 1) increasing

myocardial oxygen demand by a dose-dependent rise in heart rate and blood

pressure and 2) decreasing myocardial oxygen supply by increasing

carboxyhemoglobin. Unadulterated marijuana may cause oxygen supply-

demand mismatch or coronary vasospasm resulting in a MI. Furthermore,

marijuana can be laced with other toxins such as PCP, formaldehyde, cocaine

and crack. This altered form of marijuana, referred to as ‘WET', can also cause

several cardiac complications including coronary vasospasm. Given the rising

use of marijuana for medicinal and recreational purposes, it is important to

recognize the cardiac complications associated with pure and WET marijuana.

Doing so can lead to earlier diagnosis and may also prevent unnecessary

cardiac catheterization procedures in low risk patients.

A RARE CAUSE OF SYMPTOMATIC ANEMIA: MIXED- TYPE AU-

TOIMMUNE HEMOLYTIC ANEMIA Anna Filshtinsky1; Shazia

Samanani1; Osama Kandalaft2; Myat Soe2. 1Baystate Medical Center,

Easthampton, MA; 2Baystate Medical Center, Springfield, MA. (Control ID

#2944790)

LEARNING OBJECTIVE #1: Recognize mixed type autoimmune hemolytic

anemia (AIHA) based on Coombs test interpretation with thermal amplitude test.
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LEARNINGOBJECTIVE #2: Recognize the importance of early diagnosis,

etiology evaluation and treatment of mixed AIHA.

CASE: An 84 year-old woman Parkinson's disease and hypothyroidism was

admitted for fatigue and was diagnosed with acute symptomatic anemia. Initial

laboratory tests revealed a hemoglobin (Hb) of 4.5gm/dl, with normal white

blood cells and platelets. Iron studies were normal and further workup was

consistant with hemolysis with an elevated reticulocyte production index of

3.3, haptoglobin of <10 mg/dl, total bilirubin of 3.5 mg/dl with direct bilirubin

of 2.7mg/dl, and an elevated lactate dehydrogenase.C3 and C4 levels were low

at 80 mg/dl and 2 mg/dl respectively. This was suggestive of classic comple-

ment pathway activation and intravascular hemolysis. Hepatospleenomegaly

was ruled out as well as cholecystatic etiologies. Despite multiple blood

transfusions, her Hb continued to drop. Repeat Coombs test demonstrated

the presence of warm reactive autoantibodies as well as a positive C3b,

suggesting the coexistence of cold agglutinins. Interestingly, the cold aggluti-

nin reacted at higher thermal amplitudes up to 30 degree Celsius with red blood

cells resulting in agglutination. This clinical picture was consistent with mixed

AIHA having both warm and cold agglutinins, in which the latter displayed

hemagglutination activity at higher thermal amplitudes. The peripheral blood

smear had tear drop cells which could be from myelofibrosis or the hemolytic

anemia itself with extramedullary erythropoiesis. The patient was started on

prednisone for treatment of mixed AIHA and her anemia quickly stabilized

with no further evidence of hemolysis.

IMPACT: Although very rare, mixed-type autoimmune hemolytic anemia is an

important diagnosis to consider when working up severe symptomatic anemia.

Ordering a Coombs test is an important step in diagnosis and is often not obtained

in cases of hemolytic anemia and must be considered in the right clinical setting.

DISCUSSION: The patient described above presents with a mixed-type

autoimmune hemolytic anemia which is defined as the presence of both warm

IgG antibody and cold-mediated IgM agglutinins. This is a rare phenomenon

and is present in approximately 6-8% of autoimmune hemolytic anemias.1 The

majority of cases are idiopathic but can also be caused by SLE and lymphomas.

Direct Coombs test demonstrating warm IgG antibodies as well as IgM cold

agglutinins is required for diagnosis, but is often not checked. A thermal

amplitude test is also performed to determine IgM reactivity at varying tem-

peratures. Cold agglutinins that are reactive below 30 degrees are not consid-

ered clinically significant.2 C3b is also measured to confirm cold agglutinins. 3

The main treatment modality for mixed-type AIHA is corticosteroids. The use

of rituximab has also been reported with some success especially in cases

secondary to a hematological malignancy.4

A RARE DISEASE ASSOCIATED WITH HIV: CASTLEMAN'S DIS-

EASE Stephen Melnick1; Sijan Basnet2; Abdullateef Abdulkareem2; Daniel

Forman3. 1Reading Health System, Lebanon, PA; 2Reading Hospital, West

Reading, PA; 3Reading Health System, Reading, PA. (Control ID #2945067)

LEARNING OBJECTIVE #1: Recognize the rare condition of Multicentric

Castleman's Disease (MCD) and the importance of early treatment due to high

mortality

CASE: 30-year-old male, history of sexual contact with a male HIV positive

partner on antiretroviral therapy(ART), presenting to the emergency depart-

ment toxic appearing with fevers and fatigue. Patient was found to have new

diagnosis of HIV with CD4 count 48 cells/mm3. In addition, he had pancyto-

penia, splenomegaly, axillary and cervical lymphadenopathy. CT chest/

abdomen/pelvis showing diffuse lymphadenopathy concerning for

lymphoma/leukemia. Right axillary lymph node biopsy revealed Multicentric

Castleman's Disease(MCD) with foci of Kaposi sarcoma and with strongly

positive stains for HHV-8. After discussion with leading authority he was

started on ART and given rituximab along with prophylactic antibiotics due

to his low CD4 count. Clinically he improved with normalization in cell lines

and eventually discharged with outpatient rituximab infusions, doing well at 3

month follow up.

IMPACT: This case emphasizes the importance of recognizing MCD. This

disease has a very high mortality making early recognition and treatment

critical. Diagnosis is often difficult given the non-specific signs and symptoms.

Which is why providers must suspect MCD in the proper clinical setting of

fevers, lymphadenopathy, splenomegaly and a history of HIV.

DISCUSSION: Castleman's disease is a lymphoproliferative disorder often

associated with HIV and HHV-8. There are two categories of Castlemans's

Disease, unicentric and multicentric. Unicentric Castleman's Disease (UCD)

typically involves local disease whereas MCD is more systemic and has a

stronger association with HIV and HHV-8 infection. Presentation is often vari-

able depending on which lymph nodes are involved. A systematic review by

Mylona et al. of 72 HIV associated MCD patients found the most common

presentation was fever, followed by lymphadenopathy, splenomegaly, and he-

patomegaly. In addition, Kaposi Sarcoma was associated with 72% of the

patients studied. Laboratory abnormalities are consistent with inflammation

which could include anemia, thrombocytosis, hypoalbuminemia, elevated ESR

and CRP. Imaging is non-specific, most often revealing multiple enlarged

mediastinal and hilar lymph nodes. Official diagnosis is via biopsy which shows

polyclonal nodal expansion but leaving the underlying architecture primarily

unchanged. Due to the rarity of MCD there is no standard of therapy. Treatment

typically consists of combination of immunotherapy such as tocilizumab, ritux-

imab, siltuximab with or without chemotherapy such as etoposide. For those

HIV/HHV-8 positive, it is recommended the addition of ganciclovir and initia-

tion of ART.MCD can have a very poor prognosis with a mortality of 70 to 85%

and a median survival of 8 to 14 months without treatment. Therefore, early

recognition and treatment is imperative in this rare disease.

ARAREENDOCRINEPHENOMENON: TRIPHASICRESPONSEOF

PITUITARY STALK INJURY FOLLOWING MECHANICAL TRAU-

MA Freba Farhat; chad zik. Inova Fairfax Medical Center, Falls Church, VA.

(Control ID #2946889)

LEARNING OBJECTIVE #1: Recognize the triphasic response of pituitary

stalk injury following trauma.

LEARNING OBJECTIVE #2: Manage by diagnosing the phase of presen-

tation and initiating appropriate therapy.

CASE:We present a 20 year-old male with a history of migraine headaches that

was hospitalized for subarachnoid hemorrhage, subdural hematoma, and an

associated skull fracture following head trauma secondary to a mechanical fall.

On day two of his hospital course, he became hypernatremic with associated

polyuria and polydipsia, consistent with diabetes insipidus. He was administered

desmopressin (DDAVP) with subsequent correction of his sodium. Subsequent

magnetic resonance imaging demonstrated a posterior pituitary lesion that lacked

the expected high signal intensity, consistent with hypophyseal dysfunction. The

patient was discharged home with desmopressin to be taken as needed for

recurrent polyuria or polydipsia. That evening, the patient experienced
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worsening headache and oliguria and took an additional dose of desmopressin.

The following day he returned to the hospital with headache, nausea, vomiting,

and lethargy. He was found to now have hyponatremia to 125 mEq/L, a urine

sodium of 202 mEq/L, and a urine osmolality of 680 mOsmol/kg, consistent

with hyponatremia secondary to SIADH. As his sodium continued to down-

trend, he required admission to the intensive care unit and administration of 3%

hypertonic saline in order to maintain a serum sodium level of 120 mEq/L. His

serum sodium subsequently corrected and continued to rise, alongwith increased

urine output, consistent with a reversion to central diabetes insipidus and the final

phase of the triphasic response. His serum sodium levels stabilized with further

administration of desmopressin.

IMPACT: This case illustrates the need for clinicians to be aware of the triphasic

response of pituitary stalk injury following trauma.While rarely evaluated or treated

by internists, this condition requires immediate recognition and careful monitoring

as the rapid fluctuations in sodium homeostasis are potentially life threatening.

Immediate diagnosis and administration of desmopressin and/or hypertonic saline

are critical to maintenance of sodium homeostasis in this condition.

DISCUSSION: The triphasic response of pituitary stalk injury consists of an

initial phase of central diabetes insipidus (DI), a second phase of syndrome of

inappropriate antidiuretic hormone (SIADH), and a third phase of DI, all of which

occur as a result of disruption of the hypothalamic-hypophyseal tract. The first

phase (DI) occurs as a result of "stunning" of the neurons, in the posterior pituitary,

which are unable to release vasopressin. The second phase (SIADH) occurs as a

result of unregulated release of vasopressin from the degenerating neuron, and the

third phase (DI) occurs if the damaged neurons can no longer produce vasopressin.

This sequence has been described in a rare minority of patients following intracra-

nial surgery but can also occur as a potential sequela of head trauma.

A RARE HEARTBREAKER: SERRATIA ENDOCARDITIS Deirdre

Lewis1; Monica Ahuja2; Daniel J. Skiest2. 1Baystate Medical Center, North-

ampton, MA; 2Baystate Medical Center, Springfield, MA. (Control ID

#2930893)

LEARNING OBJECTIVE #1: Recognize Serratia as a cause of gram

negative endocarditis in IDU

LEARNING OBJECTIVE #2: Recognize the need to treat serious Serratia

infections with a carbapenem to avoid inducible beta-lactam resistance

CASE: A 53 year-old-male with a history of injection drug use (IDU) pre-

sented to the emergency roomwith twoweeks of fever, weakness, and pleuritic

chest pain. Physical exam revealed a new 2/6 systolic murmur at the left lower

sternal border. CT angiogram revealed multiple septic emboli. Vancomycin

and zosyn were started empirically after drawing blood cultures. Transthoracic

echocardiogram showed a 1x1cm vegetation of the tricuspid valve. Blood

cultures grew gram-negative rods, which speciated to Serratia marcescens;

therapy was then narrowed to ertapenem. The patient had a prolonged hospi-

talization complicated by respiratory failure requiring mechanical ventilation,

and ultimately was discharged to an LTAC to complete 6 weeks of ertapenem.

The patient was then re-admitted with altered mental status and found to have

Serratia bacteremia and a large tricuspid valve vegetation requiring tricuspid

valve replacement. Valve cultures also grew Serratia. The patient was treated

with an additional 6 weeks of ertapenem with resolution.

IMPACT: While endocarditis is most commonly caused by gram positive

organisms, gram negatives including Serrati asp. can occasionally cause

endocarditis, especially in IDU.

DISCUSSION: Serratia marcescens is a gram-negative rod in the Enterobac-

teriaceae family. While commonly implicated in nosocomial wound and

catheter infections, it can also be a rare cause of endocarditis, comprising

0.14% of total cases in one series. The primary risk factor for Serratia infection

is IDU. While right-sided endocarditis is more common among patients with

IDU, left-sided endocarditis appears to be the predominant site of infection in

Serratia endocarditis. Left-sided Serratia endocarditis is rarely resolved with

antibiotic therapy alone and frequently necessitates surgical intervention. Right

sided Serratia endocarditis is more likely to resolve with antibiotic therapy

alone. Clinically, Serratia endocarditis is indistinguishable from other causes

of infective endocarditis and empiric therapy should be directed towards

typical species until further microbiologic data is available. Once Serratia is

identified, there is no consensus on the most appropriate antibiotic therapy.

While typically susceptible to third generation cephalosporins in vitro, Serratia

species can possess the Amp C gene which can result in inducible resistance to

all beta-lactams. Monotherapy with a carbapenem is recommended to avoid

inducible resistance. In summary, Serratia endocarditis is a rare but aggressive

form of endocarditis occasionally seen among patients with IDU. Due to the

possibility of Amp Cmediated inducible resistance, serious Serratia infections

should be treated with carbapenems.

A RARE MANIFESTATION OF PORTAL HYPERTENSION IN A

PATIENT WITH CIRRHOSIS Jashalynn German; Emily R. Insetta. Johns

Hopkins Bayview Medical Center, Baltimore, MD. (Control ID #2945681)

LEARNINGOBJECTIVE #1: Recognize bladder varices as an early sign of

portal hypertension.

LEARNING OBJECTIVE #2: Treat bleeding bladder varices.

CASE: A 60 year-old man with cirrhosis presented with gross hematuria. He

reported many months of bloody urine which had worsened in the past week,

causing retention, cramping, and straining to pass clots. Exam showed tachy-

cardia, jugular venous distention, and moderate ascites. He had severe

suprapubic tenderness which improved with urinary catheter placement and

irrigation of 300cc of blood clots. The patient's cirrhosis was due to alcohol and

hepatitis C and had been complicated by hepatocellular carcinoma requiring

chemoembolization one year prior. He had a history of benign prostatic

hypertrophy, colon cancer requiring surgery and radiation, as well as past

removal of a benign bladder mass. Within the last seven months he had been

hospitalized twice for hematuria. A CTscan and cystoscopy had shown "large,

tortuous blood vessels in the bladder," confirming the diagnosis of bladder

varices. During each admission, symptoms resolvedwith bladder irrigation and

he was prescribed propranolol and tamsulosin. He was not referred for

transjugular intrahepatic portosystemic shunt (TIPSS) given there were no

other signs of portal hypertension. Since his last hospitalization, propranolol

had been stopped to start metoprolol for supraventricular tachycardia, which

was then ablated. He also reported being without tamsulosin for three days.

Upon admission, his propranolol and tamsulosin were resumed. He required

two units of blood and frequent saline flushes for clots. By day three, his

bladder was draining clear, yellow urine. The catheter was removed and he

voided without retention or hematuria. Spironolactone and furosemide were

started for new ascites, and he was discharged to follow upwith hepatology for

TIPSS evaluation.

IMPACT: This case adds to the limited literature about the rare presentation

and treatment of bleeding bladder varices. We demonstrate that bladder varices
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may present before other signs of portal hypertension. We also provide evi-

dence to the general internist about the importance of first line medical therapy.

DISCUSSION: In cirrhotic patients with portal hypertension, bladder varices

form when splanchnic collaterals cannot develop, as in this patient with prior

abdominal procedures and radiation. As the incidence of cirrhosis rises, blad-

der varices are important to understand as a rare but life-threatening compli-

cation. Case reports suggest invasive therapies including surgical

devascularization, sclerotherapy, coagulation, endoscopic injection, and per-

cutaneous transhepatic obliteration. This case demonstrates the importance of

medical management, as this rare cause of hematuria was overlooked when

beta blocker therapy was changed, and hematuria stopped with reinitiation of

propranolol. It is important for the general internist to recognize bleeding

bladder varices and to initiate nonselective beta blockade as first line treatment.

A RARE PRESENTATION OF ANGIOIMMUNOBLASTIC T CELL

LYMPHOMA (AITL) Nour Chams1; Sana Chams3; Khalid Zakaria2.
1Emory, Atlanta, GA; 2Providence, Bloomfield Hills, MI; 3wayne state, Roch-

ester, MI. (Control ID #2945198)

LEARNING OBJECTIVE #1: This case illustrates a rare presentation of

AITL: hypercalcemia which accounts for only 1% of AITL cases.

LEARNING OBJECTIVE #2: Diagnosis of AITL can only be achieved by

lymph node biopsy and histological examination with monoclonal prolifera-

tion of T cells expressing CD3, CD4, and CD10.

CASE: An 83-year-old man presented to the emergency department with

palpitations and was found to have atrial fibrillation. During his hospitalization

he was found to have asymptomatic hypercalcemia with corrected calcium of

11.7. Blood samples were sent for evaluation including Vitamin D level and

parathyroid hormone (PTH). The patient was sent to inpatient rehab. Ten days

later while in rehab, the patient started complaining of progressive fatigue and

altered mental status was noted. The patient was found to have a calcium level

of 15.5 and was admitted to the intensive care unit for management and further

workup. He was found at that time to have PTH <1, 25 Vit.D: 74, 1,25 OH Vit

D: 85.4, ACE 7, and multiple myeloma workup was negative. Computer

tomography of the chest and abdomen with contrast showed extensive retro-

peritoneal, pelvic and mesenteric lymphadenopathy in addition to extensive

peritoneal and omental thickening with ascites suggestive of peritoneal carci-

nomatosis. The patient underwent right axillary lymph node biopsy. Results of

the biopsy initially revealed findings suspicious of T-cell lymphoma. At the

pathologist's request, the slides were sent for consultation to a tertiary referral

center revealing the diagnosis of angioimmunoblastic T-cell lymphoma, CD

10+, no abnormal B- cells. Subsequent PCR showed TCR- beta and TCR-

gamma clonal rearrangements. After long discussion with the patient's family

the decision of no treatment was made.

IMPACT: This case illustrates a rare presentation of an extremely rare disease:

hypercalcemia, in a patient who was later found to have AITL. Diagnosing

AITL might be the most challenging part due to the wide array of clinical

presentations with hypercalcemia accounting for only 1% of all presentations.

DISCUSSION: AITL is a rare malignancy that was first described in the

1970s. AITL accounts for only 2% of all non-Hodgkin lymphoma. Due to the

paucity of this disease, there is still no identified etiology with unclear patho-

genesis. AITL is a disease of the elderly. It is reported that hypercalcemia can

be associated with 1% of cases only. Median survival of AITL is less than 3

years with 5-year survival rate of 30-35%. Most patients die of infectious

complications rather than tumor load. As seen with this patient, most cases at

presentation are advanced stage disease with poor prognosis. AITL often runs

an aggressive course with no adequate prognostic scores and dismal outcomes.

Therapies used to treat individuals with AITL include corticosteroids and

combined chemotherapy (CHOP, CVP, VAP). One promising therapy for the

treatment of AITL is high-dose chemotherapy followed by autologous stem

cell transplantation.

A RARE PRESENTATION OF SUPERIOR MESENTERIC ARTERY

SYNDROME Christine Chen; Lindsay Hammons; Daniel Steinberg. Mount

Sinai Beth Israel, NY, NY. (Control ID #2937932)

LEARNING OBJECTIVE #1: Recognize that "food fear" can be a mani-

festation of psychiatric illness

LEARNING OBJECTIVE #2: Diagnose and manage Superior Mesenteric

Artery Syndrome (SMAS)

CASE: A 69 year-old man with unknown past medical history was admitted

for failure to thrive. The patient had been purposely starving himself for

months due to delusions that food intake would cause bowel movements,

which he viewed as unsanitary. He was asymptomatic without any nausea,

vomiting, or abdominal pain. Initial vitals: T 98.4, BP 114/49, HR 94, RR 24,

pulse ox 100% on room air, and BMI of 12. Examwas notable for an unkempt,

cachectic male with temporal wasting and a constricted affect. Abdomen was

scaphoid, non-tender and non-distended. The rest of the exam was benign; no

lymphadenopathy. Labs: Cr 0.58 mg/dl, albumin 2.9 g/dL, WBC 9.8 K/uL,

TSH 4.882 mIU/L, free T4 1.12 ng/dL; vitamin B12 and electrolytes were

unremarkable. Urinalysis, PSA, Quantiferon-TB Gold, HIV and CXR were

negative. The patient was evaluated by psychiatry and was diagnosed with

obsessive compulsive disorder (OCD) with paranoid personality disorder.

Concern for malignancy prompted a CT abdomen/pelvis which showed a

markedly distended stomach and second portion of the duodenum, with an

aortomesenteric angle of 15 degrees and an aortomesenteric distance at the

level of the duodenum of 8mm. These findings were concerning for SMAS.

The patient was transferred to a psychiatry unit and additionally diagnosed

with avoidant food intake disorder. He was treated with olanzapine for psy-

chosis, mirtazapine for appetite stimulation, sertraline for OCD, and Ensure for

nutrition supplementation. His BMI improved to 16 after 2.5 months of

inpatient care.

IMPACT: SMAS is a rare entity with an incidence of 0.1-0.3% reported in

literature. It is more common in individuals with psychiatric illnesses,

significant/rapid weight loss, and malnutrition. Also, "food fear," especially

in those with anorexia, can cause rapid weight loss and predispose a patient to

SMAS. In our patient, a multidisciplinary treatment approach focused on

conservative measures was successful in promoting weight gain.

DISCUSSION: SMAS occurs when severe weight loss results in loss of the

mesenteric fat pad around the superior mesenteric artery. This results in a

narrowing of the angle and reduction of the distance between the SMA and

the aorta, leading to compression of the third part of the duodenum, which

passes between these two vessels. Distention of the stomach then results.

SMAS can mimic symptoms of acute duodenal obstruction, or it can have a

more insidious onset. Psychiatric disorders can predispose a patient to SMAS.

Diagnosis is made best by spiral CT angiogram. The normal aortomesenteric

angle is 25-60 degrees with a mean aortomesenteric distance of 10-28mm.

SMAS is defined as an aortomesenteric angle of ≤22 degrees and a mean
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aortomesenteric distance ≤8mm. Treatment centers on addressing the underly-

ing cause and optimization of nutrition in those who present with significant

weight derangements.

A RESPIRATORY ENIGMA: LIGHTNING NEVER STRIKES

TWICE, OR DOES IT? A DAPSONE INDUCED METHEMOGLOBI-

NEMIA AND LEGIONELLA IN AN IMMUNOCOMPROMISED PA-

TIENTMeganW. Rand1; Denisa Gace2; JoshuaMerson1; Michael Forrester2.
1Massachusetts General Hospital Institute of Health Professions, Charlestown,

MA; 2Mass General Hospital, Boston, MA. (Control ID #2946584)

LEARNING OBJECTIVE #1: 1. Increase awareness of Dapsone induced

Methemoglobinemia and Legionella

LEARNING OBJECTIVE #2: 2. Increase recognition of hypoxia dispro-

portionate to clinical presentation in the setting of immunocompromised

patients with active co-morbidities

CASE:A 52-year-old woman with history of glioblastoma, s/p chemotherapy

and active radiation, PICC line fungemia, UTIs, presented to the ER with 4

days of lethargy, weakness, dry cough, urinary frequency, fluctuating mental

status, and fevers. Social history includes smoking, Allergies to Vancomycin

and Bactrim. She presented with tachycardia, rhonchi in the left middle and

upper lung fields, pallor, suprapubic tenderness, a 2-4 liter oxygen requirement,

and SPO2 below 90% on11lpm O2. Notable labs: WBC 13K (PMN predom-

inance with immature granulocytes), Lactic Acid 2.1, HCT 39, PL 214, INR

1.1. ABG showed 7.53/25/91 on 4.5L O2 with SaO2 97 on ABG while

pulseox is 89, Carboxy-Hb 2.6 and Met-Hb elevated at 8.6%. Urine cultured

abundant gram negative rods, 2 types. Viral panel was negative, pneumococcal

urine Ag was negative, Legionella urine Ag was positive. CXR was consistent

with left upper lobe pneumonia. CT noted no PE, but a consolidated opacity in

the lingual and left lower lobe consistent with aspiration or PNA. This patient

was diagnosed with community acquired pneumonia due to Legionella, an

active Klebsiella UTI, and Methemoglobinemia secondary to Dapsone. Along

with supportive care, Levofloxacin, Zosyn, Linezolid, and Flagyl was initiated,

the patient then transitioned to Levaquin alone for 5 days. Her Met-Hb trended

down from 8.6 to 8.2 and to 4.8 prior to discharge. PCP prophylaxis was

switched from Dapsone to Atovaquone and she was discharged after 5 days.

IMPACT: Though there have been cases of Dapsone induced Methemoglo-

binemia, this case features the simultaneous presentation of a rare respiratory

pathogen and a rare drug reaction, highlighting the importance of specialized

testing and the importance of the physical exam.

DISCUSSION: Given this patient's history of smoking, PCP infections, and

immunosuppression, her initial presentation of respiratory symptoms was not

atypical leading providers to rule out common causes like pneumonia and viral

illness. Unique to this case is a rare respiratory pathogen with an underlying

drug reaction. The initial hypoxemia was out of proportion to exam and

radiologic findings, supporting a diagnosis of Methemoglobinemia. Dapsone

induced Methemoglobinemia is rare but well documented. Early identification

of Methemoglobinemia and the discontinuation of Dapsone was crucial in

stabilizing this patient and may have been overlooked. Legionella is uncom-

mon with 5,000 cases in the US per year. The patient had no evidence in her

history supporting exposure to Legionella but a pondmay have been the source

of exposure. In a healthcare system where cost, time, and insurance coverage

are factors influencing the selection of diagnostics, it is important to keep in

mind specialized testing and a quality physical exam are crucial.

A SHORTCUT TO CONFUSION: UNMASKING THE DIAGNOSIS

Masahiro Katahira1; Sandra Y. Moody2; Makito Yaegashi1. 1Kameda Medical

Center, Kamogawa, Japan; 2Kameda Medica Center & UCSF/SFVAMC,

Kamogawa City, Japan. (Control ID #2937751)

LEARNING OBJECTIVE #1: Recognize portal-systemic shunt as a cause

of non-cirrhotic hyperammonemia

CASE: An 80-year-old woman with multiple chronic conditions, including

hypertension, dyslipidemia, diabetes, myocardial infarction, chronic kidney

disease, and hyperuricemia presented to our hospital with intermittent altered

mental status (AMS). She was well until three weeks before admission, when

her daughter noted odd behavior such as falling asleep while talking to others

or saying vague meaningless words. Her mental status was completely normal

between these episodes. On the day of admission, she was brought to our

hospital because of urinary incontinence and incoherent communication. Her

medications included aspirin, atorvastatin, amlodipine, olmesartan, allopurinol

and lansoprazole. She does not drink alcohol. On physical examination (PE),

she was alert but confused and could not follow commands. Her vital signs

were stable, and she was afebrile. Her PE was unremarkable otherwise. All

laboratory data were within normal limits, including basic chemistry panel,

complete blood count, liver function tests (except for alkaline phosphatase of

493 U/L), C-reactive protein, and urine toxicology screen, but she had a serum

ammonia level of 301 μg/dL. Computed tomography (CT) and magnetic

resonance imaging of the head revealed no acute abnormalities. Given the

finding of hyperammonemia, an abdominal ultrasound and CT scan with

contrast scan were done, the latter of which showed a dilated inferior mesen-

teric vein. Lactulose, intravenous branched-chain amino acid products, and a

low protein diet were started. On hospital day 2, she underwent abdominal

doppler ultrasonography (U/S) that revealed retrograde portal blood flow from

the inferior mesenteric vein to the left ovarian vein. Although her mental status

improved with three days of lactulose and a low protein diet, her ammonia

level remained high. Thus, balloon-occluded retrograde transvenous oblitera-

tion was done on the hospital day 21. After the procedure, her ammonia level

dramatically decreased. She was discharged to home on hospital day 27.

IMPACT: We can improve the outcome of patients presenting with AMS, if

non-cirrhotic portal-systemic encephalopathy is included in the differential

diagnosis.

DISCUSSION: Non-cirrhotic hyperammonemia is caused by drugs

(e.g., valproic acid, carbamazepine, rituximab, etc.), urinary tract in-

fection (UTI) due to urease producing bacteria, portal-systemic shunts,

and urea cycle disorders. Not only taking a recent drug history and

assessing for symptoms of UTI, but also performing an abdominal

doppler U/S and contrast CT scan can be useful for diagnosis. Non-

cirrhotic portal-systemic encephalopathy often causes intermittent men-

tal status alteration and has been misdiagnosed as dementia or other

neuropsychological diseases. Curative treatment includes shunt closure

by a metallic coil, surgical ligation, or balloon-occluded retrograde

transvenous obliteration.

A SNOWBALLEFFECT; FROMANUNCOMPLICATEDDELIVERY

TO A RARE CA S E O F S E P T I C OVAR I AN VE I N

THROMBOPHELBITIS COMPLICATED BY URETERAL OB-

STRUCTIONAND SEPTIC PULMONARY EMBOLI Amal Hejab; Gina

Hurst. Henry Ford Hospital, Detroit, MI. (Control ID #2946358)
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LEARNING OBJECTIVE #1: Recognize septic ovarian vein

thrombophelbitis SVOTas an important cause of abdominal pain in peripartum

females.

LEARNING OBJECTIVE #2: Know potential complications of SVOT that

may occur beyond the pelvis.

CASE: A 23 years old female, G2P2 presented 11 days post normal vaginal

delivery with acute onset severe lower abdominal pain and substernal chest

pain. She denied any change in the postpartum vaginal discharge and physical

exam was only remarkable for diffuse abdominal tenderness. Computed To-

mography CTof the abdomen/Pelvis and Chest were performed. CT abdomen

revealed a thrombus in the inferior vena cava extending to the right adnexa

suggestive of ovarian vein thrombus, and suspicious for thrombophlebitis, in

addition to severe right hydroureter secondary to external obstruction. CTchest

revealed lobar segmental pulmonary embolus as well as multiple patchy

nodules suspicious for septic emboli. She was initially started on Ampicillin

+ Sulbactam, covering against common endometritis pathogens including

streptococci, gram negatives and anaerobes, despite no growth of the blood

cultures. She was also anti-coagulated with unfractionated heparin. She

underwent placement of percutaneous nephrostomy tube for the un-resolving

unilateral hydroureter. Subsequent workup for thrombophilia was negative and

the patient was discharged home on warfarin, Clindamycin and Ceftriaxone for

total 6 weeks. The percutaneous nephrostomy tube was removed 8 weeks later.

The patient achived a full recovery.

IMPACT: This case of complicated septic ovarian vein thrombophelbitis

SVOT made me realize that high index of suspicion of the diagnosis in

peripartum patients with abdominal pain. Thoughtful consideration is needed

to obtain the appropriate imaging modality (CT, US with dopplers or MRI of

the abdomen), as well as the appropriate anatomical site imaged (lungs or the

urinary system) to diagnose complications.

DISCUSSION: Septic Ovarian vein thrombophlebitis SOVT complicated by

septic pulmonary emboli and ureteral obstruction is very rare with few cases

reported in the literature. SOVTmostly happens in the first 10 days postpartum

with an incidence of 1 in 9000 of vaginal deliveries and 1 in 800 of caesarian

deliveries. Other rare causes of SOVT include pelvic inflammatory disease and

endometritis, malignancy and following pelvic surgery. The etiology for de-

veloping SOVT in the peripartum is proposed to be the general hypercoagu-

lable state of pregnancy in addition to the stasis of ovarian venous drainage

postpartum. Few studies suggested prothrombotic predisposition in up to 50%

of SOVT cases. The diagnosis of SOVT is achieved radiologically utilizing

ultrasound with doppler, CTor MRI of the abdomen. The current management

of SVOT include anticoagulation and antibiotic therapy. Complications of

SOVT include extension into the renal veins and the inferior vena cava,

pulmonary emboli and sepsis. Few cases of SOVT complicated by ureteral

obstruction are reported.

A SPECTRUM WITHIN A SPECTRUM: THE DIAGNOSTIC CO-

NUNDRUM OF NEUROPSYCHIATRIC SYSTEMIC LUPUS ERY-

THEMATOSUS (NPSLE)

FIRSTAUTHOR (FIRSTNAME, LASTNAME):ANTHONYNICOLAS,MD

SECOND AUTHORS (FIRST NAME, LAST NAME): CHRISTOPHER

LACHANCE MD; FARZAN IRANI , MD ; VENKATRAO

MEDARAMETLA, MD

Anthony J. Nicolas. Baystate Medical Center, Springfield, MA. (Control ID

#2940358)

LEARNING OBJECTIVE #1: 1) Recognize that, due to massive disease

heterogeneity, the diagnosis and treatment of NPSLE remain a clinical

challenge.

LEARNING OBJECTIVE #2: 2) Pathophysiology of NPSLE is multiface-

ted and can clinically present as varying constellations of neurological and

psychiatric manifestations.

CASE: A 63-year-old woman with a medical history of bipolar disorder,

depression, SIADH, celiac disease and two prior venous thromboembolic

events despite anticoagulation was admitted for altered mental status and

generalized weakness. Prior to this illness, she had been fully ambulatory

and independent. Over the course of 6-8 months, her family noted several

behavioral changes as well as a progressive functional decline. She had

become forgetful, confused, withdrawn and required a walker for the first time

in her life. In addition, the patient was in the process of an outpatient hema-

tology workup for a chronic leukopenia of less than 4.0k/mm 3 . Physical exam

revealed a thin woman with a flat affect, slow speech, generalized alopecia and

rigidity. Pertinent admission labs demonstrated a white count 3.0k/mm 3 and

3+ albuminuria. Labs from her outpatient hematologist's office included an

ANA titer of 1:2560 (homogeneous), high ESR/CRP and low C3. Throughout

the patient's hospital course, her clinical status rapidly deteriorated. She be-

came more confused, nonverbal and developed widespread dystonia with fine

tremors, intermittent tachycardia, and tachypnea. An extensive workup ensued

which included an unremarkable brain MRI, an abnormal EEG suggestive of

diffuse toxic/metabolic encephalopathy, negative infectious workup and CSF

studies indicating high levels of IgG. Neurology, infectious disease, nephrol-

ogy, and psychiatry consult services were all involved. Primary team and the

nephrology service suspected an underlying diagnosis of Lupus and ordered a

renal biopsy to determine the etiology of her nephrotic range proteinuria (TP/

Cr 3.7g/d). Autoimmune serologies returned positive for significantly elevated

Anti-dsDNA (41). Renal biopsy was consistent with lupus glomerulonephritis.

The patient was diagnosedwith lupus cerebritis and started onCytoxan therapy

following a 1-week pulse of high dose IV methylprednisolone. Over time, her

neurological status drastically improved and she returned to her baseline.

IMPACT: This case highlights the need for early recognition of key diagnostic

criteria of lupus combined with a high index of clinical suspicion for NPSLE in

a patient with normal neuroimaging and without a previously established

diagnosis of SLE.

DISCUSSION: Several serological tests have been described in the literature to

facilitate the diagnosis of NPSLE. The anti-ribosomal P antibody is one notable

example but has limited diagnostic utility as it does not differentiate between

various disease phenotypes and has a sensitivity and specificity of 23% and 80%,

respectively. Radiologically, MRI remains the most sensitive tool in supporting

the diagnosis of NPSLE, yet findings may be absent or nonspecific.

A SUMMER DIAGNOSIS? Chukwudi Onyemekwu; Yekaterina Kim;

Haleh Moazen. Montefiore Medical Center, Bronx, NY. (Control ID

#2938543)

LEARNING OBJECTIVE #1: Recognize the presentation of

neuroborreliosis

LEARNING OBJECTIVE #2: Review the diagnostic criteria for

neuroborreliosis

CASE: 78 year-old man presented in late fall with fever and altered mental

status for 1-day duration. He was intubated in the ED secondary to respiratory
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distress. He was febrile to 103; HR 105. Chest x-ray had questionable right

lower lobe infiltrate; urine analysis was negative. Rest of imaging was overall

unrevealing. Lumbar puncture (LP) was significant for glucose of 70, protein

of 302. Cell count could not be assessed. No bacteria on LP. PCR for herpes 1

and 2 were negative, and PCR for Lyme was negative. MRI was also negative.

Patient did not improve on broad-spectrum antibiotics; however after addition

of doxycycline patient began showing improvement. Repeat Lyme serologies

was positive which was confirmed by western blot (2/3 IgM and 6/10 IgG

bands positive). When mental status improved patient did confirm multiple

recent trips to upstate New York and exposure to ticks but could not recall

getting bitten or a rash before illness. Patient completed 14 days of IV

ceftriaxone for neuroborreliosis.

IMPACT: Lyme and tick-borne illnesses, in general, can present with non-

specific symptoms and initially, diagnostic tools are often negative. Clinician

suspicion is paramount to arriving at the correct diagnosis.

DISCUSSION: Lyme disease is the most common vector-borne illness in the

United States and can involve multiple systems. The causative pathogen is

Borrelia burgdorferi, a spirochete transmitted by the Ixodes tick. The most

common presenting physical sign of Lyme infection is the classic erythema

migrans rash. This rash is present in 80%-90%of cases where Lyme remains as

a localized disease. However, 5-20% of cases in the United States, can present

with early disseminated Lyme disease. Disseminated borreliosis can reach the

nervous system presenting with meningitis, encephalomyelitis or encephalop-

athy. Meningitis usually occurs within 2-10 weeks following infection and

presentation include a headache that is waxing and waning, neck pain or

stiffness, photophobia, cognitive and memory impairment. Meningitis also

presents with pleocytosis of CSF, normal glucose and high protein (200-

300). Encephalomyelitis and encephalopathy present similar to meningitis

but also with mood, sleep, and personality changes. MRI usually has paren-

chymal abnormalities. Diagnosis of neuroborreliosis is dependent on three

elements: exposure, laboratory serologies with ELISA confirmed by Western

blot and CSF lymphocytic pleocytosis with detection of intra-thecal Borrelia

burgdorferi specific antibodies. History can clarify exposure to tick endemic

area. Initially, serologies can be falsely negative if presentation occurs within 4-

6 weeks after infection. However, after this period sensitivities range from 70-

100% and specificity is greater than 95%. Diagnoses by western blot require

2/3 IgM and 5/10 IgG protein bands. CSF antibodies, while highly specific,

can often be negative.

A SYNCOPEANOMALY: ANOMALOUSMALIGNANTCOURSEOF

THE RIGHT CORONARY ARTERY CAUSING LIFE-

THREATENING ARRHYTHMIA IN A HEALTHY YOUNG PERSON

Krystle Hernandez; Bethany Kranitzky. Mount Sinai Beth Israel, New York,

NY. (Control ID #2945447)

LEARNING OBJECTIVE #1: Recognize anomalous course of the right

coronary artery (RCA) as cause of syncope.

LEARNING OBJECTIVE #2: Evaluate cause of syncope in healthy young

people.

CASE: A 31-year-old male with no past medical history working as a respi-

ratory therapist at our hospital had an episode of syncope while at work. At the

time of the event, the patient was sitting down and talking to his colleagues

when he suddenly slumped to his side. There was report of foaming at the

mouth, question of shaking, and urinary incontinence at the time of the event.

The patient awoke and was transferred to the emergency department, where it

was decided he should be kept in the observation to be monitored on telemetry

and to work up for presumed new seizure disorder. He denied a family history

of sudden cardiac death. Physical examination at the time of admission to the

observation unit was completely unremarkable. Basic metabolic profile and

complete blood count were remarkable only for elevated glucose (he received

dextrose during syncopal event). Troponin was undetectable. Lactate was

elevated to 3.3. Urine toxicology was completely negative. EKG showed

RSR' in V1 with a normal QRS and was otherwise unremarkable. On admis-

sion, the patient was noted to slump over in bed and become unresponsive.

Telemetry revealed ventricular tachycardia. The patient was immediately

transferred to the CCU, where he continued to have progressively longer runs

of ventricular tachycardia requiring cardioversion. CT chest was negative for

pulmonary embolism. Coronary angiogram revealed anomalous course of the

RCA from the left coronary cusp. Cardiac CT confirmed the anomalous RCA

and noted a slit-like, likely intramural, orifice. He was transferred to an adult

congenital heart specialist for surgical correction.

IMPACT: Anomalous origin of the RCA is a rare finding that can lead to

arrhythmia, myocardial ischemia, and death. It can be difficult to diagnose

prior to a patient's death and can account for up to one third of sudden cardiac

deaths in young adults. Syncope, however, is very common, prompting over a

million annual visits to emergency rooms. Causes of syncope range from

benign and reversible to life-threatening, as in the case of our patient. It is

imperative to be able to distinguish between the two.

DISCUSSION: This is an uncommon case of a lethal arrhythmia due to the

anomalous course of the RCA that was fortunately diagnosed prior to a

patient's death. The case highlights that although physicians are often criticized

for the "overutilization" of resources in evaluation of a simple case of syncope

v. seizure especially in a young person, it is sometimes warranted and can yield

definitive answers. It was the prompt initiation of telemetry monitoring that

captured this nearly fatal event and led us to a quick diagnosis and treatment.

ATALE OF TWO EXTREMES: EVOLUTION OF PRIMARY HYPO-

THYROIDISM TO HYPERTHYROIDISM Sahil K. Virdi1; Doris Yang1;

Asli S. Sucu1; Colette Knight2, 1. 1Montefiore Medical Center, Wakefield

Division, Bronx, NY; 2Montefiore medical center, wakefield, Bronx, NY.

(Control ID #2945020)

LEARNING OBJECTIVE #1: To identify causes of hyperthyroidism, other

than iatrogenic, in patients being treated for hypothyroidism.

LEARNING OBJECTIVE #2: To recognize potential conversion between

primary hypothyroidism and hyperthyroidism in autoimmune thyroid disease.

CASE: 70-year-old woman was diagnosed with primary hypothyroidism,

secondary to Hashimoto's thyroiditis in 2002. She was started on thyroid

hormone replacement therapy, with levothyroxine and had significant clinical

improvement. In 2016, patient presented to the endocrinology clinic with

muscle pains and weight loss. The thyroid stimulating hormone (TSH) was

<0.005 mU/ml, suggestive of thyrotoxicosis. Levothyroxine was immediately

discontinued but clinical and serological euthyroid state was not achieved.

Further workup showed elevated thyroid stimulating immunoglobulins (nu-

meric value of 476%, reference range <140%), thyrotropin binding inhibitor

(86.6%, reference range <16%) and thyroid peroxidase antibody was also

elevated to 900 IU/ml (reference range 0-5.0 IU/ml). The thyroid uptake scan

showed 29% uptake. In early 2017, the patient was started on methimazole
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10 mg daily. She showed clinical improvement but serologically she became

hypothyroid (TSH: 16mU/ml). Methimazole was gradually tapered off, lead-

ing to subclinical hyperthyroidism. After waxing and waning hyperthyroid

state, euthyroid state was finally achieved with methimazole 2.5 mg daily. The

patient continues to follow with her primary endocrinologist and definitive

therapy with RAI is planned.

IMPACT: Levothyroxine can cause iatrogenic hyperthyroidism in patients

being treated for hypothyroidism. Failure of resolution of hyperthyroidism

despite stopping hormone replacement therapy warrants workup for autoim-

mune conversion of hypothyroidism to hyperthyroidism.

DISCUSSION: Autoimmune disturbance can cause both hyper- and hypothy-

roidism, with stimulating or blocking antibodies, respectively. There have been

several reported cases where patients have progressed from primary hypothy-

roidism to primary hyperthyroidism, and vice versa, while they are on treatment.

In such patients, both stimulating and blocking antibodies have been demon-

strated simultaneously. It has been postulated, that varying proportions of stim-

ulating and blocking antibodies can drive thyroid disease in a specific direction.

We present a patient, who was diagnosed with primary hypothyroidism due to

Hashimoto's thyroiditis that was well managed with levothyroxine for over a

decade. Later she presented with symptoms of hyperthyroidism, that were

initially thought to be iatrogenic. Hyperthyroidism persisted even after

levothyroxine was stopped. Subsequently, the patient tested positive for both

stimulating and blocking thyroid receptor antibodies, but was clinically mani-

festing as hyperthyroidism. Euthyroid state was finally achieved with

methimazole. She has failed the efforts to be weaned off methimazole, and will

eventually require radioactive iodine ablation of the thyroid.

A THORNY ISSUE: A CASE OF DISSEMINATED SPOROTRICHO-

SIS FUNGEMIA WITH MENINGITIS AND CHORIORETINITIS IN

AN IMMUNOCOMPETENT PATIENTMelissaWhipple1; Nicole Molin1;

Jennifer Merkley2; Devin Horton1; Santosh Reddy1. 1University of Utah, Salt

Lake City, UT; 2University of Utah Healthcare, Salt Lake City, UT. (Control ID

#2936805)

LEARNINGOBJECTIVE #1:Disseminated sporotrichosis in immunocom-

petent patient is very rare and can be seen in patients without the usual

occupational risk factors.

CASE:A 33-year-old gentleman transferred from an outside hospital with sepsis

and thought to have vasculitis with unilateral central vision loss and disseminated

cutaneous lesions on trunk, extremities, and face, which had reportedly started as

two small lesions on the patient's proximal thigh fourmonths prior. Physical exam

notable for scattered ulcerated nodules and plaques on trunk and extremities;

bilateral subretinal lesions with exudative detachment. Labs were significant for

positive ANA 1:40 and decreased complement 3 and 4 levels, 44 and 7. Hepatitis

panel and HIV were negative. Other notable labs: IgG 4040, IgM 387, IgA 159,

LFTs and synthetic liver function normal with albumin of 1.6. After admission

and empiric therapy, blood cultures speciated with Sporothrix Schenkii and skin

biopsy demonstrated histiocytes andmultinucleated giant cells, some demonstrat-

ing ovoid, focally budding yeast forms. Sporothrix antibody level was 1:16. The

patient had no known exposure to gardening, farming, or cats. The patient was

seen by ophthalmology and found to have right sided chorioretinitis. The patient

experienced worsening encephalopathy with CSF consistent with fungal menin-

gitis (WBC 165, 78% lymphocytes, protein 152) and MRI showing early

intracranial abscess formation. The patient acutely worsened due to septic shock

and acute hypoxic respiratory failure found to be secondary to a hospital acquired

pneumonia and required a short period of intubation. In the ICU, patient was

started on broad spectrum antibiotics. The patient was treated with lipophilic

amphotericin, initially at 3mg/kg q24h but increased to 5mg/kg q24h after acute

worsening. Additionally, the patient underwent intravitreal amphotericin B injec-

tion x5. The patient improved and was discharged in stable condition on IV

amphotericin as well as itraconazole with plans to continue AmpB for a total of 4

weeks and itraconazole for 12 months.

IMPACT: This is a unique case as he had severe disseminated and

extracutaneous disease including meningitis and chorioretinitis without comor-

bid immunodeficiency nor did he have the typical occupational or lifestyle

exposures often seen in this disease.

DISCUSSION: Initially, the patient was thought to have vasculitis given his

positive ANA and reduced complement levels with superimposed fungemia due

tomany open skin lesions. Additionally, with the patient's negative HIVand viral

hepatitis panel, rarer causes of fungemiaweren't at the forefront of the differential

despite his alcohol use. Disseminated and extracutaneous sporotrichosis is now

well reported and often linked to immunocompromised states[1] . Disseminated

disease is rarely seen in immunocompetent hosts[2],[3],[4]. Meningitis due to

sporotrichosis has been reported as an opportunistic infection associated with

AIDS[5]; we found one case report in an immunocompetant host[6].

A VZV MYSTERY: SEGMENTAL ZOSTER PARESIS Sneha Patel1;

Kanishka G. Patel2; Yekaterina Kim1; Danit Arad1. 1Montefiore Medical

Center, Bronx, NY; 2Albert Einstein College ofMedicine, Bronx, NY. (Control

ID #2940736)

LEARNINGOBJECTIVE #1: Recognize segmental zoster paresis (SZP) as

a rare peripheral neuropathic complication of Varicella-Zoster Virus (VZV)

CASE:A 55 year-old woman was admitted for one day of severe left shoulder

pain and an associated rash. The rash was a cluster of vesicles with small bullae

of scalloped morphology on an erythematous base, located on the left C5-C6

distribution. VZV culture and direct fluorescent antibody were positive. The

patient was treated with intravenous then oral acyclovir for 7 days with

complete rash resolution. Two weeks later, she developed left arm weakness.

She had 1/5 strength of the infraspinatus muscle, and diminished biceps and

brachioradialis reflexes. There was no spinal cord or rotator cuff pathology

seen on MRI. Electromyography revealed active, subacute-to-chronic dener-

vation affecting the upper trunk of the left brachial plexus, with evidence for

axon loss and early proximal re-innervation. These findings were consistent

with C5-C6 SZP. The patient was restarted on IV acyclovir treatment for

another 7 days.

IMPACT: The differential diagnosis for new-onset arm weakness is broad.

However, the clinical suspicion for SZP should be high in the setting of recent

VZV reactivation.

DISCUSSION: Segmental zoster paresis has an incidence of 0.5-5%, and is

characterized by motor weakness appearing in the same dermatomal distribu-

tion as the rash. The majority of cases occur within 2-4 weeks after the onset of

rash, with the upper extremity proximal muscles being the most affected site.

Although the differential diagnosis of arm weakness includes cerebrovascular

or spinal cord disease, compression, demyelination, and disuse atrophy, in-

flammatory processes should also be considered. The pathogenesis of SZP is

unclear, but is thought to be a result of VZV spreading from the dorsal root

ganglion to the anterior horn cells or spinal nerve roots, resulting in
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inflammation-induced hypervascularity of perineural structures or disruption

of the blood-nerve barrier. The diagnosis of SZP is based on the presence of

muscle weakness at the site of the previous VZVinfection, as well as exclusion

of other disorders that can cause similar symptoms. Electrodiagnostic studies

revealing absent or reduced sensory nerve action potentials and compound

muscle action potentials in the involved limbs confirm the diagnosis. In some

cases, MRI findings have supported the diagnosis by showing contrast en-

hancement of the involved nerve roots. The prognosis for SZP is favorable;

more than 75% of patients show partial or complete recovery within 1-2 years.

Administering additional antiviral therapy with or without pulse steroids may

positively impact the prognosis by preventing additional spread of the virus.

Though VZV is an infection commonly encountered by internists, segmental

zoster paresis is underrecognized as a cause for subsequent focal motor

weakness. Being aware of this disorder may eliminate unnecessary diagnostic

testing and invasive procedures, and allow for appropriate treatment.

A WAXING AND WANING CASE OF CHRONIC DISSEMINATED

INTRAVASCULARCOAGULATION Frances J. Mao; Michele Fang. Uni-

versity of Pennsylvania, Philadelphia, PA. (Control ID #2943742)

LEARNINGOBJECTIVE #1: Recognize and diagnose chronic disseminat-

ed intravascular coagulation as a feature of occult metastatic cancer

CASE: A 55 year old female with history of early stage non-small cell lung

cancer and locally advanced breast cancer (status post right lower lobectomy

and mastectomy, both in remission) presented with shortness of breath for two

days. She developed fatigue, painful toes, and black tarry stools, but denied

palpitations, syncope, or fever. Her exam was unremarkable except for 3/6

systolic ejectionmurmurs at the right upper sternal border and apex, and a blue,

necrotic left first toe. Laboratory data showed: hemoglobin 7.4 g/dL, platelets 8

k/μL, fibrinogen 100 mg/dL, PTT 37.1 s, INR 1.5; LDH 204 U/L, haptoglobin

< 30 mg/dL, D-dimer > 10. Peripheral smear was negative for schistocytes.

One month prior, the patient presented with similar symptoms and was diag-

nosed with culture negative endocarditis of the aortic and pulmonic valves. She

developed thrombocytopenia and hypofibrinogenemia in the setting of

anticoagulation that resolved with supportive care and antibiotics.

Paraneoplastic and rheumatologic causes were ruled out, and the patient was

diagnosed with idiopathic thrombocytopenic purpura (ITP). This admission,

the patient was transfused platelets and started on methylprednisolone and

IVIG for presumed recurrent ITP, without appropriate response. Repeat CT

scans of the chest, abdomen, and pelvis revealed multiple new sclerotic lesions

of the thoracic spine and sacrum, as well as progressive mediastinal lymph-

adenopathy not seen on CT scans from a month prior concerning for recurrent

malignancy. The patient developed rapidly worsening coagulopathy, delirium,

and multi-organ system failure and expired.

IMPACT: Chronic disseminated intravascular coagulation (DIC) is an insid-

ious form of coagulopathy that is frequently under-recognized or

misdiagnosed. In this case, the patient's prior presentation was incorrectly

attributed to ITP. No single laboratory test can diagnose chronic DIC, and

the presence of schistocytes on peripheral smear is neither necessary nor

specific. Liver and bone marrow function is often preserved, leading to low-

normal fibrinogen and platelet counts.

DISCUSSION:When associated with solid tumor malignancies, chronic DIC

presents with arteriovenous thrombosis, non-bacterial endocarditis, and exces-

sive bleeding. Unlike acute DIC, chronic DIC often has a waxing and waning

course. This patient developed hypofibrinogenemia, thrombocytopenia, and

coagulopathy, all of which normalized after her first admission without treat-

ment of her underlying malignancy. In a large prospective study of DIC in

patients with solid malignancies, only 6.8% (76 out of 1117) of patients were

identified as having DIC under the International Society on Thrombosis and

Haemostasis scoring criteria. A high index of suspicion is required for accurate

diagnosis of chronic DIC, and prompt recognition will lead to improved

prognostication and potentially decrease time to treatment.

AWOLF IN SHEEP'S CLOTHING: A FATAL CASE OF PRIMARY

BILIARY CIRRHOSIS THAT PRESENTED WITH ORTHOSTATIC

HYPOTENSION Cynthia Woods; Ami DeWaters. Penn State Milton S.

Hershey Medical Center, Hummelstown, PA. (Control ID #2946460)

LEARNING OBJECTIVE #1: Recognize the high morbidity and mortality

associated with orthostatic hypotension.

LEARNING OBJECTIVE #2: Consider dysautonomia as a cause of ortho-

static hypotension.

CASE: A 60-year-old woman presented with a 5 months history of progres-

sively worsening lightheadedness, particularly upon standing, and acute ane-

mia due to gastrointestinal bleeding. She had a history of hypertension treated

with metoprolol. She did not drink alcohol or use illicit drugs. On admission,

she was noted to be orthostatic with a lying down blood pressure of 96/50, a

lying down heart rate of 69, a standing blood pressure of 69/54 and a standing

heart rate of 96. Her symptoms were initially ascribed to acute blood loss

anemia and metoprolol; however, despite complete cessation of bleeding,

discontinuation of metoprolol and aggressive volume repletion, she remained

symptomatic and her orthostasis was unchanged. Lab testing demonstrated

normal hemoglobin, creatinine, electrolytes, morning cortisol level,

cosyntropin stimulation test, and thyroid function tests. An electrocardiogram

and echocardiogramwere normal. The patient was managed supportively with

compression leg stockings with abdominal binder to reduce venous pooling, a

high salt diet, fludrocortisone, and midodrine. She continued to experience

incapacitating symptoms. She developed signs and symptoms of liver failure.

She had a liver biopsy, which confirmed the presence of primary biliary

cirrhosis. She continued to decompensate and passed away within two months

of initial presentation.

IMPACT: This case emphasizes the importance of recognizing the significant

morbidity and mortality associated with orthostatic hypotension and consider-

ing a broad differential for the etiology of orthostatic hypotension, including

causes of dysautonomia.

DISCUSSION: This case illustrates incapacitating orthostasis as the present-

ing sign of primary biliary cirrhosis.While orthostatic hypotension is generally

perceived as a benign condition, symptoms may be debilitating, often confin-

ing patients to bed. Longitudinal studies in the general population have shown

that orthostatic hypotension increases the risk of stroke, myocardial ischemia,

heart failure, and mortality. As per Gibbons, Clinical Implications of Delayed

Orthostatic Hypotension, there was a 50% 10-yr mortality in studied patients

with orthostatic hypotension. Moreover, patients with suspected dysautonomia

resulting in orthostatic hypotension tended to have higher associated mortality,

though the prognosis and causes of death depend on the underlying type of

autonomic neuropathy. Dysautonomia is a rare cause of orthostatic hypoten-

sion. However, dysautonomia has been recognized in the literature as a highly

prevalent condition in patients with primary biliary cirrhosis at all stages of the
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disease. In patients who are not responsive to therapy for orthostatic hypoten-

sion, clinicians should broaden their differential to consider causes of

dysautonomia.

A YOUNG CARPENTER WITH PROGRESSIVE DYSPNEA, RIGHT

UPPER QUADRANT ABDOMINAL PAIN AND DARK COLORED

URINE Makoto Nagahama1; Colin Tauro1; Matthew Asirwatham2. 1Univer-

sity at Buffalo, Buffalo, NY; 2University at Buffalo Jacobs School of Medicine

and Biomedical Sciences, Buffalo, NY. (Control ID #2945987)

LEARNING OBJECTIVE #1: AV fistula can cause hemolytic anemia and

high output heart failure.

LEARNING OBJECTIVE #2: Hemolytic anemia leads to a prothrombotic

state.

CASE: A 33-year-old male presented with intermittent episodes of hemoglo-

binuria, RUQ pain and dyspnea over a 7 month period. He had lumbar spine

surgery for a work-related back injury and since the surgery had four hospital

admissions with these symptoms without permanent resolution. Postoperative-

ly he developed a persistent hemolytic anemia. He consistently had elevated

LDH and reticulocyte count, low haptoglobin and moderate schistocytes on

peripheral smear. He did not however have thrombocytopenia or coagulopathy

ruling out thrombotic microangiopathic anemia. A hemolytic workup was

performed including Direct Coombs, G6PD levels, pyruvate kinase and flow

cytometry for CD55 and CD59 which were all unremarkable. He had chole-

cystectomy for his RUQ pain and the during the surgery was noted to have a

dusky appearing liver. Liver biopsy revealed hepatic congestion. Subsequently

he was admitted for acute submassive pulmonary embolism which was treated

with apixaban. Following this he was admitted for acute HF with significant

volume overload including congestive hepatopathy that required aggressive

diuresis. Autoimmune workup was conducted in attempt to explain these

presentations but was unremarkable. On admission to our hospital the patient

was jaundiced, with Tbili 8.1, Hgb 12, LDH 976 and haptoglobin < 6. He had

marked bilateral JVD, grade IV/VI systolic murmurs, and a bounding abdom-

inal bruit in the RLQ. Echo showed LVEF 55-65% with septal "bounce"

motion, RV dilation and biatrial dilation. CT abdomen and pelvis with contrast

was obtained to assess the abdominal bruit. It revealed a massively dilated

common iliac vein and IVC without evidence of thrombosis, but concern for a

fistula between iliac artery and vein. Angiogram confirmed the fistula and

balloon expandable stent grafts were placed. That resulted in immediate

resolution of marked JVD, heart murmur and abdominal bruit. Dyspnea,

hemoglobinuria and RUQ pain resolved over the following 2 days. Hgb

improved to 14.1 and LDH trended down to 566. Diuretics and anticoagulation

were discontinued and patient was discharged home.

IMPACT: This case illustrates important physical exam and CT findings to

diagnose a rare cause of hemolytic anemia.

DISCUSSION: Hemolytic anemia due to common iliac AV fistula is a rare

complication of spine surgery (< 1/2000 operation are reported). AV fistulas

manifest on physical examination as bruits and a thorough cardiovascular

exam is important to identify them. Hemolysis occurs by turbulent blood flow

through the fistula. AV fistulas can also lead to high output HF with the anemia

worsening HF symptoms. This patient had an obvious abdominal bruit that

was never documented on prior hospital admission. The presence of an AV

fistula explained all of the patient's findings including the PE that likely

resulted from the prothrombotic state that occurs with hemolytic anemia.

A ZEBRA OFA ZEBRA: METASTATIC HIGH-GRADE PANCREAT-

IC NEUROENDOCRINE CARCINOMA IN AN OTHERWISE

HEALTHYWOMAN Xiao Yang; Laila Dadvand; Erica Grabscheid. Mount

Sinai Beth Israel, New York, NY. (Control ID #2939915)

LEARNING OBJECTIVE #1: Recognize CT as a more sensitive test than

ultrasound in detecting small pancreatic masses

LEARNING OBJECTIVE #2: Use Ki67 index as a tool for prognostication

in neuroendocrine carcinomas

CASE: A 48-year-old woman with no significant medical history presented to

the emergency department with 3 weeks of abdominal pain. It was burning,

constant, and severe, associated with nausea, vomiting and a 20-pound weight

loss in 3months. 3 days before admission she presented to an outside hospital for

the same pain. Her lipase was 1135U/L (nl 8-78), and abdominal ultrasound

revealed multiple hepatic lesions without pancreatic involvement. She was sent

home with MRI and gastroenterology follow up but returned due to persistent

pain. Her vital signs and exam were unremarkable except for mild epigastric

tenderness with deep palpation. Notable labs were tbili 0.5mg/dl (0.1-1.2), AlkP

139U/L (38-126), AST 92U/L (<36), ALT 53U/L (<46), Lipase 719U/L (8-78).

Due to a high suspicion for pancreaticmalignancy, we obtained an abdominal CT

which revealed a poorly defined hypodensity at the anterior pancreas head/neck

measuring 1.6cm x 1.3cm, multiple enlarged porta-caval nodes, numerous

hypodense lesions in the liver, and a few lung nodules. Liver biopsy revealed a

poorly differentiated, high-grade neuroendocrine carcinoma (NEC) with a Ki-67

index of >90%, likely of pancreatic origin. The patient received cisplatin and

irinotecan and was discharged with oncology follow-up. At 7 months post-

discharge, she was readmitted and expired due to disease progression.

IMPACT: In patients who present with symptoms typical for cancer of pancreatic

origin, clinicians should bemindful of the relatively low sensitivity of ultrasound in

detecting small pancreaticmasses, especiallywhen labs are not suggestive of biliary

obstruction. A triple-phase CTscan is a more sensitive test and should be obtained

in patients with high pre-test probability of pancreatic malignancy. Ki-67 index is a

useful prognostic tool for patients with neuroendocrine carcinomas.

DISCUSSION: Elevated lipase has a broad differential diagnosis which in-

cludes pancreatic cancer. In this patient with abdominal pain, weight loss, and

high lipase, our suspicion for pancreatic cancer was high. However, her ultra-

sound failed to reveal a pancreatic lesion. As her liver enzymes did not reveal an

obstructive pattern, we questioned the sensitivity of ultrasound in detecting small

masses that did not obstruct, and a CT scan quickly established the diagnosis.

The sensitivity of ultrasound for smaller tumors (<3cm) is quite poor and

dependent on the expertise of examiner and presence of bile duct obstruction,

while triple-phase CT is 100% sensitive for tumors >2cm and 77% sensitive for

tumors <2cm. The prognosis of NECs is poor; 88% of patients have metastasis

on diagnosis, which denotes a 5-month median survival. A higher Ki-67 index

correlates with worse survival; Ki-index of >20% is associated with a 0% 5-year

survival, while <20% is associated with 38-87% 5-year survival.

ABDOMINAL PAIN AND LIVER ABSCESS: USING CLINICAL

JUDGEMENT TO AVOID THE NEEDLEMelissa F. Morris; Reem Han-

na; Robert Metter. University of Colorado AnschutzMedical Campus, Golden,

CO. (Control ID #2945332)

LEARNING OBJECTIVE #1: To recognize Entamoeba histolytica as a

differential for cystic liver lesions
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LEARNING OBJECTIVE #2: To outline treatment and follow-up of liver

abscess caused by E. histolytica

CASE:A 32 year old male, visiting fromMexico, presented with one week of

right upper quadrant abdominal pain and intermittent fever. The pain was dull

in nature, with radiation to the right shoulder. Three months prior, the patient

had experienced similar abdominal pain and bloody diarrhea. On presentation,

he denied diarrhea, nausea, emesis, anorexia, or weight loss. He was febrile to

38.2 °C with otherwise normal vital signs. Physical examination was remark-

able for right upper quadrant tenderness without rebound or hepatomegaly.

Laboratory evaluation was notable for leukocytosis of 12.1x109/L, alkaline

phosphatase 168 U/L, and INR 1.3. Abdominal CT showed a 10 cm by 13 cm

hypoattenuating liver lesion in the right hepatic lobe, most consistent with liver

abscess. Patient's infectious workup included acute hepatitis panel, rapid HIV

test, interferon gamma release assay, Entamoeba histolytica IgG antibody,

Echinococcus IgG antibody, and stool ova and parasites. Patient had been

transferred from an outside facility with plan for diagnostic percutaneous

aspiration; however, given the characteristics of the liver abscess and patient's

travel history, empiric treatment for E. histolytica was initiated with metroni-

dazole for 10 days followed by paromomycin for 7 days. Patient's E. histolytica

IgG antibody returned positive, while other infectious work-up was negative.

IMPACT:A thorough travel history and selective diagnostic testing avoids the

need for an invasive procedure in the diagnosis and treatment of E. histolytica.

DISCUSSION: Entamoeba histolytica should be included in the differential

for cystic liver lesions, particularly in patients with recent travel history to or

residence in endemic areas including India, Africa, Mexico, and select regions

in Central and South America. Common presenting symptoms include abdom-

inal pain and fever; however, symptoms may be vague and constitutional.

While diarrhea at time of diagnosis is not typical, patientsmay have a history of

dysentery within the preceding months. Ultrasound, CT, and MRI are all

effective imaging modalities for the diagnosis of Entamoeba liver abscess.

The diagnosis is confirmed by serologic or antigenic testing. Diagnostic fluid

aspiration is not necessary; however, it can be considered in patients who are

critically ill, have impending cyst rupture, or in cases of diagnostic uncertainty.

Treatment of E. histolytica accounts for the two-stage parasitic life cycle of the

organism: an infective cyst stage and a tissue-invasive trophozoite stage. An

initial course of metronidazole or tinidazole destroys trophozoites, followed by

a luminal agent such as paromomycin to target intraluminal cysts. Follow-up

imaging to monitor abscess regression is not necessary, as complete radiolog-

ical resolution can take months to years.

ABDOMINAL PAIN: MINOR ANNOYANCE OR DEADLY? Sydney

Pinch; Shan Luong. The University of Texas Southwestern Medical Center,

Dallas, TX. (Control ID #2945015)

LEARNINGOBJECTIVE #1:Understand the differential diagnoses of liver

cysts.

LEARNING OBJECTIVE #2: Recognize that liver abscess is a potential

complication of a Crohn's exacerbation.

CASE: A 37-year-old man with Crohn's disease presented with 3 days of

sharp, right upper quadrant (RUQ) abdominal pain. It was not associated with

food intake or bowel movements, nor did it feel like his prior Crohn's disease

flare-ups. He swam in a lake in Oklahoma a month prior, but otherwise no

travels. Patient has been off of all medications for Crohn's disease for the past 5

years. He was febrile to 38C and tender to palpation in the RUQ. WBC was

elevated to twenty-three thousand. On CTabdomen, there was a complex cyst

in the right lobe of the liver. It did not appear to be neoplastic onMRI abdomen.

Entamoeba histolytica IgG and Echinococcus IgG were negative. The liver

lesion was aspirated under ultrasound-guidance. Anaerobic culture grew

Fusobacterium nucleatum.

IMPACT: Clinicians must be cautious in sequence of work-up of hepatic

lesions due to potentially devastating consequences. Once certainmalignancies

and infectious lesions have been ruled out by serology or imaging, one may

proceed with invasive means of diagnostic and therapeutic intervention.

DISCUSSION:RUQ abdominal pain is a problem commonly encountered by

the internist. A cystic liver lesion on imaging can be secondary to a simple cyst,

polycystic liver disease, pyogenic abscess, amebic abscess (Entamoeba

histolytica), hydatid cyst (Echinoccocus granulosus), or cystic tumor

(cystadenoma or cystadenocarcinoma)3. Abscess is diagnosed in the clinical

setting of fever and high WBC count, in addition to imaging. While amebic

liver abscess is the most common form of liver abscess worldwide, pyogenic

liver abscess is the most common form in the United States1. From our patient's

report of swimming in a lake, there was concern for a parasitic cause of the

liver abscess. When the parasite serology returned negative and the aspirate

culture grew Fusobacterium, the underlying cause of the liver abscess was

likely from the Crohn's disease. Crohn's disease is a systemic illness that can

have multiple extraintestinal manifestations2. The development of pyogenic

liver abscess from Crohn's disease is rare3. Though the pathogenesis is unclear,

it is theorized to be either from biliary infections or from portal pyemia2.

Fusobacterium nucleatum is a rare cause of liver abscesses1. Though it tends

to be from a dental source, it has also been reported in Crohn's disease4. While

one must consider all causes in the work up of a liver lesion, it is important to

recognize that pyogenic liver abscess can be a complication of Crohn's disease.

1. Nagpal S J S et al. (2015) Fusobacterium nucleatum: a rare cause of

pyogenic liver abscess. 2. McGreal S et al. (2012). Crohn's Disease Presenting

with Pyogenic Liver Abscess: A Case Report. 3. Glasgow, R. (2017). Hepatic

Cysts. Retrieved from https://emedicine.medscape.com/article/190818-over-

view. 4. Hossein S et al. (1986). Liver Abscess in Crohn's Disease.

ACID REFLUX THATWOULD NOT GO AWAY: A CASEOF EOSIN-

OPHILIC ESOPHAGITIS Jessica Caro; Harish Jasti. Icahn School of Med-

icine at Mount Sinai, New York, NY. (Control ID #2938134)

LEARNING OBJECTIVE #1: Recognize the clinical presentation of eosin-

ophilic esophagitis (EoE)

LEARNING OBJECTIVE #2: Identify the disorders associated with EoE

CASE:A35-year-old womanwith history of asthma, allergic rhinitis, and eczema

presented with dysphagia and heartburn. She had difficulty swallowing solid foods

and noted food getting stuck in her throat for several years. She also endorsed

intermittent, burning sensation in the epigastric area, which worsened with spicy

foods or lying down after meals. She had no prior endoscopies. She denied weight

loss, nausea, vomiting, chest pain, diarrhea, and constipation. Her twin sons were

both recently diagnosed with EoE. Vital signs were within normal limits, and

physical exam was unremarkable. Labs were notable for peripheral eosinophilia

(13%). Stool H.pylori antigen was positive, but she remained symptomatic after

completing appropriate antibiotics. A subsequent upper endoscopy revealed linear

furrowing and felinization throughout the esophagus. Biopsies showedmild chron-

ic esophagitis with intraepithelial eosinophilia, consistent with EoE. She was

prescribed proton pump inhibitor (PPI) therapy, which relieved her symptoms.
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IMPACT: This case has led me to consider EoE early on in my differential

diagnosis, particularly in patients with refractory GERD and a history of

allergic disorders. This patient's multiple allergic disorders and family history

increased my suspicion for EoE.

DISCUSSION: EoE is a chronic immune- and allergen-mediated disease that

leads to esophageal dysfunction. It is increasingly recognized in adults, where it

is most commonly seen in men of ages 20 to 40 years. The most common

symptoms in adults are dysphagia (usually to solid foods), food impaction,

refractory heartburn, and chest or epigastric pain. It is strongly associated with

allergic conditions, such as food/environmental allergies, asthma, and eczema.

Diagnosis requires symptoms of esophageal dysfunction and an upper endosco-

py with esophageal biopsies after 2 months of PPI therapy. Endoscopic findings

may include stacked circular rings ("feline" esophagus), strictures, linear fur-

rows, and white papules (eosinophil microabscesses), although none is patho-

gnomonic. On histology, at least one biopsy should have ≥ 15 eosinophils per

high power field. Although there are no diagnostic serum markers for EoE, 50-

60% of patients will have elevated serum IgE levels, and 40-50%will have mild

peripheral eosinophilia. Treatment commonly includes dietary changes to de-

crease allergen exposure, acid suppression, and topical glucocorticoids. Some

patients respond to PPI therapy, such as our patient. However, most patients

require topical glucocorticoids, which are sprayed into the patient's mouth using

a metered dose inhaler and swallowed. The long-term prognosis is unclear, but

patients should be counseled that the disease is chronic. This case highlights the

importance of considering EoE in patients with epigastric pain and dysphagia.

ACQUIREDHEMOPHILIA (AH) SECONDARYTOENDOMETRIAL

CANCER Hasan Bader; Arun K. Singavi; Lynn Malec. Medical College of

Wisconsin, Milwaukee, WI. (Control ID #2946595)

LEARNING OBJECTIVE #1: Recognize AH as an etiology for spontane-

ous bleeding in cancer patients.

LEARNINGOBJECTIVE #2:DistinguishAH from other causes of bleeding.

CASE: A 71-year old woman with metastatic endometrial carcinoma (on third

line therapy with single agent bevacizumab) presented to the emergency depart-

ment due to easy bruising and spontaneous hematomas on her extremities and

forehead. Patient denied any trauma, abuse, and had no previous history of

hematomas or bleeding. Pertinent medications include daily aspirin 81 mg and

clopidogrel 75 mg, both held on admission. Physical exam was significant for

bruising noted in the right wrist, and a small hematoma on her forehead, the right

tibia, and left tibia. Labs demonstrated prolonged prothrombin time (PTT) 83.9

seconds and normal protime. Her hemoglobin dropped from a baseline of 9.8 to

7.8. Fibrinogen and LDH were within normal limits, however haptoglobin was

undetectable. Patient was observed overnight and found to have new areas of

ecchymoses on her left hand and a new hematoma on left lower extremity.

Hematology was consulted. Due to prolonged PTT, a mixing study was ordered

and showed near but not full correction. Due to a clinical history of bleeding and

PTT that did not fully correct onmixing study, there was a concern for a possible

inhibitory antibody and a Factor VIII (FVIII) activity was obtained. Factor VIII

activity returned markedly low at 2% consistent with a diagnosis of acquired

hemophilia A. Due to bleeding and anemia, patient was started on recombinant

porcine sequence Factor VIII (Obizur) with adequate response, in addition to

steroids, in an attempt to eradicate her FVIII inhibitor.

IMPACT: In the geriatric population, hematomas and bruising have many

causes, most frequently due to trauma and falls. In patients with prolonged PT

or PTT, patients should have a mixing study performed. If the prolongation is

not corrected in the mixing study, this typically indicates there is not a factor

deficiency but rather an inhibitor antibody such as an acquired anti-FVIII.

Though rare, acquired hemophilia can have significant morbidity and mortal-

ity, especially in the setting of malignancy.

DISCUSSION: In patients with malignancies and new bleeding diathesis,

consideration should include AH. Patients with advanced malignancies are

also at risk for chronic disseminated intravascular coagulation (DIC). Incom-

plete correction onmixing studies should prompt further investigation. AH is a

rare disorder, with an incidence of 0.2-1.48 per 1million people per year, with a

10-15% association with malignancy. Mortality rates for bleeding with AH

range from 7-22% and thereby, is an important consideration for patients with

bleeding diathesis in this population.

ACQUIRED HEMOPHILIA A IN PATIENT WITH UNDIAGNOSED

RHEUMATOID ARTHRITIS Nicole H. Dillow1; Anita Rajasekhar1, 3;

Michael Robinson2. 1University of Florida Health, Gainesville, FL; 2Univer-

sity of Florida College of Medicine, Gainesville, FL; 3University of Florida,

Gainesville, FL. (Control ID #2947449)

LEARNING OBJECTIVE #1: Diagnose and manage acquired hemophilia

A (AHA)

LEARNING OBJECTIVE #2: Know the risk factors for AHA

CASE: A 68 year old male with COPD, diabetes, and hypertension was

admitted for a COPD exacerbation. He was noted to have large ecchymoses

over his trunk and lower extremities. He had recently been started on apixaban

for superficial thrombophlebitis. Due to the unfavorable risk/benefit profile of

anticoagulation, apixaban was discontinued. Despite this, he developed more

bruising and gross hematuria. Workup revealed a prolonged activated partial

thromboplastin time (aPTT) >140 seconds. A mixing study was consistent

with an inhibitor. Factor VIII activity was <1% and a high titer FVIII inhibitor

(50 Bethesda units) was identified. He was diagnosed with acquired hemo-

philia A (AHA). He was started on prednisone and cyclophosphamide. He also

had a long history of polyarthritis, which had never been worked up. Based on

his classic joint involvement, duration of symptoms and elevated inflammatory

markers he was diagnosed with rheumatoid arthritis. Diagnosis was confirmed

with serology. It was suspected that previously undiagnosed RA was the

underlying etiology for his AHA.

IMPACT: This case demonstrates that, although most cases are idiopathic,

AHA can be associated with autoimmune disorders. This case adds to the

limited literature on previously undiagnosed autoimmune disorders presenting

as AHA. This case also demonstrates a rare bleeding phenotype associated

with AHA, gross hematuria.

DISCUSSION: AHA is a rare bleeding condition that usually presents in the

elderly. The majority of cases are idiopathic, but malignancy and autoimmune

conditions are also known risk factors. Less common causes include infection,

pregnancy, dermatologic conditions and certain medications (IFN-a). The

pathophysiology involves production of autoantibodies targeted against factor

VIII. There is a widely variable bleeding phenotype in AHA. Most patients

present with subcutaneous bleeding, followed bymuscle and GI bleeding. Less

than 10% of patients present with hematuria, retroperitoneal bleeding, or

hemarthrosis. The diagnosis of AHA should be suspected when new onset

bleeding is accompanied by unexplained prolongation in aPTT. Additional

studies that aid in diagnosis include: mixing study, factor activity and inhibitor
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assay. The diagnosis carries a high risk for morbidity and mortality. Treatment

involves a three-pronged approach: controlling and preventing bleeding, erad-

ication of the inhibitor and treatment of the underlying disease (if applicable).

Recombinant activated factor VII and activated prothrombin complex concen-

trate are first line treatment for hemostasis. Prompt initiation of immunosup-

pression is recommended for inhibitor eradication and decreases mortality by

half. All AHA patients should be treated with corticosteroids alone or in

combination with cyclophosphamide. Frequent follow-up is key to monitor

inhibitor eradication, reduce the risk of recurrence and evaluate for side effects

of immunosuppression.

ACUTEATAXIAHOARSENESSANDABDOMINALPAIN—WHERE

IS THE BLOCKAGE Tehseen Haider; Pooja Hebbal; Dov Levine; Isaac

Leader. montefiore medical center, Bronx, NY. (Control ID #2946144)

LEARNINGOBJECTIVE #1: Recognize Lateral medullary syndrome, also

known as Wallenberg syndrome

LEARNING OBJECTIVE #2: Describe the pathophysiology of acute uri-

nary retention in Wallenberg syndrome.

CASE:A 77 years old African American former smoker male with nomedical

history presented several hours after the sudden onset of weakness, dizziness,

unsteady gait, dysphagia, and dysarthria. He also reported severe right-sided

abdominal pain. Physical exam revealed elevated BP, bilateral horizontal

nystagmus, right facial droop, leftward lingual and uvular deviation, impaired

gag, and right-sided dysmetria, dysdiadochokinesia and pronator drift. MRI

revealed acute infarct in the right posterolateral medulla. On hospital day 3, he

was found to have had a rise in creatinine from 1.05 to 5.25 mg/dL. Ultrasound

revealed bilateral hydronephrosis, and a post-void residual bladder volume of

441 ml. Placement of foley catheter led to improvement in kidney function

before discharge to an acute rehabilitation facility.

IMPACT: Lateral medullary syndrome is often complicated by aspiration and

pneumonia due to resultant dysphagia. Acute urinary retention is a less com-

monly seen but well-described complication for which internists must remain

vigilant.

DISCUSSION: Wallenberg syndrome results from an ischemic stroke

involving the vertebral or posterior inferior cerebellar arteries in the

lateral medulla. Ensuing neurologic deficits include dysphagia, dysar-

thria, and loss of gag reflex due to nucleus ambiguous damage.

Vomiting, vertigo, and nystagmus due to vestibular nucleus loss.

Diminished pain and temperature sensation from the ipsilateral face

and contralateral body as spinal trigeminal nucleus and spinothalamic

tract are affected, respectively. Ipsilateral Horner syndrome due to loss

of sympathetic fibers and ataxia secondary to inferior cerebellar pe-

duncle damage. A 2015 study described acute urinary retention after

lateral medullary stroke with lesions localized to the lateral tegmentum

of the medulla, where an interruption of the descending fibers from

the pontine micturition center to the sacral spinal cord caused urinary

retention. These fibers include parasympathetics allowing bladder con-

traction and inhibitory neurons that allow relaxation of the external

sphincter. As in other conditions, acute urinary retention in Wallenberg

syndrome is especially common in males, whose anatomy predisposes

to reductions in flow. Though uncommon enough to be left out of

basic reviews of lateral medullary syndrome, vigilance for urinary

retention is advisable in these vulnerable patients.

ACUTE DEMYELINATING ENCEPHALOMYELITIS: MAYBE IT'S

NOT ALL IN YOUR HEAD Stephany K. Matta1; Shahrzad Shidfar2.
1UMass, Worcester, MA; 2umassmemorial, Worcester, MA. (Control ID

#2919122)

LEARNING OBJECTIVE #1: Effect of gut-microbiota-brain axis dysregu-

lation on neuropsychiatric disorders

LEARNING OBJECTIVE #2: Manage refractory ADEM in adults

CASE: 62-year-old man with recent hospitalization for septic shock due to toe

osteomyelitis,complicated by severe C. difficile infection requiring fecal trans-

plant 3 weeks prior to admission,presenting with worsening confusion,right-

sided weakness,and ataxia.Symptoms were first noted 2 weeks after the fecal

transplant and consisted of depressed mood and right shoulder

weakness.Neurological exam was notable for neglect of right visual

field,sensory neglect of the right side,2/5 motor strength in right upper and

lower extremities.Magnetic resonance imaging of the brain showed multiple

ring-enhancing lesions throughout the white matter of both cerebral

hemispheres,basal ganglia,and bilateral cerebral peduncles,with no edema or

mass-effect.Cerebrospinal fluid analysis was unrevealing,with no oligoclonal

bands or malignant cells.An echocardiogram didn't reveal vegetations.An

extensive infectious workup including serum and CSF testing for

toxoplasmosis,HIV,tuberculosis,cryptococcus were negative.CT scan of the

chest and abdomen revealed no infection or malignancy.Brain biopsy was

consistent with active demyelination.He received IV steroids followed by an

oral taper.His mental status and weakness improved slightly, however, subse-

quent MRI showed multiple new small enhancing white matter

lesions,requiring 2 further admission for plasmapheresis and Rituxan.A repeat

MRI 2 months later showed decrease in size of most of the lesions with no

evidence of new or enhancing lesions and improvement of cognition.

IMPACT: There is limited data about acute demyelinating encephalomyelitis

(ADEM) in adults and increasing evidence that the gut microbiota can influence

the immune and nervous system.We present the case of a middle aged adult with

refractory ADEM triggered by severe C difficile infection who improved after

combination of immunotherapies,including steroids,plasmapheresis,and Rituxan

DISCUSSION: ADEM is a monophasic inflammatory demyelinating

disorder,more common in pediatrics.Due to its rarity in adults,there is limited

understanding of its triggers,clinical course,or management.Mounting evi-

dence indicates that gut microbiota can influence the immune and nervous

system via a bidirectional relationship termed the microbiota-gut-brain

axis.This influences the pathogenesis of a number of disorders in which

inflammation is implicated,such as mood and demyelinating disorders.In

addition,acute stress increases GI and BBB permeability through activation

of mast cells,that further induce a strong auto-inflammatory response,leading

to inflammation and neuronal damage.In this case,we postulate that severe C.

difficile infectionwas the initial trigger.Furthermore,in our case,patient's symp-

toms were refractory to steroids and plasmapheresis,which have been previ-

ously used for treatment,subsequently requiring 2 doses of Rituxan before

clinical and radiological improvement were noted.

ACUTE ENCEPHALITIS AS THE RARE PRESENTATION OF PRI-

MARY HIV Melissa Rusli1; Adam P. Buckholz1; Anamil Khiyami1;

Katherine Knorr1; Todd Cutler2. 1New York Presbyterian-Weill Cornell Med-

ical College, New York, NY; 2Weill Cornell Medical College, New York, NY.

(Control ID #2942410)
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LEARNING OBJECTIVE #1: Recognize acute encephalitis as a presenta-

tion of primary HIV

LEARNING OBJECTIVE #2: Manage acute HIV encephalitis with antire-

troviral therapy, including an agent with maximal CNS penetration.

CASE: HPI: 69 year old MSMmale PMHGiant cell arteritis (GCA), present-

ed to ED with fevers, abdominal pain, myalgias x 2 weeks. Initially thought to

be a recurrence of GCA as he had presented similarly in the past, but symptoms

did not resolve with 1 week course of oral glucocorticoids. In the ED, he

acutely became altered, agitated, and with word finding difficulty. Regressed to

speaking only Spanish. SocHx: MSM, recent travel to Egypt and Turkey.

Recreational methamphetamine use. Negative HIV screen 1 year ago. Phys

Exam: A&Ox0, eye opening only to physical stimulation Diffuse

maculopapular rash throughout torso and extremities. Labs: WBC 7.4,

N:46% L35% L(atypical) 3% Hgb, plt, BMP, LFT wnl HIV rapid: Positive

Chlamydia/Gonorrhea PCR - neg RPR - neg Lumbar Puncture: OP 16 cmH2O

CSF nuc cell count 0; RBC 19, lymph 89%, gluc 61, prot 69 Cx, fungal Cx:

NGTD Meningitis/encephalitis PCR panel: neg (including listeria, N

meningitidis, strep pneumo, HSV1, HSV2, VZV, CMV, enterovirus, crypto-

coccus, toxoplasma) VDRL: neg Paraneoplastic panel (Mayo): neg bMRI

w/wo contrast: No evidence for hemorrhage, acute infarct, or mass. Mild

generalized parenchymal volume loss Hospital Course: Given the acute decline

in mental status, patient was empirically started on broad bacterial meningitis

coverage and acyclovir for HSV encephalopathy. HIV 4th gen test returned

positive for HIV-1. Viral Load (VL) >10,000,000. CD4 351. Anti-retrovirals

dolutegravir, emtricitabine-tenofovir alafenamide were initiated via NGTube.

All other anti-infective agents stopped. On HD3, patient developed acute renal

failure, required intubation due to inability to maintain his airway. He contin-

ued to receive antiretrovirals via NGT. Within 3 days, regained mental status

and was extubated. By HD 12, he returned to baseline mental status with

periods of delirium, and was discharged home.

IMPACT: It is important to keep acute HIV on the differential for acute

encephalitis, especially in a patient with a very high HIV VL. This is a rare

presentation of acute primary HIV, thus our case adds an additional reported

event to the literature.

DISCUSSION: After acute infection, HIV VL rises and peaks at ~6 weeks.

Primary HIV typically presents with flu-like symptoms and lymphadenopathy.

Primary HIV presenting as CNS disease is rare. For generalists, HIV should

remain high on differential for acute encephalitis. On our chart review, we

found very few reports of similar presentations, therefore this case adds another

documented incident. In other acute HIV encephalitis cases, and in a study

comparing HIV infected patients with neurologic symptoms to neurologically

asymptomatic patients, CSF HIV VL is high. Therefore, in neurologically

symptomatic patients, it is important to treat with an antiretroviral agent with

maximal blood-brain barrier penetration, such as dolutegravir.

ACUTE EPIGLOTTITIS IN AN IMMUNOCOMPETENTADULT PA-

TIENT WITH HEMOPHILUS INFLUENZAE BACTEREMIA -

CHANGING EPIDEMIOLOGY OF AN OLD DISEASE Jacob Choi1;

Preeti Shashi1; Shruti Agrawal2; Cyndee Miranda1; Anil Kumar Reddy

Anumandla1. 1Cleveland Clinic, Cleveland, OH; 2Cleveland Clinic, Cleveland

Clinic, OH. (Control ID #2945770)

LEARNING OBJECTIVE #1: Diagnose and treat acute epiglottitis in an

immunocompetent adult patient.

LEARNING OBJECTIVE #2: Recognize that blood cultures are rarely

positive in adult epiglottitis.

CASE: A 60 year old morbidly obese white male with past history of asthma,

diabetes mellitus and smoking presented to our ER with fever, cough, neck pain,

and rapidly progressive shortness of breath, with difficulty speaking and

swallowing. He was afebrile on presentation, with stable vital signs, but had a

WBC count of 23.3K/uL with left shift. Chemistry panel was unremarkable.

Chest x-ray revealed no infiltrates. CT scan of neck with contrast showed

thickening and accentuation of the epiglottis, concerning for acute epiglottitis.

He underwent direct laryngoscopy-guided intubation for airway protection, and

was started empirically on ceftriaxone, vancomycin and dexamethasone. Two of

four blood cultures drawn on day-1 grewH. influenzae sensitive to ampicillin and

ceftriaxone. Hence, vancomycin was discontinued and ceftriaxone continued for

14 days. Tracheal aspirate revealed normal respiratory flora. Patient responded

well to therapy, was extubated on day-3, and discharged home on day-7.

IMPACT: This case highlights that acute epiglottitis should be suspected in

adult patients presenting with upper airway symptoms. Disease course is often

more indolent and culture yields lower in adults when compared to children.

Diagnosis is based mostly on imaging and laryngoscopy.

DISCUSSION: Acute epiglottitis is a potentially life-threatening condition

due to rapid-onset inflammation of the epiglottis and adjacent structures. The

advent of the H. influenzae type B (HiB) vaccination led to a dramatic decline

in childhood cases; however, most adults have not been immunized and remain

susceptible. The most common presenting symptoms are sore throat, dyspha-

gia and odynophagia. Fever and tachycardia manifest in only half the adult

cases. Lateral neck radiograph or CT scan shows an enlarged and edematous

epiglottis or "thumb sign", which is up to 90% sensitive. However, the gold

standard for diagnosing suspected epiglottitis is direct laryngoscopy where

technically possible. Unlike pediatric cases where prophylactic airway inter-

vention (AWI) is required almost universally, 70-90% of adult cases can be

managed with close observation. Male gender, neutrophilia, dyspnea on pre-

sentation and recurrent episodes were found to be predictive of need for AWI in

adults with epiglottitis. Bacteriology results, unlike in children, are often

negative in adult patients, with only 20-25% incidence of positive blood

cultures. Haemophilus Influenzae is still the most commonly isolated organ-

ism, followed by β-hemolytic streptococci. A viral etiology is suspected for

some milder culture negative cases. Antibiotic therapy should be directed at

Haemophilus Influenzae until proven otherwise, with a second- or third-

generation cephalosporin being an appropriate choice.

ACUTE INFLAMMATORY DEMYELINATING POLYNEUROPATHY

AFTER BACTERIALMENINGITIS AND ITS IMPACT IN AN AMISH

PATIENT Rachna Unnithan1; Peter Kleinschmidt1; Joan Addington-White2;

David Feldstein3; Linda Baier4. 1University of Wisconsin, Madison, WI;
2University of Wisconsin-Madison, Madison, WI; 3University of Wisconsin

School of Medicine and Public Health, Madison, WI; 4f Medicine and Public

Health, Madison, WI. (Control ID #2944132)

LEARNING OBJECTIVE #1: Identify acute inflammatory demyelinating

polyneuropathy as an uncommon complication of bacterial meningitis.

LEARNING OBJECTIVE #2: Recognize the impact of acute illnesses

requiring hospitalization on members of closed communities and use cultural

humility when communicating anticipatory guidance to members of these

communities.
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CASE:A previously healthy, unvaccinated 23 year old Amish male presented

with fevers, headache, vomiting, and confusion. Exam revealed obtundation

and nuchal rigidity. CT scan showed no infection, and LP indicated 66,000

WBCs with gram positive cocci on gram stain. He was treated with vancomy-

cin, ceftriaxone and dexamethasone with clinical improvement. CSF cultures

were positive for pneumococcus. He was narrowed to penicillin and finished a

full course of IV antibiotics. Two days into his admission he developed left

facial paralysis as well as bilateral left greater than right paralysis of the lower

extremities. Total spine MRI was negative. EMG revealed bilateral peroneal

sensory and motor demyelinating neuropathies consistent with the acute in-

flammatory demyelinating poly-neuropathy (AIDP) variant of Guillain Barre

Syndrome (GBS). IVIG was started, along with physical therapy. Neurologic

function improved and it was recommended that the patient discharge to an

acute rehabilitation facility, which his family declined. Although the need for

close follow up was discussed, he returned to his Amish community. He has

not been seen in follow up since discharge. Telephone communication suggests

that he continues to have residual lower extremity weakness requiring the use

of a wheelchair.

IMPACT: This case changed how I approach a rare medical complication in a

patient who is part of a close, yet socially isolated community. These patients

require anticipatory guidance that is carefully tailored to their communal

beliefs and values.

DISCUSSION: The exact etiology of GBS is unknown. One recent study

states that while AIDP accounts for 90% of all GBS cases, the incidence of

GBS has been estimated to be in the range of 0.89-1.89 cases per 100,000 per

year. Treatment involves IVIG or plasmapheresis in the acute setting, however

recovery also depends on supportive measures such as physical therapy. It is an

uncommon complication of meningitis which proved difficult to communicate

to our patient. While there was community cultivated financial and emotional

support, our patient declined the resources and treatments (physical therapy,

neurology follow-up) that may have helped him re-join his community-a

society in which his livelihood depends on his physical ability. One study from

2013 identified that 57.5% of Amish participants had marginal health literacy

and nearly 12% read at or below the 6th grade. More effort should have been

placed on addressing the limited health literacy our patient faced in an already

unique medical situation. Physicians should provide anticipatory guidance

regarding complications and their impact on patient livelihood as they pertain

to community values.

ACUTE ONSET OF TOOTHACHE, FACIAL SWELLING AND FE-

VER IN THE PRIMARY CARE CLINIC Mohammad S. El-Atoum1;

Smita Y. Bakhai2. 1University at Buffalo, Buffalo, NY; 2SUNY at BUffalo,

Williamsville, NY. (Control ID #2908204)

LEARNING OBJECTIVE #1: It's a life threating condition, high degree of

suspicion and early recognition can be lifesaving.

LEARNING OBJECTIVE #2: Good history and physical examination is

imperative for early diagnosis.

CASE:A 51 year old male patient who has past medical history significant for

hypertension, T cell lymphoma, alcohol abuse and hepatitis B, presented to

primary care physician (PCP) with the complaint of worsening tooth ache.

Patient started to have pain in the right lower molar teeth associated with facial

swelling. Review of systems was positive for worsening pain, facial swelling

and difficult and painful swallowing for solids and liquids, fever and chills and

negative and no shortness of breath. Physical Examination revealed normal

temperature no tachycardia or hypotension, right sided facial swelling, and

patient has poor dentition. Based on history and physical examination, PCP

suspected Ludwig angina and ordered Blood work up and CTof the head and

neck. Work up was significant for leukocytosis of 22,000. CT scan of the head

and neck was done and showed odontogenic Cellulitis secondary to tooth

number 32 this resulted in significant infectious changes involving the floor of

the mouth, sublingual region, and submental space, pharyngeal mucosal space,

and lateral aspect of the oropharynx/nasopharynx compatible with Ludwig's

angina. Also there was moderate deviation of the airway secondary to mass

effect. Maxillofacial surgery was consulted and the patient was planned for

surgery the same day. Patient was sent to the operating room emergently for

incision and drainage, Patient was intubated in the OR and sent to Trauma ICU

after the procedure and remained intubated for 2 days, then was extubated

successfully. Patient remained afebrile after the procedure, and was discharged

on oral antibiotics.

IMPACT: Deep neck infections like Ludwig's angina is life-threatening con-

dition History and physical exam are imperative. Avoidance of Anchoring

Heuristic and Information Avoidance results in timely diagnosis and proper

management

DISCUSSION: Deep neck infections have tendency to cause edema, distor-

tion, and obstruction of airway. Airway management Is the foundation of

treatment of Ludwig's angina. orotracheal intubation and fiber-optic

nasotracheal intubation. Avoid blind nasotracheal intubation. Antibiotics

should be started as soon as possible broad-spectrum and cover gram-

positive, gram-negative, and anaerobic organisms. Surgical drainage Up to

65% of patients with Ludwig's angina develop suppurative complications that

require surgical drainage. With the combined use of systemic antibiotics and

aggressive surgical intervention in selected patients, the mortality rate for

Ludwig's angina has declined dramatically from over 50 percent in the

preantibiotic era to 0 to 4 percent

ACUTE RENAL FAILURE ON STEROIDS Samantha L. Welniak1; Paige

Barker2. 1University of Florida, Gainesvill, FL; 2University of Florida, Gaines-

ville, FL. (Control ID #2936910)

LEARNING OBJECTIVE #1: Recognize the importance a thorough social

history to uncover illicit substance use

LEARNINGOBJECTIVE #2: Recognize short-term anabolic steroid use as

a cause of secondary FSGS

CASE: A 23-year-old male with hypertension presented with symptomatic

anemia found on routine labs by PCP. He reported a 3-week history of fatigue,

weakness, myalgias, nausea, vomiting, and exertional dyspnea. Physical exam

revealed hypertension to 170 mmHg and muscular physique (BMI=30), oth-

erwise unremarkable. Labs revealed hemoglobin 8.2 g/dL, urea nitrogen 181

mg/dL, creatinine 33.99 mg/dL, bicarbonate 9 mmol/L, albumin 4.8 g/dL, and

proteinuria >500 mg/dL. He was admitted for acute renal failure. He denied

toxic habits, however on further questioning admitted to a 2-month history of

anabolic steroid use. Further workup revealed creatinine phosphokinase at 991

U/L, fractional excretion of sodium of 13.7%, and 24-hour urine protein of 3.9

g. Liver function, HCV/HBV antibodies, HIV, ANA, ANCA, complement

levels, anti-glomerular basement membrane antibodies, anti-streptolysin anti-

bodies, Aldosterone/renin ratio, and CRP/ESR were negative. Renal US

showed echogenic kidneys and atrophic left kidney with normal artery duplex.

ABSTRACTS JGIMS446



He was started on hemodialysis (HD) with improvement in renal function.

Renal biopsy revealed 75% interstitial fibrosis and 90% global

glomerulosclerosis with collapsing features, suggestive of focal-segmental

glomerulosclerosis (FSGS). On discharge he continued HD and was referred

for renal transplant.

IMPACT: Long-term anabolic steroid use is a rare yet known cause of FSGS,

however this case demonstrates that short-term anabolic steroid use may also

result in secondary FSGS and should be considered in the differential of acute

renal failure secondary to FSGS when there is suspicion of anabolic steroid use.

DISCUSSION: FSGS accounts for 35% of cases of nephrotic syndrome in

adults in the US. It can be characterized into primary, secondary, and genetic

forms. Secondary FSGS is often an adaptive response to glomerular hypertro-

phy secondary to obesity, increased body mass, renal atrophy, or injury from

autoimmune disorders, infection, toxins or drugs. It often presents sub-acutely

with non-nephrotic proteinuria without significant hypoalbuminemia or pe-

ripheral edema. Treatment of secondary FSGS is aimed at reducing intra-

glomerular pressure with renin-angiotensin system blockade and treating the

underlying cause and is often refractory to immunosuppressive agents. In our

case, there was a high suspicion for anabolic steroid use, which was later

confirmed as use of 2 months duration. The association of long-term anabolic

steroid use and FSGS has been previously reported in the literature in a case

series of bodybuilders age 28-43. In all cases, secondary FSGS was associated

with long-term anabolic steroid use of >5 years in the setting of competitive

weight lifting. To our knowledge, this case represents the youngest reported

age and shortest duration of anabolic steroid use associated with secondary

FSGS.

ACUTE UNILATERAL RENAL VEIN THROMBOSIS IN OTHER-

WISE HEALTHY PATIENT USING OCPS Anu S. Salwan1; Sameer

Prakash2; Nethuja Salagundla3; Tarek Naguib2. 1TTUHSC, AMARILLO,

TX; 2Texas Tech University Health Sciences Center Amarillo, Amarillo, TX;
3Texas Tech UNV HSC Amarillo, AMARILLO, TX. (Control ID #2944267)

LEARNING OBJECTIVE #1: Recognize atypical presentation of acute

renal vein thrombosis secondary to OCP use excluding most common causes

LEARNING OBJECTIVE #2: Assess appropriate treatment course specific

to patient between thrombolysis and long term anticoagulation

CASE:This is a 24-year-old healthy female who presented with 1-day history of

acute left flank pain along with worsening right upper quadrant pain for past 3

months. CT abdomen with contrast was significant for occlusive left renal vein

thrombosis, severe perinephric edema and enlargement of left kidney, and

occlusion of right branch of portal vein but without dilation suggesting

subacute/chronic process. She was on an OCP containing 3rd generation pro-

gestin. UA showed 3+ protein with normal renal function. Her initial albumin

level was 3.8g/dl , which dropped later to <2 .5 g/dl with development of acute

nephrotic syndrome. Other workup for hypercoagulable states like

Antiphospholipid syndrome, Factor V Leiden mutation, Protein C and S defi-

ciency, Prothrombin-20210Awere negative. Family history was negative for any

bleeding/clotting disorders. Since she was acutely symptomatic, local thrombol-

ysis was done by interventional radiologist. Successful, uncomplicated throm-

bolysis of left renal vein through overnight catheter directed TPA therapy

restored patency of the left renal vein and her symptoms resolved. She was kept

on heparin infusion and after discussion with hematologist she was discharged

on Eliquis for 6 months and advised to discuss other contraceptive options.

IMPACT: This case is an atypical presentation of acute renal vein thrombosis

in a healthy female with hypercoagulable state caused by OCP's in the absence

of usually considered etiologies. As OCPs are commonly used, internists need

to consider it as a possibility in the differential diagnosis of a female patient

presenting with acute flank pain.

DISCUSSION: Few cases of unilateral acute renal vein thrombosis have been

reported in healthy individuals who are in acute nephrotic syndrome, especially

when OCs are the only risk factor. Women using combined estrogen-progestin

oral contraceptives (OCs) have a two to four-fold increased risk of venous

thromboembolism (VTE) as compared to non-users by increasing plasma

fibrinogen and the activity of coagulation factors, along with enhancement of

platelet aggregation thus creating a hypercoagulable state. Here we present a

young, healthy female who has been using OC's presented with acute left flank

pain, along with proteinuria was found to have left renal vein thrombosis and

portal vein thrombosis on imaging. Her symptoms resolved after catheter

directed thrombolysis.Treatment with catheter directed thrombolysis appears

to have favorable outcome as it decreases bleeding risk with lower dose of

fibrinolytic used and immediate relief of symptoms, acute kidney injury, and

proteinuria as shown in previous cases. Also in the absence of other permanent

hypercoagulable states, VTE prophylaxis should be given for 3-6 months as a

provoked thromboembolism.

ADALIMUMAB AND DISSEMINATED MYCOBACTERIUM

HAEMOPHILUM: A RARE NON-TUBERCULOUS MYCOBACTE-

RIUM yoseph dalia; Joseph Fahmy; Tyler Moore. Akron City Hospital,

Cincinnati, OH. (Control ID #2941075)

LEARNING OBJECTIVE #1: Recognize the clinical features ofMycobac-

terium haemophilum in immunocompromised and iatrogenically immunocom-

promised adult.

CASE: A 53 year old female presented to the emergency room with a three

week history of worsening diffuse rash, painful lower extremity swelling, and

widely distributed arthralgias. Her past medical history was significant for

mixed connective tissue disease (MCTD) with pulmonary fibrosis, previously

treatedwith adalimumab and recently switched to azathioprine. Pertinent social

history included a recent cruise to the Mediterranean region with worsening of

her symptoms upon returning home. On physical exam, a dry, scaly, erythem-

atous rash spread from her hands and feet toward her trunk, extending into her

groin and axilla. The rash was not warm, and there was no induration or

fluctuance. There were also several 1-2 mm pustules on her hands and feet.

Facial erythema was also noted on the forehead and periorbital region. Initial

suspicion was for a flare of her MCTD as the underlying etiology, however her

condition continued to worsen despite treatment with steroids. The rash was

biopsied, revealing non-tuberuloid AFB. While cultures were pending, the

patient was empirically placed on rifampin, isoniazid, pyrazinamide, and

ethambutol. Despite this, she continued to deteriorate and a few days after

admission, she developed profound hypotension, cyclical fevers, and respira-

tory distress with hypoxia. The patient was placed on stress dose steroids and

broad spectrum antibiotics, but her condition worsened requiring emergent

intubation. After a CTA of the chest showed bilateral hilar lymphadenopathy

and bilateral interstitial infiltrates, a bronchoalveolar lavage was performed,

which revealed Pneumocystis jiroveci pneumonia (PJP). She was treated with

IV trimethoprim-sulfamethoxazole and her condition began to improve. Later,

biopsy results revealed Mycobacterium haemophilum. The treatment plan was
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then changed to clarithromycin, rifampin, and ciprofloxacin. The patient's

condition improved and she was discharged in stable condition.

IMPACT: This case raises physician awareness of this rare, but potentially life

threatening disease. It typically occurs in patients with severe immunosuppres-

sion, includingAIDS, transplant recipients, and patients receiving tumor necrosis

alpha inhibitors. M. Haemophilum presenting with classical symptoms should

be recognized by a physician of a patient in an immunocompromised state.

DISCUSSION: M. Haemophilum is a slow growing, non-tuberculoid acid fast

bacillus. It is uncommon, with only 218 cases reported since its discovery in 1978.

We present the case of an immunosuppressed patient on adalimumab therapy who

contracted this infection concurrently with PJP. M. Haemophilum classically pre-

sents, as in this case, with skin, bone, joint, and pulmonary manifestations. There is

no standard treatment, but triple therapy with Ciprofloxacin, Clarithromycin, and

Rifampin is reported, and in this case led to clinical improvement.

ADJUST THE D-DIMER: A CASE OF MISINTERPRETATION AND

UNNECESSARY TESTING Jason Lunt; Nathan Robertson; Adam

Merando; Jennifer Schmidt. Saint Louis University, Saint Louis, MO. (Control

ID #2908250)

LEARNING OBJECTIVE #1: Understand appropriate use of age-adjusted

D-Dimer

LEARNING OBJECTIVE #2: Learn how to diagnose and treat low risk

pericarditis

CASE: A fifty-year-old white woman with history of well controlled asthma

presented with sudden onset of anterior chest pain several days after the onset

of rhinorrhea, dry cough, and sore throat with associated dyspnea. A D-dimer

level returned above the standard upper limit of normal (normal for age-

adjusted range). The elevated D-dimer led to a CT-PE protocol that showed a

pericardial effusion and bilateral hilar adenopathy - no evidence of embolism.

Subsequent work-up for the pericardial effusion was negative and included

blood cultures, fungal blood cultures, tuberculosis smears and cultures, viral

panel, echovirus Ab, coxsackie B virus Ab, Parvo virus Ab, ACE level, and

two separate ANA tests. Initial ANA screen was positive; reflex ANA titer was

negative, but a complete autoimmune work-up was ordered prior to the reflex

results which included CH50, antichromatin Ab, antihistone Ab, ANCA,MPO

Ab, thyroglobulin, SCL-70 Ab, Anti-CCP Ab, Sjogren's Ab, Anti-smith Ab,

and dsDNA. The incidental finding of bilateral hilar adenopathy found on the

CT scan was evaluated with EBUS followed by biopsy and and unrevealing

flow cytometry with a subsequent PET-CTscan prior to the biopsy result (non-

specific acute and chronic inflammation, no evidence of malignancy). The

PET-CTscanwas non-specific, showingmultiple FDG avid mediastinal lymph

nodes. The patient was diagnosed with viral pericarditis, treated with NSAIDs

with resolution of presenting symptoms.

IMPACT: This case solidifies the importance of adjusting the D-Dimer for

patients over age fifty to limit unnecessary testing without increasing the risk

for thromboembolic disease while simultaneously reminding the audience of

an evidence-based algorithm for evaluation and management of patients with

pericarditis. Furthermore, it highlights the importance of honest discussion

with consulting services regarding the pre-test probability of each recommend-

ed test or procedure to further reduce unnecessary testing and potential harm.

DISCUSSION: In the era of providing high value care, it is imperative to order

and interpret tests appropriately. This patient had a low probability of having a

pulmonary embolism with a Wells score of 1.5 which appropriately led to a D-

Dimer that was above the upper laboratory cutoff but still under the age

adjusted cutoff according to the ADJUST-PE trial. She had a test that was

appropriately ordered but because the test was misinterpreted, she underwent

multiple unnecessary tests, a prolonged hospitalization and significant anxiety.

Additionally, this patient is considered to have low-risk pericarditis that is

likely a viral etiology. According to the ACA pericarditis guidelines, she could

have been treated as an outpatient with a seven-day NSAID trial and close

follow up. Here, the lack of evidence-based evaluation led to costly and

invasive testing that can be avoided in the future.

ADRENAL INSUFFICIENCY FOLLOWING A SINGLE INTRA-

ARTICULAR INJECTION OF TRIAMCINOLONE ACETONIDE

Amjad Kanj; Amir Laktineh; Michael Hill; Raja Rabadi; Pierre Tannous.

Wayne State University, DETROIT, MI. (Control ID #2904418)

LEARNING OBJECTIVE #1: Recognize the suppressive effects of inta-

articular steroid injections on the adrenal gland.

CASE: A 51-year-old man with hypertension and diabetic nephropathy on

lisinopril presented with hyperkalemia (K+: 7.2 mEq/L), hyponatremia (Na+:

130 mEq/L), hypoglycemia (glucose: 59 mg/dl) and acute kidney injury. Ten

days prior to presentation, he had received a single intra-articular injection of

triamcinolone acetonide for right knee osteoarthritis. The patient was afebrile

and appeared comfortable. His blood pressure was 73/52mmHg. He had

significant crepitus of the right knee with pain on passive motion. His exam

was otherwise within normal. A morning cortisol level obtained at the hospital

was 1.2 mcg/dL with no response to cosyntropin. The patient underwent

dialysis and was started on hydrocortisone. His blood pressure and kidney

function returned to baseline. He was then discharged home with follow-up

with orthopedic surgery for a preplanned right total knee arthroplasty.

IMPACT: This case highlights a serious systemic complication of a locally

injected drug. Although intra-articular corticosteroids are widely used around the

world, secondary development of significant adrenal insufficiency from a single

intra-articular injection of triamcinolone acetonide is seldom reported in the

literature. Physicians should keep a low threshold to test intra-articular cortico-

steroid users for adrenal insufficiency as,in some instances, it may be lethal.

DISCUSSION: Intra-articular corticosteroid injections have been shown to

suppress the hypothalamic-pituitary-adrenal (HPA) axis, leading in rare occa-

sions to significant adrenal insufficiency. The occurrence of this condition with

a single intra-articular injection of triamcinolone acetonide is unusual. Patients

with secondary adrenal insufficiency can be asymptomatic or can present with

symptoms of hyponatremia or hypoglycemia. Hypotension is less common as

the renin-angiotensin system (RAS) is usually intact. The relatively profound

hypotension, which resulted in acute kidney injury in this patient, was likely

the result of concomitant inhibition of both the HPA axis by triamcinolone and

the RAS by lisinopril. The suppressive effects of inta-articular corticosteroid

injections on the adrenal gland can be overlooked by physicians and may be

detrimental in patients planned for surgery.

ALCAPAOFADULTHOOD Elsheikh Abdelrahim1; Ranya Selim1; John R.

Schairer2. 1Henry Ford Hospital, Detroit, MI; 2Henry Ford Hospital, Milford,

MI. (Control ID #2945480)

LEARNINGOBJECTIVE #1:Diagnosis of congenital heart disease in adults.
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LEARNING OBJECTIVE #2: Anomalous origin of the left coronary artery

from the pulmonary artery usually manifests and causes death in infancy,

however, with significant collateral blood supply to the left coronary artery

patients may survive into adulthood.

CASE: This is a case of a 33 year old male who presented to the emergency

roomwith chest pain that started shortly after having an altercation with his boss

at work. He described it as a squeezing left sided chest pain radiating to the left

arm. On presentation the patient had stable vital signs, physical exam was

unremarkable. Electrocardiogram revealed new T wave inversions in leads I

and aVL, and the patient had a troponin elevation up to 0.9 (normal <0.04). The

patient was diagnosed with a non-STelevation myocardial infarction (NSTEMI)

and admitted for coronary angiography. Coronary angiography revealed a large

caliber ectatic right coronary artery filling many arteriovenous fistulae flowing

into the left coronary system which in turn appeared to drain into the pulmonary

artery. No coronary artery disease was seen. The patient then underwent com-

puted tomography angiogram which confirmed a left coronary artery arising

form the main pulmonary artery posteriorly at the superior aspect of the pulmo-

nary valve. Follow up echocardiogram revealed an ejection fraction 40% with

anterior, anteroseptal and anterolateral wall hypokinesis as well as mitral valve

regurgitation. The patient was referred to cardiothoracic surgery, and a few days

later underwent tunneling from the main pulmonary artery-left coronary artery

origin to the aorta using a pericardial patch. The patient did well after surgery and

was discharged a few days later with minimal symptoms.

IMPACT: This case shows us that we need to consider congenital heart

disease even when adults present with common cardiac syndromes. Most

patients presenting with NSTEMI in adulthood are as a result of coronary

artery disease, however in this vignette that was not the case. This also shows

the rising diagnostic importance of imaging modalities such as CT and MR in

cardiac patients, especially younger patients.

DISCUSSION: Anomalous origin of the left coronary artery from the pulmo-

nary artery (ALCAPA) occurs in 0.25%-0.5% of all congenital heart diseases.

85% of patients present with heart failure symptoms within the first 1-2months

of life due to myocardial ischemia. Up to 90% of patients with ALCAPA die

within the first year of life. A small subset of patients develop good collateral

circulation and may live into childhood or adulthood. Despite this, blood

supply to the left ventricle is insufficient and myocardial ischemia usually

leads to mitral valve regurgitation, ischemic cardiomyopathy and sudden

cardiac death. Diagnosis is usually confirmed by imaging modalities such as

CTorMRI. Treatment is surgical correction consisting of reimplantation of the

coronary artery to the aorta or tunneling of the coronary artery to the aorta.

ALCOHOL, IRON, AND ABNORMAL LIVER TESTS, A POTENT

MIXTURE? Jaffer Ahmed; Isaac Leader. Montefiore Medical Center, Bronx,

NY. (Control ID #2944832)

LEARNINGOBJECTIVE #1: Identify findings that should prompt work-up

for hemochromatosis

LEARNING OBJECTIVE #2: Recognize the evaluation of patients who

have been identified as at risk for hemochromatosis

CASE: A 59-year-old man presented with nausea, vomiting, and abdominal

pain for five days. He had a history of diabetes mellitus and alcohol abuse and

was unable to give coherent history as he was in acute alcohol withdrawal.

Physical examination was remarkable for tremors. He had a ferritin of 972ng/

mL, serum iron level of 219 μg/dL, transferrin saturation of 99%, aspartate

aminotransferase of 185 units/L, and alanine aminotransferase of 38 units/L.

CT scan of the abdomen revealed hepatic steatosis. His symptoms improved

after treatment of alcohol withdrawal and constipation. The patient left against

medical advice before completing the diagnostic evaluation.

IMPACT: In patients with alcohol abuse who have abnormal liver tests and

iron studies, it is important to rule out other causes of iron overload. Assuming

that these abnormal laboratory values are caused by only alcohol abuse may

result in missing a diagnosis of other causes of iron overload. Screening for

hemochromatosis should be considered during the evaluation of such patients

with abnormal liver enzymes and increased ferritin levels.

DISCUSSION: Elevated ferritin and abnormal liver tests are commonly seen

by general internists. Abnormal liver tests are also common in patients with

iron overload, as the deposition of iron in the liver is related to hepatomegaly

and eventual fibrosis and cirrhosis. One of the main risk factors for worsening

liver disease in patients with hereditary hemochromatosis is excessive alcohol

intake. Because the two disorders can have overlap in laboratory findings, it is

important to screen for hemochromatosis in order to begin treatment to prevent

the progression of liver disease. The general approach to evaluate elevated

ferritin when suspecting iron overload is to calculate the transferrin saturation.

If the transferrin saturation is less than 45%, it is unlikely to be iron overload

and other causes of elevated ferritin should be considered such as alcohol,

metabolic, inflammatory, or malignancy. If the saturation is >45%, then human

hemochromatosis protein (HFE) genotype testing should be considered. The

clinical findings of hemochromatosis can be masked early in the disease

course. In our patient HFE gene test was done and it was heterozygous for

H63D mutation. Although the was not diagnosed with hemochromatosis, it

was still appropriate to screen for it due to his elevated transferrin saturation.

Attributing alcohol as the likely cause without further work up may lead to

missing the diagnosis in the general population.

ALL ASCENDING PARALYSIS IS NOT GUILLAIN-BARRE SYN-

DROME: AN UNCOMMON PRESENTATION OF MPO-POSITIVE

P-ANCA VASCULITIS Bonnie B. Lu; Karthik Kota; Terence Starz; Fred

Rubin. University of Pittsburgh Medical Center, Pittsburgh, PA. (Control ID

#2937531)

LEARNING OBJECTIVE #1: Recognize nonsystemic vasculitic neuropa-

thy as a cause for isolated new onset peripheral neuropathy

CASE:A 61 year old female in good health presented with abrupt onset ankle

edema 8 days prior to admission, rapidly followed by symmetric ascending

lower extremity weakness and numbness up to her knees and in both hands.

By admission, she was wheelchair-bound. Complete ROS included an 11

pound weight loss over 6 weeks, but was otherwise negative for viral infec-

tions, fever, arthritis, sicca symptoms, rash, or Raynaud's phenomenon. Her

only medication was levothyroxine. Physical exam was pertinent for tachy-

cardia, 1+ pedal edema, reduced deep tendon reflexes, 4/5 distal lower

extremity weakness, and decreased distal sensation to pinprick, light touch,

and vibration. Pertinent labs included WBC 21k (90% PMNs), normocytic

anemia (Hgb 10.8), AST 106, ALT 83, ESR 68, CRP 16.48, ferritin 1193, and

CPK 179; urinalysis had 30 RBCs and 1+ protein. Chest x-ray was normal,

and MRIs of her entire spine showed no masses or cord impingement. Her

hospital course was complicated by recurrent fevers (up to 38.5C); extensive

infectious and malignancy evaluations were negative. EMGs and nerve con-

duction studies showed axonal nerve degeneration without myopathy in the
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distal muscles of both upper and lower extremities. Serologies showed posi-

tive p-ANCA and MPO, but negative c-ANCA, anti-PR3, ANA, RF, and anti-

CCP. Sural nerve and gastrocnemius muscle biopsies demonstrated necrotiz-

ing vasculitis. Patient was given pulse corticosteroids followed by oral pred-

nisone, 3 weekly rituximab infusions, and gabapentin which led to some

improvement in strength and pedal edema, and modest reductions in extremity

paresthesias.

IMPACT: Rarely, vasculitic neuropathy occurs in the absence of clinical

systemic vasculitis and is termed nonsystemic vasculitic neuropathy

(NSVN). It is a relatively under-recognized form of single-organ vasculitis.

This clinical vignette demonstrates a dramatic presentation of NSVN, and the

need to consider NSVN as a cause of cryptic neuropathy.

DISCUSSION: Vasculitic peripheral neuropathy occurs when vasculitis af-

fects the vasa nervorum. Compromised blood flow leads to nerve ischemia and

axonal degeneration. The median duration of symptoms at diagnosis of vas-

culitic neuropathy is 2.5-12 months. In cases with rapidly progressive deficits,

only 5-10% are diagnosed by one month, and those with relatively mild

neurological involvement have a median delay to diagnosis of two years.

Available data suggests a combination of corticosteroids and immunosuppres-

sive agent is superior to corticosteroids alone. Early diagnosis and treatment of

clinically isolated vasculitic neuropathy is crucial for optimizing neurological

outcomes. While outcomes are usually favorable, regeneration of peripheral

nerves may take years, and chronic pain is not uncommon.

ALL JAK'D UP ON BUDD Nirav Antao1; Adam Merando2. 1St.Louis

University Hospital, ST LOUIS, MO; 2Saint Louis University, Saint Louis,

MO. (Control ID #2946520)

LEARNING OBJECTIVE #1: Learning how to diagnose and treat Budd-

Chiari syndrome. Recognizing the importance of avoiding cognitive biases

CASE: A 66 year-old woman with a prior history of alcohol abuse presented

from an outside hospital for further evaluation of a one week history of increas-

ing lower extremity edema, abdominal distension, and a CT scan showing

ascites, hepatomegaly and splenomegaly with concern for cirrhosis. Initial lab

evaluation was significant for elevated liver chemistries, elevated INR, leukocy-

tosis, erythrocytosis and mild thrombocytosis. A RUQ ultrasound showed

chronic liver parenchymal disease and no detectable flow in the middle hepatic

vein. She was started on a heparin drip with subsequent improvement in liver

chemistries. Transjugular liver biopsy with portal venous measurements was

unsuccessful due to inability to access the hepatic veins. Therefore, she

underwent a percutaneous liver biopsy which revealed significant centrilobular

hepatocyte loss consistent with Budd-Chiari syndrome. MR venography con-

firmed an occlusive thrombus in the middle hepatic vein, right hepatic vein and

possibly the left hepatic vein. This was followed by a bonemarrow biopsywhich

showed hypercellular marrow with panhyperplasia consistent with a myelopro-

liferative neoplasm. Peripheral blood and bone marrow JAK2 V617F mutation

was detected consistent with Polycythemia Vera. She was discharged on di-

uretics for management of her ascites and anticoagulation initially with

enoxaparin and then dabigatran for her thrombosis.

IMPACT:While I solely remebered biases for the purposes of test taking, this

case helped me recognize the importance of avoiding them inmy daily practice

to provide the best care to my patients.

DISCUSSION: Though a rare disease (1 in 100,000), Budd-Chiari should be

considered in the differential diagnosis of patients presentingwith ascites, abdominal

pain, elevated liver chemistries and especially hematologic abnormalities. Doppler

US of the liver is a useful first step in diagnosis as it has both a relatively high

specificity and sensitivity (~85%) .MR venography is useful for better visualization

of hepatic vein thrombosis.Hepatic venography is confirmatory as it not only allows

for portal venous pressure measurements, but also access for transjugular liver

biopsy. Favorable outcomes are often achievedwithmedicalmanagement - diuretics

to manage ascites and anti-coagulation for thrombosis. Treating the underlying

cause, often myeloproliferative neoplasms, is essential. Surgical interventions such

as thrombolytic therapy, transjugular intrahepatic portosystemic shunts and trans-

plantation are reserved for more severe cases of Budd-Chiari syndrome. This case

highlights the importance of avoiding cognitive biases like anchoring and confir-

mation bias. While it could have been easy to attribute her cirrhosis and elevated

liver chemistries to alcohol abuse, a thorough chronic liver disease and hematolog-

ical work up was pursued to arrive at the diagnosis.

ALTERED SENSORIUM: A CASE OF GABAPENTIN TOXICITY

REQUIRING AN ALTERED DIFFERENTIAL DIAGNOSIS Yumiko

Tsushima2; Tina P. Kapadia1; Eric Silberman3; Alfred Burger2. 1UCLA Med-

ical Center, Los Angeles, CA; 2Mount Sinai Beth Israel, Icahn School of

Medicine at Mount Sinai, New York, NY; 3Icahn of School of Medicine at

Mount Sinai, New York, NY. (Control ID #2904455)

LEARNINGOBJECTIVE #1: Recognize that gabapentin toxicity can man-

ifest as vague symptoms of central nervous system dysfunction

LEARNING OBJECTIVE #2: Recognize the importance of dose-adjusting

gabapentin based on renal function in order to prevent toxicity

CASE: A 43-year-old man with bipolar disorder on lithium 900mg daily,

hypertension on lisinopril, and cluster headaches on gabapentin 1200mg Q8H

presented with 2 days of "not feeling himself." He described a sense of altered

sensorium, imbalance, and visual aura. Additional symptoms reported were

tremors, spontaneous jerking movements, lightheadedness, weakness, nausea,

dizziness, falls, and tingling in all extremities. On physical exam: BP 118/81,

HR 89, negative orthostatic vital signs, intact cranial nerves, preserved strength

and sensation, normal gait, no nystagmus, and negative Romberg sign. CV:

Normal S1, S2, with no cardiac murmurs. Labs: BUN 31, Cr 2.5 mg/dl, (BUN

28 mg/dl, Cr 0.9 mg/dl one year prior). Head CTand EKGwere unremarkable.

The presumptive diagnosis was lithium toxicity in the setting of AKI. Lithium

was held. Subsequently, his admission serum lithium level returned at 0.5

mmol/L (0.5-1.5mmol/L). TSH and EEG were normal. The diagnosis was

revised to gabapentin toxicity in the setting of AKI. Gabapentin was renally

dose adjusted to 700 mg Q12H. His kidney function improved with hydration,

and his symptoms resolved on the lower gabapentin dose. He was discharged

home to have his medications further adjusted in outpatient follow-up.

IMPACT: Gabapentin toxicity is rare but is associated with renal dysfunction.

As illustrated in this case, toxicity symptoms can manifest even in patients who

have been on a stable, high dose of gabapentin if kidney function is impaired.

Therefore, it is important that clinicians monitor renal function in patients on

gabapentin and renally adjust the dose when necessary in order to prevent

toxicity.

DISCUSSION: We present here a patient who presented with vague neuro-

logic symptoms while on multiple drugs capable of producing these effects.

Given the well-known neurologic adverse effects of lithium, lithium toxicity

was the presumptive diagnosis at presentation. Upon return of a therapeutic

serum lithium level, gabapentin toxicity was considered and ultimately
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identified as the culprit. Gabapentin is a widely prescribed medication and it is

often used at lower doses, so toxicity is thought to be uncommon. Adverse

reactions such as dizziness, drowsiness, and fatigue are reported to be as

common as >10%. However, symptoms of toxicity including decreased con-

sciousness, changes in gait, myoclonus, asterixis, and tremulousness are much

rarer and documented mainly in case reports. Gabapentin is excreted solely by

the kidneys, so renal dysfuntion may lead to accumulation of metabolites and

toxicity. Given the frequency of gabapentin use, clinicians must be cognizant

of changes in renal function and adjust gabapentin doses accordingly in all

patients on gabapentin in order to prevent morbidity.

AMIODARONE INDUCED HYPONATREMIA Clara Chu; Myat Soe.

Baystate Medical Center, Springfield, MA. (Control ID #2904886)

LEARNING OBJECTIVE #1: Encourage routine monitoring of serum

sodium levels in patients taking amiodarone.

CASE: 75 years old man with past medical history of atrial fibrillation

presented with generalized weakness and dizziness. He was found to have a

sodium of 120 in the setting of chronic hyponatremia with baseline sodium

126. Physical exam was unremarkable and patient appeared euvolemic. With

careful chart review, patient's chronic hyponatremia was noted to start after the

initiation of amiodarone for atrial fibrillation. Since then, he was admitted

recurrently for symptomatic hyponatremia in which amiodarone was never

suspected to be the culprit and therefore it was continued. During this presen-

tation, patient was worked up for euvolemic hyponatremia and it was consis-

tent with SIADH. In the absence of other apparent etiologies for SIADH, his

amiodarone was stopped. His hyponatremia improved and he was discharged

five days later with a sodium of 130 and advised to stop taking his amiodarone.

Three weeks later, patient again presented to the hospital for generalized

weakness and dizziness with recurrence of hyponatremia as he continued to

take amiodarone despite discharge instructions from last admission. His ami-

odarone was withheld again and patient was discharged three days later with

sodium 134.

IMPACT: Hyponatremia secondary to amiodarone usually occurs during the

first weeks of therapy or even during the loading period. It usually resolves

within a few days after stopping amiodarone despite the long half-life of

amiodarone. The mechanism of SIADH is unclear, but a proposed mechanism

by Shavit and Sherer is through channel-modulating effects of amiodarone on

renal tubules causing SIADH. This is the second case diagnosed within a few

months at our institution. Unexplained hyponatremia in patients taking amio-

darone should raise the concern for amiodarone induced SIADH. The impor-

tance of monitoring sodium levels during amiodarone therapy is clearly dem-

onstrated in this case report, as hyponatremia can lead to morbidity, recurrent

hospitalizations, and possibly mortality if left uninvestigated and untreated.

DISCUSSION: Hyponatremia is a common problem encountered in the

medical setting. Causes are wide and varied, including heart failure, adrenal

insufficiency, alcohol intoxication, and drug induced hyponatremia. Amioda-

rone induced hyponatremia is a rare occurrence that must be considered given

how common amiodarone is used as an antiarrhythmic agent. The first case

was documented in 1996 by Munoz and since then there have been twelve

other cases. Monitoring of the familiar adverse effects of amiodarone with

annual chest x-rays for pulmonary toxicity, semiannual liver function tests for

liver toxicity, and thyroid function tests every three to six months for thyroid

toxicity are commonly practiced. In addition, clinicians should also be aware of

amiodarone induced SIADH causing hyponatremia and consider monitoring

sodium levels routinely.

AN ANATOMICAL VARIANT DVT Krishna M. Patel1, 2; Zareen M.

Vaghaiwalla1, 2; Philip Denoux1, 2. 1Florida State University College of Med-

icine, Tallahassee, FL; 2TallahasseeMemorial Hospital, Tallahassee, FL. (Con-

trol ID #2942071)

LEARNING OBJECTIVE #1: Recognize May-Thurner syndrome as a

cause of deep venous thrombosis.

LEARNING OBJECTIVE #2: Manage May-Thurner syndrome with

catheter-directed thrombolysis or pharmacomechanical thrombolysis, as well

as systemic anticoagulation.

CASE: A 56-year-old Caucasian male with a significant past medical history

of coronary artery disease with 9 stents and coronary artery bypass graft,

hypertension, and hyperlipidemia presented for dyspnea on exertion for 1

week duration with left lower leg (LLL) pain and swelling. There were no

associated chest pain, coughing or palpitations. Vital signs were unremarkable.

Physical examination was positive for LLL edema extending to the calf. His

chest was clear to auscultation. C.T. angiography of chest performed showed a

pulmonary embolism in the right pulmonary artery and deep venous thrombo-

sis in the left external iliac vein communicating with a thrombus in the

common femoral, superficial femoral and left popliteal veins. The right com-

mon iliac artery was seen compressing the venous system, consistent with

May-Thurner syndrome. Pulmonary weight-based enoxaparin was started

initially. Interventional cardiologywas consulted due to the extent of thrombus.

A catheter-directed thrombolysis was performed revealing complete occlusion

of the left femoral and iliac veins requiring a percutaneous transluminal

angioplasty and stenting of left iliac and femoral veins, percutaneous translu-

minal angioplasty of the popliteal vein and placement of an inferior vena cava

(IVC) filter. On follow-up, a left lower extremity venogram was performed

showing restoration of normal flow to the area. The IVC filter was removed

and his medical regimen was converted to rivaroxaban 20mg daily.

IMPACT: This case demonstrates the importance of differentiatingMay-Thurner

syndrome (MTS) in patients presenting with lower extremity deep venous throm-

bosis, as it necessitates more extensive management compared to those without

predisposing anatomy. Furthermore, MTS cases should be identified and docu-

mented to raise awareness of this potentially caustic anatomical variant.

DISCUSSION: Deep venous thromboses (DVT) are a common medical

problem seen and treated by general internists with systemic anticoagulants.

Literature has documented approximately 20% of the population to have a

predisposition to May-Thurner syndrome (MTS), a compression of the

iliocaval venous system by an extrinsic component like the arterial system,

potentially causing extensive DVT. This case depicted extensive thrombus in

the LLL from compression of the right common iliac artery. Treatment ofMTS

differs from common DVT and consists of catheter-directed thrombolysis or

pharmacomechanical thrombolysis, as well as systemic anticoagulation. Early

recognition and treatment of MTS is vital in preventing complications as post-

thrombotic syndrome.

AN ATYPICAL PRESENTATION OF CELIAC DISEASE ASSOCIAT-

ED SMALL BOWEL ADENOCARCINOMA Satej Pradhan; Brian Dinh;

MelindaWayde.Wright State University, Dayton, OH. (Control ID #2939510)
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LEARNING OBJECTIVE #1: Recognize small bowel adenocarcinoma

(SBA) as a complication of Celiac Disease (CD), and its clinical features.

CASE: The patient is a 36 year old Caucasian female with history of CD (IgA

TTG positive) who initially presented with abdominal pain and nausea. She

had previously been seen at outside facilities for abdominal pain an an

unintentional 10lb weight loss over 4 months. She was afebrile and hemody-

namically stable. Her physical exam was remarkable for mid-epigastric ten-

derness without guarding or rebound tenderness. Laboratory analysis was

significant for markedly elevated lipase of 7296 U/L, elevated direct bilirubin

at 2.3 mg/dL, and abnormal liver enzymes including ALT 290 IU/L, AST 103

U/L, and alk phos 843 IU/L. Abdominal computed tomography imaging was

significant for biliary ductal dilatation. Right upper quadrant abdominal ultra-

sound showed a mass contiguous to the lateral pancreatic head near the

gastroduodenal junction. An endoscopic retrograde cholangio-

pancreatography was attempted but the scope could not be passed beyond a

large, ulcerated, and friable mass. Biopsies were taken of the mass and found to

be positive for adenocarcinoma. A CA-19-9 level was also obtained and found

to be 3591.3 U/ml. She was subsequently transferred to a higher acuity level

facility for pancreaticoduodenectomy.

IMPACT: This case highlights an uncommon malignancy associated with

Celiac's disease. Further, we describe a rare presentation of small bowel

adenocarcinoma in a young, previously healthy female. The malignancy has

an overall poor prognosis, with metastasis common at presentation. As treat-

ment options are limited with surgical resection as the mainstay, early clinical

suspicion is paramount for successful treatment.

DISCUSSION: Celiac disease (CD) is a common, chronic inflammatory

condition characterized by an auto-immune response to dietary gluten. The

incidence of the disease has approached 1% of the US population. Several

complications are associated with Celiac's including ulcerative jejunoileitis,

enteropathy associated T-cell lymphoma, and small bowel adenocarcinoma.

SBA is a rare malignancy and accounts for about 1% of GI cancers. It carries a

poor prognosis with greater than 50% of patients having metastasis at presen-

tation. Generally, patients are diagnosed between the ages of 55 to 64 years,

with the current 5-year survival rate of 65.5%. Treatment strategies favor

aggressive surgical intervention with limited data regarding adjuvant chemo-

therapy or radiation. The case presented is particularly unique in that it presents

a rare malignancy, in younger female which is rarer still. The association

between CD and SBA is not well understood and further research into this

link is needed. Indeed, clinicians must remain vigilant with early suspicion for

malignancies in CD patients.

AN ELDERLY WOMAN WITH CARDIAC TAMPONADE CAN TU-

BERCULOSIS BE THE CULPRIT Nurilign A. Bulcha; Sapna

Raghunathan; Dharmarajan S. Thiruvinvamalai. Montefiore Medical Center,

Bronx, NY. (Control ID #2946165)

LEARNING OBJECTIVE #1: Recognize cardiac tamponade as a conse-

quence of Tuberculosis pericarditis.

LEARNING OBJECTIVE #2: Understand the challenges in diagnosing

Tuberculosis pericarditis.

CASE: A 77 year old woman presented with two months of shortness of

breath, weakness and a 10 pound weight loss. She had tachypnea, tachycardia

and distant heart sounds. Lab results revealed a WBC count of 9.7 and Hg of

11.9 g/dl. A CT scan of the chest revealed a large pericardial effusion and an

old right upper lobe granulomatous lesion with scarring. There was a large

pericardial effusion with diastolic right ventricular collapse on echocardiogra-

phy. Pericardiocentesis revealed 1L of hemorrhagic fluid with lymphocytic

leukocytosis, high LDH and protein. Cytology was negative for malignant

cells. Sputum and pericardial AFB smear and cultures as well asMycobacterial

PCR were negative. Interferon gamma release assay and HIV tests were also

negative. The patient declined pericardial biopsy. On further questioning, the

patient revealed that she is from a TB endemic country and had cared for her

younger sister who died from complications of TB ten years ago. Tuberculous

pericarditis was suspected and the patient was started on an anti -TB regimen.

IMPACT: Diagnosing Tuberculous pericarditis is challenging but a thorough

history can assist in making the diagnosis and initiating appropriate therapy.

DISCUSSION: Tuberculous pericarditis is a less common form of extra-

pulmonary TB seen in about 1-2% of cases. Mortality rate can reach 90% if

untreated. Manifestations include constrictive pericarditis (more common) and

cardiac tamponade. Patients can present with tachycardia, hypotension/shock,

engorged neck veins and pulsus paradoxus in either condition. Kussmaul's sign

and pericardial friction rub are typically noted in constrictive pericarditis.

Echocardiography and CT/MRI imaging can help distinguish between the

two. Diastolic right ventricle collapse on echocardiography indicates cardiac

tamponade. Diagnosis of TB pericarditis is confirmed by identifying myco-

bacterial bacilli in the pericardial fluid or pericardial biopsy, but is challenging.

Positive acid fast smear or cultures are seen in less than 60 percent of patients.

Pericardial fluid reveals a lymphocytic predominant leukocytosis with high

LDH and protein. However, this is not diagnostic. Due to scarcity of data on

sensitivity and specificity, DNA polymerase chain reaction tests are less

reliable. Absence of evidence of pulmonary TB does not exclude TB pericar-

ditis. Radiographic evidence of pulmonary TB is absent in up to two thirds of

patients. AFB smear and culture of sputum are negative in 45 to 90% of cases.

Tuberculin skin tests and IGRA are also negative in most patients with TB

pericarditis. Our case illustrates an unusual presentation of pericardial

tamponade and the difficulty in determining the diagnosis. Given the favorable

prognosis of Tuberculous pericarditis with early treatment, empiric therapy

should be considered when there is high clinical suspicion.

AN ENLIGHTENING CAUSE OF NEPHROTIC SYNDROME Holland

M. Kaplan; Shradha A. Kulkarni. Baylor College of Medicine, Houston, TX.

(Control ID #2945204)

LEARNING OBJECTIVE #1: Recognize plasma cell dyscrasias as a possi-

ble etiology of nephrotic syndrome

LEARNING OBJECTIVE #2: Diagnose monoclonal immunoglobulin de-

position disease

CASE: A 35-year-old previously healthy man presented with fatigue, facial

and bilateral leg swelling, and polyuria for one month. He was found to be

hypertensive to 195/122 mmHg with periorbital edema and symmetric pitting

edema in his legs. Fundoscopic exam revealed cotton wool spots and flame-

shaped hemorrhages. Laboratories were notable for a creatinine of 6.18 mg/dL

and a hemoglobin of 10 g/dL. No prior values were known. Urinalysis showed

proteinuria and hematuria, and twenty-four hour urine collection revealed

11.28 grams of protein. Serum calcium was normal. A urine protein electro-

phoresis showed a monoclonal peak in the gamma region identified as kappa

light chain on immunofixation. Renal biopsy showed diffuse kappa light chain

deposition with diffuse mesangial expansion and basement membrane
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thickening, diagnostic of kappa light chain deposition disease (LCDD). Bone

marrow biopsy revealed greater than fifty percent plasma cells with kappa

predominance, consistent with a diagnosis of multiple myeloma.

IMPACT: Themean age of patients with LCDD is fifty six years; in one study,

one-third of patients were less than fifty years of age. Higher serum creatinine

at time of kidney biopsy, indicating disease progression, is associated with

increased risk of advancing to end-stage renal disease. While LCDD is rare,

internists must consider this diagnosis in patients presenting with nephrotic

syndrome, as delay in diagnosis portends increased morbidity and mortality in

this younger patient population.

DISCUSSION: This case demonstrates a typical presentation of a rare disease,

kappa-predominant LCDD, a type of monoclonal immunoglobulin deposition

disease (MIDD). The pathogenesis of MIDD is similar to that of amyloidosis,

but the light chains do not have the biochemical properties needed to form

fibrils and are instead deposited as Congo red-negative granules. Patients with

MIDD typically present with renal failure, proteinuria, hematuria, and hyper-

tension, all of whichwere present in our patient. In a case series of patients with

MIDD, M-spike was detected on serum protein electrophoresis in 86% of

patients, and 59% of patients met diagnostic criteria for multiple myeloma. The

characteristic features of LCDD on renal biopsy include nodular sclerosing

glomerulopathy, diffuse linear staining of glomerular basement membrane for

kappa chains, and granular deposits, all of whichwere identified in our patient's

biopsy. Greater awareness of MIDD among internists will lead to continued

improved outcomes in this patient population in which early detection is

paramount for renal survival.

AN EOSINOPHILIA NOT TO BE IGNORED Xin Zhang; Luke T.

Hafdahl. Mayo Clinic, Rochester, MN. (Control ID #2939558)

LEARNING OBJECTIVE #1: Recognize parasitic infection as a common

cause of chronic eosinophilia worldwide

LEARNING OBJECTIVE #2: Recognize indications for Strongyloides

screening and treatment in the refugee population

CASE: A 38 year old healthy woman presented to clinic with postprandial

abdominal pain. She emigrated from Ethiopia 12 years ago. She did not take

any medications or supplements. Laboratory revealed hemoglobin 10.9 g/dL,

MCV 85, eosinophils 890 cells/microL, ferritin 9 mcg/L, and negative tissue

transglutaminase antibody. Stool studies were negative for H pylori antigen;

ova and parasite stool culture was negative. On review of previous labs,

eosinophilia had been present for two years and had been as high as

1500/microL. Strongyloides IgG antibody and trichinella IgG antibody were

obtained for further evaluation. Strongyloides IgG antibody was positive. Due

to high clinical suspicion for chronic strongyloidiasis, patient was treated with

oral ivermectin daily for two consecutive days. At a follow-up visit 5 months

later, abdominal pain has resolved. Repeat laboratory data demonstrated nor-

mal eosinophil count at 150/microL and improved ferritin level at 18 mcg/L.

IMPACT: This case highlights the importance of completely evaluating

incidental laboratory abnormalities. While patient had demonstrated eosino-

philia on multiple occasions, the underlying etiology had not previously been

pursued. Furthermore, it raises awareness of the potential long term health

complications in the refugee population.

DISCUSSION: Strongyloides stercoralis infection affects 100 million people

worldwide. Due to cycles of auto-infection, Strongyloides can cause chronic

infection. Patients may also be asymptomatic and solely present with

eosinophilia. Stool ova and parasite examination has a <60% sensitivity when

performed 3 times for Strongyloides. Serology detecting IgG to filariform larva

has sensitivity of 83-93%. While serologic testing cannot distinguish active

versus past infection, it is sufficient for diagnosis per Center for Disease

Control and Prevention (CDC) guidelines. Serology can be combined with

other tests, such as stool ova and parasite examination, to increase sensitivity.

Currently, the CDC recommends 2 doses of pre-departure ivermectin to treat

presumed strongyloidiasis for refugees from non-Loa loa endemic countries.

Blood smear should be obtained to exclude Loa loa infection prior to

Strongyloides treatment, as patients with high Loa loa microfilaremia can

develop life threatening encephalopathy with ivermectin therapy. Screening

complete blood count with differential is recommended to rule out eosinophil-

ia. The presence of absolute eosinophilia count ≥ 400 cells/mL is an indication

to evaluate for parasitic infections, including helminths, Strongyloides, and

Schistosoma. Unfortunately, studies have suggested poor compliance with

Strongyloides screening and treatment guidelines for refugees arriving in the

USA.

AN INTERESTING CASE OF HIP PAIN Afsana Rahman1; Rashmi

Advani2; Dawn Zhao3; Valentina Goloborodko1. 1Montefiore Medical Center,

Jamaica, NY; 2Montefiore Medical Center- Moses and Weiler Division,

Bayside, NY; 3University of Texas Health Science Center at San Antonio,

San Antonio, TX. (Control ID #2942638)

LEARNING OBJECTIVE #1: Identify the diagnostic criteria for native

valve infective endocarditis (IE)

LEARNING OBJECTIVE #2: Understand the association of infective en-

docarditis with sacroiliitis and iliacus abscess

CASE: 75-year-old woman presented with gradual onset of left lateral hip pain

for 5 days. She reported no trauma, fevers, chills, sick contacts, or recent travel.

She had COPD, atrial fibrillation, severe pulmonary hypertension and a

repaired atrial septal defect. She had tenderness at the left lateral hip but normal

range of movement. Exam showed palmer Janeway lesions, splinter hemor-

rhages, and an old systolic murmur. Laboratory data showed elevated CRP,

leukocytosis and multiple positive blood culture for MSSA. MRI hip revealed

multiple loculated fluid collections in left iliacusmuscle and left sacroiliitis, CT

Chest revealed multifocal lung opacities and transthoracic echocardiogram

(TTE) was negative for vegetations. IE was diagnosed and she was treated

with IV antibiotics. The patient became unstable from septic shock and trans-

esophageal echocardiogram (TEE) was deferred. She passed away from over-

whelming sepsis despite antibiotics and ICU care.

IMPACT: Highlights the varied presentation of IE and encourages clinicians

to keep a broad differential for patients with hip pain.

DISCUSSION: Infective Endocarditis (IE) has a prevalence of 4 to 7 per

100,000 per year in the United States. Internist constantly keep IE on their

differential because the mortality rate of Staph aureus native valve endocarditis

has been reported to be as high as 25-45%. The classic picture involves a

febrile patient with new murmur, IV drug use, recent dental procedure and

bacteremia. In contrast, this patient presented to the hospital because of hip

pain and was never febrile. Nevertheless, she fit diagnostic criteria for definite

endocarditis. The Duke's criterion was first proposed in 1994 and has been

used universally for the diagnosis of IE. Diagnosis can be made with either two

major criteria or one major and three minor. This patient has one major criteria

(sustained positive blood culture with Staph aureus) and three minor criteria

JGIM ABSTRACTS S453



(prior cardiac surgery, Janeway lesions/splinter hemorrhages, leukocytosis/

CRP). TTE in this patient did not demonstrate valvular vegetations, however

TTEs have a sensitivity of 40-60% in detecting vegetations compared to 94-

100% for TEEs. Especially in this high-risk patient, this negative result has

very little value. Septic sacroiliitis has been reported widely as a complication

of IE and in some cases prompted further investigation for IE. Iliacus muscle

abscess, on the other hand, has seldom been reported with IE much less in

addition to sacroiliitis. This can be explained by their proximity and shared

blood supply (internal iliac artery). Joint aspiration and drainage of the abscess

are necessary to make definitive diagnosis as well as treatment. As seen in this

case, IE can present with multifocal disseminated infection and is a life

threatening condition even with appropriate treatment.

AN OLD CAUSE OF HYPERCALCEMIA Jeremy Gentile1; Kajali

Mishra1; David R. Henkin2; Vinay Shah2. 1Henry Ford Hospital, Sterling

Heights, MI; 2Henry Ford Hospital, Detroit, MI. (Control ID #2946357)

LEARNING OBJECTIVE #1: Milk-alkali syndrome is an increasingly

common cause of hypercalcemia due to increased calcium and vitamin D

supplementation and can present with surprisingly high serum calcium levels

LEARNINGOBJECTIVE #2: Review of a patient's supplement list is often

neglected as not clinically relevant and should be included in a medication

reconciliation

CASE: Our patient was an 80-year-old female who presented to the ED with

weakness of two days duration without any other systemic or localized symp-

toms. She had a history of atrial fibrillation, hypothyroidism, and severe aortic

stenosis. Vitals were within normal limits and a neurological exam revealed

decreased muscle strength with no focal neurological findings. Labs were

notable for a serum calcium level of 15.7 mg/dL with an ionized calcium of

1.87 mmo/L and creatinine of 2.50 mg/dL up from a baseline of 1.4. PTH was

suppressed. Vitamin D and 1,25 vitamin D were normal. Her medication

regimen was discussed with her family and it was noted that she had been

taking calcitriol as well as 1800mg of elemental calcium and 2000 IU of

vitamin D daily for previous hypoparathyroidism diagnosed years earlier.

Workup included a PTHrP within normal limits, a nuclear bone scan with no

suspicious lesions and a normal SPEP/UPEP/free light chain analysis. She was

noted to have a urinary tract infection and was treated with antibiotics. Her

calcium and creatinine normalized within 48 hours with aggressive fluid

replacement, furosemide, and calcitonin. Her calcium supplementation and

calcitriol were discontinued and her calcium remained normal after 4 months

of outpatient follow up.

IMPACT: 90% of patient's presenting to the hospital for hypercalcemia have

underlying malignancy or hyperparathyroidism. An increasing emphasis on

calcium and vitamin D supplementation for the treatment of osteopenia has led

to a resurgence in cases of milk-alkali syndrome. Dietary changes, acute

illness, and changes in medication can precipitate severe hypercalcemia in

susceptible patients.

DISCUSSION: Acute hypercalcemia is common clinical entity. Values above

13mg/dl are classically attributed to malignancy with lower levels being attrib-

uted to hyperparathyroidism or vitamin D excess. Milk-alkali syndrome was

originally described in patients with PUD who were treated with milk and

antacids in the era before H2 blockers or PPIs. In the modern era, increased

ingestion of calcium and vitamin D in the setting of renal failure can lead to the

rapid development of hypercalcemia and metabolic alkalosis. Calciuresis then

further contributes to dehydration and worsening renal failure. It was felt that in

our patient, UTI with decreased oral intake precipitated acute renal failure. With

the widespread use of calcium and vitaminD supplements for the prevention and

treatment of osteoporosis, it is important for clnicians to recognize that milk-

alkali syndrome is an increasingly common cause of hypercalcemic crisis and

can present with calcium levels generally attributed to malignancy.

ANOMENTALMASS -OFMAJORCONCERNUNTIL IT ISN'T Pooja

Hebbal; Christopher Andrade; Isaac Leader; David Hirschl. Montefiore Med-

ical Center, Bronx, NY. (Control ID #2946733)

LEARNING OBJECTIVE #1: Identify uncommon causes of abdominal

masses.

LEARNING OBJECTIVE #2: Recognize the pathophysiology and treat-

ment of Extra Medullary Hematopoiesis (EMH).

CASE: A 78-year-old woman presented with right upper quadrant abdominal

pain for one week. Her past medical history was notable for chronic anemia

and recurrent bilateral pulmonary effusions despite undergoing pleurodesis.

Ultimate etiology of the effusions was unclear although testing demonstrated a

transudative process. She had severe right upper quadrant tenderness without

rebound or palpable masses. Abdominal CT noted focal wall thickening of the

hepatic flexure and a 5cm x 8cm x 5cm omental mass. Testing for Clostridium

difficile was positive for which she was treated with antibiotics. IR guided

biopsy of the mass revealed EMH.

IMPACT: Abdominal pain found to occur in the setting of a mass can be of

major concern. Biopsy showing EMH in omental tissue is a rare occurrence

and may be reflective of an underlying condition however in and of itself is not

cause for concern.

DISCUSSION: Several etiologies can present as an abdominal mass

including malignancy, abdominal aortic aneurysm, or hepatosplenomegaly.

Mass effect by tumors on parts of the gastrointestinal tract may manifest

as pseudo-obstruction or gastric outlet obstructing resulting in pain. Al-

though infectious processes, such as an abscess may also be possible,

uncommon causes should be considered depending on the history provid-

ed by the patient. Less common etiologies including omental EMH,

amebomas, and retroperitoneal cysts should be considered and if needed

treated. Although our patient's complaint of worsening abdominal pain

could be in the setting of acute infection, the duration of her symptoms

prior to presentation and CT findings is suggestive of a different etiology,

underlying the importance of clinical correlation of history with objective

data. Our patient's chronic anemia and persistent hypoxia likely served as

a catalyst for development of hematopoietic cells outside the bone mar-

row. EMH occurs as the body works to increase red blood cells in order

to meet oxygen demand. Typically, such findings are seen in conditions

where the bone marrow has been replaced through fibrosis, as in primary

myelofibrosis, or chronic destruction of red cells, as in hereditary

spherocytosis, which requires a higher rate of red cell production. In such

cases, typical sites of EMH include the liver, spleen, paraspinal areas and

lymph nodes. Depending on the location of the extramedullary tissue,

patients may present with different symptoms. In rare occasions, EMH

has been noted within the omentum however patients are typically asymp-

tomatic. Treatment for EMH varies, ranging from blood transfusions,

chemotherapy, radiotherapy or even surgical resection, depending on the

underlying etiology.
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AN OUNCE OF PREVENTION IS WORTH A POUND OF CURE:

MISSEDOPPORTUNITIES FORPNEUMOCOCCALVACCINATION

Lisa N. Glass2; Jillian S. Catalanotti1. 1The George Washington University,

Washington, DC; 2George Washington University, DC, WA. (Control ID

#2927069)

LEARNINGOBJECTIVE #1: Recognize the indications and correct sched-

ule for pneumococcal vaccinations to prevent S. pneumoniae infection.

CASE: A 41-year-old woman with systemic lupus erythematosus and lupus

nephritis, hypertension and hyperlipidemia presented with vomiting and fever.

Physical examination revealed tachycardia and hypotension. Home medica-

tions included prednisone and mycophenolate mofetil. She was given intrave-

nous normal saline, vancomycin and piperacillin-tazobactam, and admitted to

the intensive care unit. She was diagnosed with lobar pneumonia and

S. pneumoniae bacteremia. During admission, the patient received the pneu-

mococcal conjugate vaccine (PCV13), and was advised to obtain the pneumo-

coccal polysaccharide vaccine (PPSV23) two weeks later. She was seen post-

discharge in primary care clinic, where she was advised to delay PPSV23 for

eight weeks after her first pneumococcal vaccine. On record review, this was

her second admission for S. pneumoniae bacteremia. After the first infection

several months prior, she had been seen in primary care clinic, a missed

opportunity for pneumococcal vaccination.

IMPACT: This case highlights the correct use of both PCV13 and PPSV23

vaccination in patients age 19-64 who are immune-compromised or on chronic

immunosuppressive therapy.

DISCUSSION: The CDC estimates 400,000 yearly admissions for pneumo-

coccal pneumonia in the United States with 12,000 cases of pneumococcal

bacteremia. Pneumococcal vaccination is indicated for prevention of

S. pneumoniae infection in all patients age 65 or older and in select patients

age 19-64. Compared to placebo, PCV13 was 45% effective against pneumo-

nia and 75% effective against invasive pneumococcal disease. PPSV23 has an

estimated 73% efficacy against pneumonia and 74% efficacy against invasive

pneumococcal disease. ACIP guidelines for PCV13 in adults, with different

indications than those for PPSV23, have created some confusion. Indications

for PCV13 for those age 19-64 include asplenia, chronic renal failure, certain

malignancies and immune-compromise, including long-term systemic cortico-

steroids and radiation therapy. Indications for PPSV23 in patients aged 19-64

are broader than those for PCV13. For patients requiring both vaccines before

age 65, ACIP recommends giving PCV13 first, then PPSV23 at least eight

weeks later. If PPSV23 has already been given first, PCV13 should be given at

least one year later. The recommendation to give PCV13 prior to PPSV23 in

patients requiring both is based on evidence of increased immunogenicity. For

adults without indication for PCV13 before age 65, the preferred interval

between the two vaccines is at least one year, in either sequence. ACIP chose

these intervals to prevent adverse reactions associated with vaccinations inter-

val shorter than eight weeks, to provide timely protection of at-risk patients, to

maximize immunogenicity for those over age 65, and to better align recom-

mendations between various groups, although scant data exists to support the

chosen intervals.

ANOVERLOOKEDCASE OFACUTEAORTIC DISSECTIONWITH

LOWER LIMBS NUMBNESS Rena Usui1; Mitsunori Iwase2. 1Toyota

Memorial Hospital, Toyota, Japan; 2Toyota memorial hospital, Toyota, Japan.

(Control ID #2946320)

LEARNINGOBJECTIVE #1:Don't overlook acute aortic dissection (AAD)

without severe sudden pain.

LEARNING OBJECTIVE #2: Symptoms of AAD are easy to change

dynamically.

CASE: A 67-year-old man was transported to the emergency room with right

lower limb numbness. He had a mild back pain while sitting in front of the

computer for a long time before numbness occurred. Mild back pain and leg

numbness persisted. Vital signs revealed blood pressure of 169 /102 mmHg, pulse

of 88 beats/min, respiratory rate of 14 breaths/min with his oxygen saturation of

96%on room air. He had a history of hypertensionwithout anymedication. He had

lateral and dorsal right lower limbs numbness. Therewas neither coldness nor color

change and pulses were felt on both dorsalis pedis. Straight-Leg-Raising test was

negative. Brain and lumbar CTshowed no abnormal findings. Back pain and lower

limbs numbness abated gradually and he left hospital. However on the way home,

the right lower limbs numbness relapsed and he felt severe right leg pain. Vital

signs revealed blood pressure of 180 /130 mmHg, pulse of 85 beats/min, respira-

tory rate of 14 breaths/min with his oxygen saturation of 100% on 5L mask.

Although he could move his legs, pulse deficit and coldness were observed in both

lower limbs. Enhanced CT revealed aortic dissection in the lower abdominal aorta.

The true lumen was totally compressed with thrombosed false lumen below the

renal arteries but the collateral flow from the inferior epigastric artery was observed

below the femoral artery level.He was diagnosed as dynamic obstruction of the

lower abdominal aorta. Severe pain and coldness persisted only on the right leg.We

performed right axilla-femoral artery bypass emergently. The postoperative course

is uneventful and he was discharged on the ninth hospital day.

IMPACT: Severity of AAD's symptoms can change dynamically. The fre-

quency of misdiagnosis was reported to be 10-20% at the first visit in patients

with AAD. It is important to consider the possibility of AAD even without

severe pain and take enhanced CT to confirm it.

DISCUSSION: Differential diagnosis of limb numbness, we should consider

cerebrovascular disorder, radiculopathy due to disc herniation or spinal steno-

sis and ischemia caused by AAD or arterial occlusion. We denied these

diseases at his first visit because his symptoms abated gradually. Some patients

with AAD have few symptoms and it can be misdiagnosed. Malperfusion can

be occurred on any main aortic branches by AAD. Importantly, the hemody-

namics can change frequently especially on dynamic obstruction with com-

pressed true lumen by expanded false lumen. Severe pain occurred only on the

right leg in the present case. It may be due to collateral networks because the

patient had intermittent claudication on his left leg. Cautious medical interview

is helpful to understand dynamic pathophysiology. Diagnosis of AAD was

difficult by plain CT alone. AAD should be considered even without severe

pain and enhanced CT is more powerful to confirm it.

AN UNCOMMON CAUSE FOR A COMMON PROBLEM: KNEE

PAIN AND SWELLING Leah S. Taffel1; Hollis Day2. 1Boston Medical

Center, Boston, MA; 2Boston University Medical School, Boston, MA. (Con-

trol ID #2942686)

LEARNING OBJECTIVE #1: Recognize the clinical features of a ruptured

Baker's cyst.

LEARNINGOBJECTIVE #2:Diagnose complications of a ruptured Baker's

cyst.

CASE:An 87 year oldmanwith a history of hypertension and benign prostatic

hyperplasia presented to the geriatrics clinic with 3 days of right knee pain and
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swelling. He denied recent trauma. Vitals were stable. Exam was notable for

right lower extremity edema and tenderness to the anterior and posterior knee

and calf. There was no erythema or warmth. Ultrasound (US) with Doppler

was negative for deep vein thrombosis (DVT). X-ray was consistent with mild

osteoarthritis (OA). He was prescribed acetaminophen 1000mg three times

daily. One week later, he reported worsening pain and swelling now requiring

assistance to walk. He was referred to rheumatology where he was noted to

have new erythema and warmth over the knee. Cephalexin was started for

cellulitis. He returned to the geriatrics clinic after three days of antibiotics with

no improvement in symptoms. On exam, he continued to have significant

tenderness to the posterior knee with no signs of limb ischemia or neurologic

dysfunction. Complete orthopedic US of the right knee showed a collapsed

Baker's cyst with severe synovial thickening. Extension of the cyst was seen

above and below the gastrocnemius muscle. Symptoms improved with ibu-

profen three times daily, tramadol as needed, and completion of antibiotics.

Plan was to refer to radiology for intraarticular steroids if symptoms recurred.

IMPACT: Lower extremity swelling and knee pain are common complaints

seen in geriatrics clinics. Frequent etiologies include DVT, exacerbation of

OA, and bursitis. When symptoms are inconsistent with diagnostic images, or

pain worsens despite adequate treatment, a ruptured Baker's cyst should be

considered. By identifying the cause of symptoms earlier, prompt delivery of

the appropriate intervention can be administered.

DISCUSSION: Baker's cysts occur commonly in adults. While usually

asymptomatic, the most common symptoms associated with a Baker's cyst

are posterior knee pain, swelling, and knee stiffness. Symptoms tend to worsen

with activity and hyperflexion of the knee. Although uncommon, complica-

tions of Baker's cyst include enlargement, dissection, and rupture. When cysts

enlarge they can cause asymmetric lower extremity edema due to compression

of adjacent veins. This may be mistaken for a DVT, as was seen in our patient.

When rupture occurs, it is associated with severe pain and can be accompanied

by warmth, tenderness and erythema of the calf. Rare complications can

include posterior tibial nerve entrapment, anterior and posterior compartment

syndrome, and popliteal artery occlusion causing limb ischemia. Diagnosis

should be made by X-ray and designated orthopedic US. Treatment for

symptomatic Baker's cysts is arthrocentesis of the knee and intraarticular

steroid injection.

AN UNCOMMON CAUSE OF FEVER AND RASH: UNEARTHING

THE CAUSE BY SKIN BIOPSY Atsuyuki Kusunoki1; Jeongyoo Kim1;

Sandra Y. Moody2; Makito Yaegashi1. 1Kameda Medical Center, Kamogawa,

Japan; 2Kameda Medica Center & UCSF/SFVAMC, Kamogawa City, Japan.

(Control ID #2937755)

LEARNING OBJECTIVE #1: Recognize importance of AFB staining of

skin biopsy in a HIV-negative patient as a diagnostic option

CASE: A 67-year-old man with a history of rheumatoid arthritis (RA) and

hypertension presented with fever for one month. Several years ago, general-

ized erythema developed, which has persisted since then. One month ago, an

intermittent fever started. The day before admission, polyarthralgias devel-

oped, which resulted in difficulty standing. Thus, he presented to our emer-

gency department for evaluation. He was taking prednisolone 15 mg daily and

methotrexate 10 mg weekly for RA. On physical examination, his vital signs

were a temperature of 38.5°C, blood pressure 96/58 mmHg and pulse 102

BPM. Moon-faces and a lower back nodular mass were noted. His wrists,

dorsum of hands, and finger joints were swollen. Polymorphic edematous

erythema of variable sizes was found on his chest, back, lower abdomen, and

limbs bilaterally. Because of hypotension and tachycardia, he was transferred

to the intensive care unit. Intravenous norepinephrine and hydrocortisone were

given. Computed tomography of the chest revealed multiple nodules in the left

upper lobe. Sputum AFB and PCR were positive for Mycobacterium

intracellulare, but the mycobacterial culture was negative. A skin biopsy of

the abdomen showed granulomatous lesions with the presence of acid-fast

bacilli. The skin and blood cultures grew a nonidentifiable Mycobacterium

species, of which none of the 14 slow-growing species of mycobacteria

including M. tuberculosis complex, M. avium, M. intracellulare or

M. kansasii was found. In addition, the bone marrow biopsy did not reveal

granulomas, nor were mycobacteria found on smear and culture. His HIV test

was negative. He had never received TNF-α inhibitor for his RA. We admin-

istered clarithromycin, ethambutol, and rifampicin, and the facial, abdominal,

and back rash resolved.

IMPACT: Although rare, disseminated nontuberculous mycobacterial (NTM)

infection could be the cause of chronic erythema of the skin and subacute fever

in a patient who is HIV negative.

DISCUSSION: There are scarce data about disseminated NTM infection in

HIV-negative patients. Only two case series from Taiwan (15 cases) and

Thailand (129 cases) were reported. In the Taiwan study, M. avium complex

was the most common species isolated, followed by a rapidly growing myco-

bacterium, and thenM. kansasii. Anemia, high C-reactive protein (CRP), high

alkaline phosphatase (ALP), and positive blood cultures were common. Also,

upper lobe lung disease was predominant on chest radiography. In our patient,

his CRP was elevated, but his hemoglobin and ALPwere within normal limits,

and the chest CT showed a mass in his left upper lobe. His only immunosup-

pressive medications were prednisolone and methotrexate. In evaluating a

HIV-negative patient with chronic fever and erythema, obtaining skin biopsy

with AFB staining may lead to the diagnosis of disseminated NTM infection.

AN UNCOMMON ETIOLOGY OF RENAL FAILURE IN DECOM-

PENSATED CIRRHOSIS: EXPANDING THE DIFFERENTIAL Alaina

C. Chodoff; Paige M. Banyas; Alfred Shoukry. UPMC, Pittsburgh, PA. (Con-

trol ID #2944941)

LEARNING OBJECTIVE #1: Differentiate the causes of acute kidney

injury (AKI) in patients with cirrhosis

LEARNING OBJECTIVE #2: Recognize indications for the work-up of

glomerulonephritis (GN) in patients with cirrhosis

CASE: A 52 year old woman with a history of cirrhosis and hepatitis C virus

(HCV) infection treated with sustained virologic response was admitted with

AKI. Physical examination revealed abdominal distension and anasarca. As-

cites studies were consistent with portal hypertension without spontaneous

bacterial peritonitis. Labs showed serum creatinine 1.9 mg/dL (increased from

baseline 1.5 mg/dL), hemoglobin 8.8 g/dL, platelets 38 k/uL and INR 1.9.

Urinalysis showed brown turbid color, >100 red blood cells, 8 white blood

cells and 300+ protein. Urine sodium was 18 mmol/L with a fractional

excretion of sodium of 0.1%. Pre-renal etiology was presumed, but her renal

function worsened despite albumin challenge. Creatinine peaked at 3.3 mg/dL.

Urine protein to creatinine ratio was 3.6. Red blood cell casts were seen on

urine microscopy. Serologic testing revealed an elevated antinuclear antibody

of 1:80 titer in a homogenous pattern, elevated anti-double strandedDNAof 12
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IU/mL and decreased complement levels. Work-up for other causes of GN

including anti-neutrophil cytoplasmic antibody, anti-glomerular basement

membrane, cryoglobulins, rheumatoid factor and anti-Streptolysin O was

unremarkable. HCV viral load was undetectable. Kidney biopsy was per-

formed. Light microscopy revealed a membranoproliferative injury pattern.

Immunofluorescence staining showed a full house pattern strongly suggestive

of lupus nephritis (LN). Given her decompensated cirrhosis, pulse steroids

were avoided and she was started on induction therapy with mycophenalate

mofetil, prednisone and hydroxychloroquine.

IMPACT: AKI is common in patients with cirrhosis and incurs an increase in

mortality. GN is a less common etiology requiring a high index of suspicion for

diagnosis. While patients with cirrhosis can be predisposed to GN (particularly

IgA nephropathy related to cirrhosis or cryoglobulinemia related to HCV), it is

imperative to consider de novo diagnoses causing GN. The decision to biopsy

was the critical turning point for this patient without a prior diagnosis of lupus.

DISCUSSION: GN should be suspected in patients with proteinuria (>1 g/day

without hematuria or >0.5 g/daywith hematuria), a rising serum creatininewithout

alternative causes or red blood cell casts. GN in patients with liver disease is

frequently caused by immune-complex deposition, most often secondary to

hepatitis B or C infection or alcoholic liver disease. Serologic evaluation to rule

out other secondary causes, including autoimmune disease or paraproteinemias,

should be undertaken in all patients suspected of havingGN. Renal biopsy is often

necessary to establish a definitive diagnosis. Early recognition of LN is critical to

preserve kidney function as response to immunosuppression improves when

treatment is started earlier in the disease course.

ANUNCOMMONTREATMENTFORCRYPTOCOCCALMENINGI-

TIS IN AN IMMUNOCOMPETENT PATIENT Jess Lorenz. Legacy Hos-

pital, Portland, OR. (Control ID #2942350)

LEARNING OBJECTIVE #1: Recognize the clinical features and compli-

cations of cryptococcal meningitis

LEARNING OBJECTIVE #2: Learn about a novel method to treat crypto-

coccal meningitis

CASE:A 42 year-old male presented four days after hitting his head on a steel

beamwhile at his job as a windowwasher. He complained of nausea, vomiting,

headache, and photophobia. No one else had similar symptoms. He smoked

cigarettes, and had a history of drug use prior to his recent 17 year incarcer-

ation. Examwas significant for a fever of 38.9, tenderness and decreased range

of motion of the cervical spine. Lumbar puncture demonstrated neutrophilic

predominance, high protein and normal glucose. He was given empiric cover-

age for bacterial meningitis. Over the next few days, his symptoms progressed

to include confusion, increased neck stiffness, and an unsteady gait. Initial

testing of CSF and blood cultures, HSV PCR, enterovirus PCR, and HIV were

all negative. On hospital day four, the CSF was found to be positive for

Cryptococcus Neoformans. The patient completed a 14-day course of

flucytosine and liposomal amphotericin B. He was discharged on oral flucon-

azole. Two weeks after discharge, the patient returned to the emergency room

with headache, vomiting, blurry vision, and altered mentation. On exam, the

patient had a new left-sided cranial nerve VI palsy. CT showed obstructive

hydrocephalus due to the development of cryptococcomas and a

ventriculostomy was placed. Initially, he was restarted only on liposomal

amphotericin B, but because his symptoms continued to worsen, flucytosine

was restarted as well. His hydrocephalus continued to worsen and he required

the placement of an Ommaya reservoir and intrathecal amphotericin dosing for

12 days. He successfully completed 6 weeks of intravenous antifungals and

was started oral fluconazole upon discharge.

IMPACT: Cryptococcal meningitis is typically thought of as an indolent

disease affecting immunocompromised individuals. However this case shows

how we should also consider this disease in immunocompetent patients. One

study revealed that up to 30% of immunocompetent patients with cryptococcal

meningitis develop hydrocephalus and this case demonstrates it can develop

throughout all phases of treatment. Because of this, patients should have close

follow-up and vigilant monitoring for complications.

DISCUSSION: This case describes the presentation of an immunocompetent

patient with cryptococcal meningitis and the potentially fatal complication of

hydrocephalus. There is limited data regarding the next step in treatment of

cryptococcal meningitis when the standard therapies have failed. The treatment

highlighted in this case is the administration of intrathecal antifungals. Classi-

cally, this is executed with serial lumbar punctures, a procedure which is both

time consuming for the physician, and uncomfortable for the patient. However,

the use of the Ommaya reservoir eliminates these barriers and would facilitate

research into the use of intrathecal antifungals as the next line in treatment.

ANUNEXPECTEDCAUSEOFNEUTROPENIC FEVER Zachary Sher-

man; Gregory McWilliams. New York Presbyterian/Weill Cornell, New York,

NY. (Control ID #2944836)

LEARNING OBJECTIVE #1: Identify the impact that anchoring bias has

upon clinicians' differential diagnosis.

CASE: A 69 year-old woman with metastatic breast cancer on cyclophospha-

mide, methotrexate, and fluorouracil (last dose eight days ago) presented with

fevers for four days. She was hypotensive at her oncologist's office and sent to

the emergency room. She denied any localizing infectious symptoms. The

patient did endorse a recent dog bite on her left nipple. She received

pegfilgrastim seven days prior to presentation. The patient did not have any

adverse effects on previous cycles of the same chemotherapy regimen. She was

tachycardic and hypotensive on presentation. Examwas only notable for a small

skin tear on her left breast, without any evidence of erythema, purulence, or

induration. Labs were notable for pancytopenia with an ANC of 420 and

platelets of 11, moderate transaminitis with a direct bilirubinemia of 2.8, and a

creatinine of 3.04 (baseline 0.90). Chest x-ray and abdominal ultrasound were

unremarkable. She was fluid resuscitated and started on broad-spectrum antibi-

otics with vancomycin and piperacillin-tazobactam; vancomycin was stopped

after one dose. Over the next 72 hours, her hemodynamics stabilized, laboratory

abnormalities gradually improved, and neutropenia resolved. All blood cultures

remained negative. However, she continued to spike high grade fevers to 39.5°C

and generally felt unwell. Upon further questioning, the patient stated that she

had recently been in the Adirondack Mountains. Due to concern for tick-borne

illness, a blood parasite and buffy coat smear, and a LymeDisease antibody were

sent. The buffy coat revealed Anaplasma, later confirmed on serum PCR. The

patient was initiated on doxycycline with rapid improvement in her fever. She

was discharged with a 14-day course of doxycycline.

IMPACT: This case illustrates how clinicians are susceptible to cognitive

heuristics, such as anchoring bias. When a patient does not improve as

expected, it is important to rethink the initial diagnosis and consider alternative

explanations, rather than force the patient's clinical course and symptomatol-

ogy into the original diagnosis.
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DISCUSSION: Anchoring bias is the tendency to make decisions biased

towards an initially presented hypothesis. In medicine, anchoring bias can lead

to a delay in correct diagnosis and treatment, which ultimately results in more

morbidity and mortality. Neutropenic fever is a common presentation in

oncology patients, frequently thought to be due translocation of intestinal

bacteria into the bloodstream. Often times, no pathogen is identified, but the

patient improveswith broad-spectrum antibiotics and resuscitation. In our case,

we anchored to the diagnosis of neutropenic fever, which led to a delay in

identifying the actual culprit—Anaplasmosis. The case highlights the impor-

tance of acknowledging anchoring bias in our clinical reasoning when patients

don't improve as expected.

AN UNFAMILIAR REACTIVATION IN AN UNSUSPECTING HOST

Joseph M. Rocco1; Amar Kohli2. 1University of Pittsburgh, Pittsburgh, PA;
2UPMC, Mars, PA. (Control ID #2945107)

LEARNING OBJECTIVE #1: Recognize that patients with well-controlled

HIV continue to have an increased risk of malignancy

LEARNING OBJECTIVE #2: Include multicentric Castleman's disease in

the differential of HIV patients presenting with B-symptoms and

lymphadenopathy

CASE: A 53-year old man with a history of well-controlled HIV on

antiretroviral therapy (ART) presents with 3-months of intermittent fevers

and new diffuse lymphadenopathy. Symptoms were associated with a 30-

lb weight loss. He was febrile on exam with massive, bilateral cervical,

axillary and inguinal lymphadenopathy. He denied travel or risky sexual

encounters. CD4 count was normal and viral load undetectable. CT scan

demonstrated mesenteric lymphadenopathy and splenomegaly. An infec-

tious evaluation including blood cultures and serologic testing for viral

hepatitis, syphilis and toxoplasmosis was negative. Bone marrow biopsy

and flow cytometry showed no evidence of lymphoma. Lymph node

histology revealed angiofollicular hyperplasia and increased plasma cells

with HHV-8 positive staining consistent with multicentric Castleman's

disease. PET scan confirmed enhanced FDG-uptake in lymph nodes and

patient was referred to Oncology for treatment.

IMPACT: With the increasing population of HIV patients, it is important to

recognize that even with well-controlled disease the risk of malignancy is

increased compared to the general population. I will therefore monitor these

patients more closely for occult inflammatory symptoms and have a lower

threshold to evaluate for malignancy, especially lymphoproliferative disorders.

DISCUSSION: The prevalence of HIV is increasing and since the advent of

ART, many of these patients now have normal CD4 counts. It is essential for

Internists to be aware of the long-term risks associated with well-controlled

HIV. Studies have shown that 25-40% of HIV patients will develop a malig-

nancy and even with well-controlled disease this risk remains 20-fold higher

than in uninfected patients. The majority of these malignancies are hemato-

poietic and many are associated with EBV reactivation. The mechanism is

likely related to persistent T-cell dysfunction and an inability to consistently

control reactivation of latent viruses. Therefore, lymphoma remains high on the

differential in this patient cohort when presenting with lymphadenopathy.

However, infectious etiologies such as CMV, hepatitis and syphilis must be

ruled out. Multicentric Castleman's disease, a rare lymphoproliferative disor-

der, must also be considered in this differential. In HIV patients, the etiology is

most often due to reactivation of human herpes virus-8 (HHV-8). However, it

can also occur as a paraneoplastic syndrome. The signs and symptoms are

driven by an overproduction of IL-6, a cytokine that causes plasma cell

expansion. Diagnosis is difficult due to the nonspecific presenting symptoms.

Lymph node histology is required for confirmation. An increased serumHHV-

8 PCR can also be suggestive. Treatment usually requires therapy with mono-

clonal antibodies such as rituximab.

AN UNLIKELY CAUSE OF HEART FAILURE: THE PARADOX OF

THYROID HORMONE Vishal K. Gupta; Benjamin C. Vaughan. Boston

Medical Center, Boston, MA. (Control ID #2945217)

LEARNING OBJECTIVE #1: Recognize TSH-secreting adenoma as a rare

cause of heart failure and hyperthyroidism.

LEARNING OBJECTIVE #2: Appreciate the impact of pituitary

macroadenomas on other aspects of the hypothalamic-pituitary axis.

CASE:A 33 year-old man presented to the emergency room with bilateral

lower extremity swelling, orthopnea, and worsening dyspnea on exertion

for the past month. He further endorsed a history of 80 pounds of weight

loss, episodes of diaphoresis, and tremor over the past year. He had

recently moved from Puerto Rico, and his past medical history was

significant only for the diagnosis of hypothyroidism made 2 years prior

to the current presentation. His only medication was levothyroxine 75mcg

daily. On physical exam, he was noted to be cachectic with a weight of

62kg. Other pertinent findings included jugular venous pressure of 14 cm,

bibasilar rales and moderate bilateral pitting edema in his legs. An

echocardiogram showed an ejection fraction of 35% and a severely dilated

left ventricle. BNP was 1791 pg/mL. TSH on admission was 29.91 mIU/

L, and was initially attributed to undertreatment of hypothyroidism. A

preliminary work-up of the etiology of his heart failure was unrevealing.

IV Lasix was initiated and the patient diuresed 10kg. On day 5 of

hospitalization the patient developed new-onset atrial fibrillation with rapid

ventricular response. A full set of thyroid function tests were ordered.

These revealed a T3 of 303 ng/dl, total T4 of 19.5 ug/dl, free T4 of 3.55

ng/dl, and a FT4 index of 5.5. Other notable lab abnormalities indicated

central adrenal insufficiency and hypogonadism. An MRI of the brain

revealed a high T2 heterogeneously-enhancing lobular sellar mass measur-

ing 2.2cm. A diagnosis of a TSH-secreting macroadenoma was made.

Levothyroxine was stopped and the patient was discharged with a plan to

initiate a somatostatin analogue to normalize TSH before surgical removal.

IMPACT: This case provided to us an excellent example of the importance of

not anchoring to a prior diagnosis when evaluating a patient. While the patient

had carried the diagnosis of hypothyroidism for several years, his clinical

presentation was not consistent with the diagnosis. This lesson can be applied

broadly, and reinforces the principle of relying on one's own clinical evaluation

as a starting point.

DISCUSSION: TSH-secreting adenoma is a rare cause of heart failure. It is

therefore easy to dismiss an elevated TSH as hypothyroidism and seek other

explanations for the clinical presentation. While rarely described in the litera-

ture, TSH-oma is important to consider when evaluating a patient with heart

failure and an elevated TSH. Further, it is important to recognize that a

macroadenoma can cause hormonal and mechanical suppression of other

elements of the hypothalamic-pituitary axis. Treatment involves medical ther-

apy with a somatostatin analogue with subsequent surgical resection of the

adenoma.
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AN UNLIKELY SOURCE OF PERIOSTITIS Iiro Honkanen; Lauren

Hock; Brittany Bettendorf; Wendy Fiordellisi. University of Iowa Hospitals

and Clinics, Iowa City, IA. (Control ID #2945438)

LEARNING OBJECTIVE #1: Recognize signs and symptoms and under-

stand the clinical work up for periostitis

LEARNING OBJECTIVE #2: Recognize excessive ingestion of fluoride

containing products as an uncommon cause of skeletal fluorosis

CASE: A 35-year-old woman presented with a 6-week history of pain, swelling,

and stiffness in the metacarpophalangeal, proximal interphalangeal, and distal

interphalangeal joints of both hands. She had a history of depression and

polysubstance abuse which had been in remission for several years until two

months prior when she began using inhalants for the first time, using two cans of

Dust-Off® (1,1-difluoroethane) per day. The proximal and middle phalanges of all

fingers bilaterally were tender with a bulbous appearance. She had no synovitis or

clubbing. The remainder of her clinical examwas unremarkable. Laboratory testing

was notable for elevated ESR, CRP, and alkaline phosphatase of 854. ANAwas

positive with a titer of 1:160 and a fine nuclear speckled pattern, but reflex

extractable nuclear antigens were negative. TSH was normal. Bilateral hand x-

rays revealed diffuse reactive periostitis with discrete layering of periosteal bone

formation of all proximal and middle phalanges and metacarpals without bony

destruction. CT of the chest, abdomen, and pelvis showed no evidence of malig-

nancy or pulmonary disease. Thyroid ultrasound showed two small, stable thyroid

nodules. She was enrolled in a treatment program for her inhalant abuse and

abstained from inhalants for 6 weeks with considerable improvement in her

symptoms and in the swelling of her fingers. Her alkaline phosphatase decreased

to 306U/L during this time. She then suffered a relapse, using 8 cans of Dust-Off®

per day for 2 weeks, with significant worsening of her hand pain and swelling.

IMPACT: Reactive periostitis secondary to the inhalant Dust-Off® has not

been well described in the literature. The clinical features include skeletal pain,

swelling of the phalanges, and elevated alkaline phosphatase. A similar reac-

tive periostitis can be seen with voriconazole. The postulated mechanism for

voriconazole-induced periostitis is fluoride toxicity, as voriconazole is a

trifluorinated molecule. Daily dosage of voriconazole of 400 mg provides

65 mg of fluoride, far exceeding the recommended daily fluoride intake of 3-

4 mg. We postulate that the mechanism for Dust-Off® induced periostitis is

also fluoride toxicity, as the chemical composition of Dust-Off® contains

fluoride. Both inhalant-induced and voriconazole-induced periostitis clinically

and radiologically resemble periostitis deformans, a condition classically at-

tributed to consumption of water with excess fluoride content.

DISCUSSION: 1,1-difluoroethane is a refrigerant and aerosol propellant used

in gas duster products. When intentionally inhaled it leads to a rapid and short-

lived intoxication. Acute toxicity is known to cause arrhythmias, chemical

burns, unconsciousness, and cardiomyopathy but has only rarely been reported

in association with skeletal fluorosis.

AN UNSUAL PRESENTAT ION OF EOS INOPH IL IC

GRANULAMATOSIS WITH POLYANGITIS Muhammad Junaid. Uni-

versity of Illinois Urbana Champaign, Urbana, IL. (Control ID #2947584)

LEARNING OBJECTIVE #1: Recognizing an atypical presentation of

EGPA.

CASE: A 67 years old female with a history of asthma presented with a 2-week

history of myalgias and generalized fatigue and weight loss of 17lbs in a year.

The patient had been living on Saipan in the Western Pacific Ocean for several

years and had recently moved to America. On admission her vitals were within

normal limits. Examinationwas unremarkable except for diffuse lower extremity

pain. Initial lab investigations revealed leukocytosis with peripheral eosinophilia,

normocytic anemia, and elevated alkaline phosphatase with normal gamma

glutamyl transferase levels. Her absolute eosinophil count was 11.85 x 10^3/

ul. Iron studies showed low iron 41 mcg/dl, low transferrin 115 mg/dl and

normal ferritin 266.8 ng/ml. These labs were most consistent with anemia of

chronic disease. The following day her eosinophil count increased to 12.14 x

10^3/ul (67%). She developed chest pain and a troponin was obtained, which

was elevated at 0.48 ng/ml. An echocardiogram showed no hypokinesis and a

normal EF of 60-65%. The precise cause of eosinophilia was further investigat-

ed. Her cortisol and thyroid stimulating hormones were within normal limits.

The patient was tested for several infectious causes including strongyloidiasis,

trichinella and coccidiosis whichwere all negative. Autoimmune panel including

anti-neutrophil antibody, anti-smooth muscle antibody and anti-mitochondrial

antibody were negative. Leukemia and lymphoma panel was also negative.

Bone marrow biopsy was done which revealed hyper eosinophilia only. Anti-

neutrophil cytoplasmic antibodies (ANCA) were ordered which showed elevat-

ed myeloperoxidase (p-ANCA) elevated at 8 U suggesting EGPA. Her history of

asthma was consistent with this diagnosis. The patient was placed on 50 mg PO

prednisone. Her WBC count rapidly dropped, and her eosinophil count dropped

from 12.14 to 2.37 x 10^3/ul over the next several days.

IMPACT: This case highlights the fact that this disease does not always follow

a set diagnostic criteria.. This case adds on another aspect to the spectrum of

presentation of EGPA.

DISCUSSION: TheAmerican College of Rheumatology criteria for diagnosis

of EGPA includes a history of asthma, eosinophilia, neuropathy, pulmonary

opacities, paranasal sinus abnormality and biopsy containing a blood vessel

showing eosinophils. It requires 4 out of 6 points to diagnose EGPA. Non-

specific finding such as myalgias and weakness are not included. In retrospec-

tive study of 383 patients with EGPA, the most common manifestations at the

time of diagnosis were asthma (91.1%), weight loss (49.3%), mononeuritis

multiplex (46%), sinusitis or polyposis (41.8%), skin lesions (39.7%), and lung

infiltrates (38.6%). Myalgia can be a common symptom of EGPA however it is

rarely seen as the main presenting symptom. It is commonly observed in the

prodromal phase of the disease and not typically associated with weakness.

EGPA can thus be a diagnostic challenge.

AN UNUSUAL CASE OF ALTERED MENTAL STATUS IN AN 80

YEAROLDWOMAN Emily Poppens1; Daniel P. Hunt2. 1Emory University,

Atlanta, GA; 2Massachusetts General Hospital, Boston, MA. (Control ID

#2941722)

LEARNING OBJECTIVE #1: Recognize Crowned Dens Syndrome as a

cause of altered mental status

LEARNING OBJECTIVE #2: Diagnose Crowned Dens Syndrome based

on imaging and synovial fluid analysis

CASE: An 80 year old woman presented with two days of altered mental

status, fever and neck pain from a subacute rehabilitation facility. She had been

admitted two weeks prior to an outside hospital with presumed right knee

septic arthritis.Synovial fluid analysis showed white blood cell of 50,000, no

crystals or organisms, and culture was negative. She had undergone

synovectomy and partial menisectomy and was completing a course of
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intravenous Vancomycin and Cefepime. Her family noticed that she was

confused. She subsequently became more lethargic and developed a tempera-

ture of 38.4 degrees Celsius. Her admission exam revealed a lethargic elderly

woman. Musculoskeletal exam detected a stiff neck with pain on passive

movement and a swollen, warm, tender, and erythematous right knee. Labo-

ratory studies revealed blood urea nitrogen 26 and creatinine 2.0 (baseline 0.8).

Chemistry also showed AST 102, ALT 116 and ALP 491. White blood count

was 13,400. Erythrocyte sedimentation rate was > 130. Lumbar puncture was

negative. Synovial fluid analysis revealed 1800 nucleated cells and calcium

pyrophosphate crystals. Right knee x-ray showed chondrocalcinosis. CT Spine

showed calcification of the transverse ligament consistent with Crowned Dens

Syndrome. Intravenous methylprednisolone led to rapid improvement in men-

tal status, fevers, and pain.

IMPACT: This case highlights the importance of accurate diagnosis of acute

monoarthritis. The patient underwent multiple unnecessary procedures and

testing and developed kidney and liver dysfunction secondary to unnecessary

antibiotics.

DISCUSSION: Altered mental status and fever is a common problem en-

countered by general internists. The initial history and physical exam provide

clues to diagnosis. In a patient with a swollen, erythematous joint and neck

stiffness, Crowned Dens syndrome should be considered. Synovial fluid

analysis for calcium pyrophosphate dihydrate deposition can be misleading.

While weakly positively birefringent rhomboid shaped crystals are pathogno-

monic, these can be difficult to detect and are often missed. Fluid white blood

cells are typically between 15,000 and 30,000, however they can be as high as

50,000. Plain radiographs of the affected joints can show linear or stippled

calcification in articular cartilage and menisci. When crystals deposit on the

ligamentum flavum, Crowned Dens Syndrome can occur. In our patient,

crystals were not initially seen and the swollen joint was treated as a septic

joint with procedures and a prolonged course of antibiotics that likely caused

kidney and liver injury that resolved after they were stopped. In the absence of

crystals, it was wise to initially treat the joint as a septic joint. However, when

joints continue to show signs of inflammation while on antibiotics, other

etiologies for acute arthritis should be sought.

AN UNUSUAL CASE OF CANDIDA ALBICANS VERTEBRAL OS-

TEOMYELITIS IN A NON-IMMUNOCOMPROMISED PERSON

Drew Bunker; Eirini Iliaki; Gina Kim. Cambridge Health Alliance, Cam-

bridge, MA. (Control ID #2941469)

LEARNING OBJECTIVE #1: Recognize that vertebral osteomyelitis sec-

ondary to Candida Albicans (C. Albicans) is a rare cause

CASE: 73-year-old female with history of type II diabetes mellitus non-insulin

dependent (hemoglobin A1C 6.7), Chronic Obstructive Pulmonary Disease

(COPD), recurrent thrush, right hip replacement, cervical spinal fusion, L3-L4

spinal stenosis, and left hip avascular necrosis pending total hip replacement,

presented with acute worsening of chronic low back pain for 7 days with inability

to ambulate due to pain. She reported sudden-onset back "spasm" that started

without a clear trigger (no injury, falls, new activities). No numbness or weakness

in the legs. She endorsed fevers x 3 days. No fecal or urinary incontinence. She

had epidural triamcinolone injection into her lumbar spine 5 months ago. Patient

denied alcohol and IV drug use. On exam she was febrile to 104 degrees F with

otherwise normal vitals, was having pain in movement of left hip and lower back

as well as hyperreflexia in upper and lower extremities (described as chronic

finding), but strength and sensation intact (no saddle anesthesia), plantar refelexes

were downgoing. The rest of the exam was normal. The white count was 12.6.

Blood cultures were drawn and empiric vancomycin and cefepime were started.

An MRI spine obtained showed discitis and osteomyeleitis of L1-L2 with

surrounding phlegmon, with no evidence of epidural or paraspinal abscess. After

48 hours, blood cultures 4/4 were positive for C. Albicans and she was started on

micafungin 100 mg iv daily. The patient's hospitalization was complicated by

higher opiate doses but neurological exam did not change.

IMPACT: This patient's case is interesting because invasive candidiasis is rare in

patients that are not immunocompromised. In our patient's case it seems that the

spread to the vertebrae was hematogenous and her risk factors appear to be type II

DM (despite good glycemic control) and recurrent oral thrush in the setting of

steroid inhaler use. The history of epidural injections was of concern but no recent

outbreak due to C. albicans in triamcinolone injections has been reported. She

lacked other traditional risk factors like IVDU or central venous catheters.

DISCUSSION: The management of C. albicans vertebral osteomyelitis is

based on few case reports and case series and although initially amphotericin

was favored, more recently echinocandins and azoles have been used success-

fully. The Infectious Diseases Society of North America (IDSA) supports

treatment with IV echinocandin for 2 weeks followed by 6-12 months of

flucanozole. Surgical debridement in conjunction with antifungals has been

debated and its role remains unclear. Per the IDSA guidelines, indications for a

surgical approach include new neurological deficits, spinal instability, large

abscess or worsening symptoms despite medical therapy. Hence, it is of

paramount importance to follow the patients' symptoms and neurological exam

closely especially the first 2 weeks of therapy

AN UNUSUAL CASE OF CHRONIC ABDOMINAL PAIN Akanksha

Vaidya. Emory University, Atlanta, GA. (Control ID #2945405)

LEARNING OBJECTIVE #1: Recognize when to consider further imaging

such as CT scan for chronic abdominal pain

LEARNING OBJECTIVE #2: Review the presentation of follicular B-cell

lymphoma

CASE: A 57-year-old man with a history of alcohol abuse presented to primary

care clinic with abdominal pain. He reported sharp abdominal pain in the

epigastrium and bilateral lower quadrants for the past year. It was exacerbated

by large meals and alcohol. Review of systems was notable for a 15lb weight

loss over 3 months but no fevers or nightsweats. Physical exam was notable for

mild epigastric tenderness. Laboratory studies revealed a creatinine of 1.8mg/dL,

but were otherwise unremarkable. He reported multiple ED visits over the past

few months due to the pain with minimal relief from prescribed acid blocking

agents and pain medications. One week prior, he had been evaluated by a

gastroenterologist who felt his presentation was most consistent with alcoholic

gastritis or chronic pancreatitis and recommended imaging of the abdomen. CT

abdomen and pelvis showed an ill-defined soft tissue density in contiguity with

the right iliopsoas muscle, IVC, and aorta and sclerosis of the left iliac bone and

left hemisacrum concerning for metastatic disease. Biopsy of the iliac bone

lesion confirmed a follicular B-cell lymphoma. He underwent six cycles of R-

CHOP chemotherapy with complete response to therapy. His abdominal pain

resolved and he is currently in remission.

IMPACT: As this case illustrates, the decision to pursue imaging in cases of

chronic abdominal pain is an important one. Alarm signs such as age and

associated weight loss should lower the threshold to pursue imaging and further
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investigation. Recognizing these alarm signs in patients with follicular lymphoma

is especially important given its indolent nature and lack of other objective findings.

DISCUSSION: Follicular lymphoma is an indolent type of non-Hodgkin's B

cell lymphoma. Patients usually present with painless lymphadenopathy. Due

to the indolent nature, symptoms may be present for a while before patients

seek treatment. Lymph nodes in the retroperitoneum andmesenteric areas grow

slowly and lymphadenopathy is usually not noticeable until tumor burden

increases to the point that it starts causing atypical symptoms related to tumor

bulk. Fever, nightsweats, and weight loss are usually not seen in follicular

lymphomas. Elevations in LDH level can occur but typically other laboratory

studies are normal. Imaging is key to identifying abdominal lymphomas.

Typically, CT imaging of the abdomen is not recommended in cases of chronic

abdominal pain given its low utility in such cases. However, patients over 50

years of age are at increased risk of malignancy and often require abdominal

imaging. In our case, the patient presentation and history were suggestive of a

diagnosis of gastritis or chronic pancreatitis. However, the patient's age and

accompanied weight loss raise suspicion for malignancy and should provide

impetus for earlier imaging.

AN UNUSUAL CASE OF CT FOR PE LEADING TO DIAGNOSIS OF

MALE BREAST CANCER Misa Tanaka Hyakutake1; Alfred Burger2;

Rebecca Voaklander2. 1Mount Sinai Beth Israel, New York, NY; 2Mount Sinai

Beth Israel, Icahn School ofMedicine at Mount Sinai, NewYork, NY. (Control

ID #2936514)

LEARNING OBJECTIVE #1: Manage occult malignancy workup in a

patient with unexplained VTE.

LEARNING OBJECTIVE #2: Distinguish individualized risk for unusual

cancers in patients with specific genetic history.

CASE: A 60-year-old man with CAD and a previous stent placement present-

ed to our ED with 1 day of left-sided pleuritic chest pain which developed

suddenly at rest with associated dyspnea on exertion. He had noticed right

lower extremity cramping for the past 4 days prior to presentation. He had no

history of VTE or malignancy. He never smoked. He had a significant family

history for breast cancer in his mother (diagnosis age 42) and a pre-cancerous

ovarian lesion in his sister (diagnosis age 60). His vitals were normal. Physical

exam was unremarkable for any cardiac or lung abnormalities. Initial labora-

tory tests and a troponin were within normal limits. EKG showed no signs of

acute ischemia. CT angiogram showed bilateral segmental pulmonary emboli.

While reviewing the CT scan, the primary team saw a left breast lesion. After

discussion with Radiology, it was determined there was a 2.1cm retroareolar

breast mass. Given his family history, a mammogram and US of the breast

were recommended. Mammography revealed BIRADS 4 findings of the left

breast, with an irregular, dense 2.2cm retroareolar mass with associated

microcalcifications, extending to the nipple. No findings were noted on the

right breast. A US-guided biopsy found a moderately differentiated invasive

ductal carcinoma with positive estrogen receptor (ER) and progesterone re-

ceptor (PR) but negative Her2. Genetic sequencing revealed him to be BRCA2

positive. A unilateral mastectomy was planned.

IMPACT: This is a case of an elderly man found to have an "unprovoked" PE

and was later diagnosed with breast cancer. It is known that in unprovoked

VTE, cancer is detected in 5 to 10% of patients within a year of a diagnosis.

Additional testing outside of routine cancer screening for unprovoked VTE has

not proven to improve clinical outcomes. Although this unusual case should

not be taken as a reason to routinely test outside of the well-established

guidelines, this case reminds us that we should thoroughly review genetic risk

factors in our patient.

DISCUSSION: Male breast cancer (MBC) is rare, representing less than 1%

of all breast cancer diagnoses and less than 1% of all malignancies in men.

MBC typically presents with subareolar swelling and is diagnosed in the later

stages.While there are case reports of the first clinical manifestation ofMBC as

metastasis, PE as the first clinical sign leading to the diagnosis of MBC has

never been reported. There is no breast cancer screening recommended for

BRCA positive men other than an annual clinical breast exam. In our case, the

patient's genetic propensity also was an important factor that prompted appro-

priate cancer workup. In the future, when all cancers are evaluated for genetic

mutations, precision medicine will hopefully identify at-risk patients earlier in

their disease processes.

AN UNUSUAL CAUSE OF RESPIRATORY FAILURE IN THE SET-

TING OF LUNG CANCER Jaimin Patel1; Michelle Janania Martinez1;

Heather L. Briggs2. 1University of Texas Health at San Antonio, San Antonio,

TX; 2University of Texas Health Science Center at San Antonio, San Antonio,

TX. (Control ID #2944225)

LEARNINGOBJECTIVE #1: Recognize the clinical features of pulmonary

eosinophilia.

LEARNING OBJECTIVE #2: Diagnose and treat drug-induced pulmonary

eosinophilia.

CASE: A 57 year old woman with a history of primary squamous cell

carcinoma of the lung with adjacent chest wall and rib invasion presented to

the hospital complaining of chest wall pain. Her home narcotic regimen was

resumed, but pain remained uncontrolled. Amitriptyline and duloxetine were

started on hospital day 2 for neuropathic pain. On day 8, pain control was

achieved and discharge was anticipated for the following day. That night,

patient's oxygen saturation decreased to 85% at rest and 72% with ambulation.

She endorsed mild dyspnea on exertion and slightly productive cough. Phys-

ical exam was significant for tachycardia and bibasilar lung crackles. Chest x-

ray demonstrated bilateral airspace disease with relative sparing of apices.

Contrasted CT chest showed acute diffuse bilateral ground glass opacities,

but no pulmonary embolism. CBC showed an elevated WBC (16.08K/mcl)

with 87.6% neutrophils and 5.7% eosinophils (0.91 absolute, normal range 0-

0.4 K/mcl). Pulmonary was consulted. Empiric broad spectrum antibiotics

were started and duloxetine and amitriptyline were discontinued. On day 10,

oxygen requirements continued to increase, so the patient was started on

steroids and later intubated. Infectious workup remained negative. Bronchos-

copy was performed on day 11 and BAL revealed 12% eosinophils. Antibiotics

were discontinued. Patient was extubated on day 17 and oxygen requirements

gradually decreased to 2L nasal cannula. She was discharged on a steroid taper.

IMPACT: To our knowledge, this is the second reported case of pulmonary

eosinophilia associated with duloxetine and/or amitriptyline. Drug reactions

are common causes of pulmonary eosinophilia (PEos) and patients may rapidly

progress from mild dyspnea to severe respiratory failure in hours. Therefore,

making an early diagnosis is key to good patient outcomes.

DISCUSSION: Drug-induced pulmonary eosinophilia may vary in presenta-

tion from a simple pulmonary eosinophilia to an acute eosinophilic pneumonia

(AEP)-like syndrome. Patients may present with fevers, cough(productive or

non-productive), and possibly dyspnea. Diagnostic criteria for PEos are:
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peripheral blood eosinophilia with abnormal pulmonary imaging, tissue eosino-

philia in transbronchial or open biopsy and/or >10% eosinophils on BAL. In most

cases, BAL shows >20% eosinophils in AEP and lower percentages in drug

induced cases (14-42%). An updated list of drugs associated with PEos is found

online (pneumotox.com). NSAIDs and antibiotics are themost common offenders,

but as in this case, antidepressants can be a cause as well. Treatment is discontin-

uation of the offending drug, but severe cases may require corticosteroids. As

demonstrated in our case, physicians must have a high index of suspicion because

patients may rapidly progress to life threatening respiratory failure.

AN UNUSUAL CAUSE OF SEPTIC EMBOLI - THE DANGERS OF

ANCHORING ON THE HEARTMichelle Fleshner1; Ben Smith1; William

Follansbee2; Sarah A. Tilstra3; Eliana Bonifacino1. 1UPMC, Pittsburgh, PA;
2University of Pittsburgh Medical Center, Pittsburgh, PA; 3University of

Pittsburgh School of Medicine/Medical Center, Pittsburgh, PA. (Control ID

#2939396)

LEARNING OBJECTIVE #1: Understand the role that anchoring bias and

the Semmelweis effect can have in diagnostic error.

LEARNING OBJECTIVE #2: Recognize that Lemierre's disease is a diagnos-

tic possibility in a young patient presentingwith refractory sepsis and septic emboli.

CASE:A 25 year-old woman presentedwith septic shock. One week prior, the

patient had developed pharyngitis followed by cough and confusion. On

presentation, she was tachycardic, hypotensive, and hypoxic. She was in

distress with the presence of diffuse rhonchi. Cardiac exam did not reveal

murmurs, and she demonstrated no stigmata of endocarditis. She was

intubated, resuscitated, and given broad spectrum antibiotics. CT scan demon-

strated findings consistent with septic emboli. Transthoracic and transesopha-

geal echocardiography did not reveal valvular vegetations, however, a pre-

sumptive diagnosis of infective endocarditis was made. Blood cultures subse-

quently revealed bacteremia with Streptococcus angiosus. An ultrasound con-

ducted to evaluate incidental inflammatory changes noted on her initial CT

revealed thrombophlebitis, leading to a diagnosis of Lemierre's Syndrome.

IMPACT: This case encourages physicians to be aware of their own biases

when presented with a diagnositically challenging case and to take a step back

prior to closing on a diagnosis.

DISCUSSION: Jugular vein suppurative thrombophlebitis, called Lemierre's

Syndrome, has a classic presentation of pharyngitis leading to thrombophlebitis,

systemic infection, and septic emboli. Diagnosis requires careful history-taking

and a high index of suspicion, leading to confirmation by imaging. This vignette

provides an example of two key biases: Anchoring bias, and the Semmelweis

effect. Anchoring bias, or relying too heavily on information gained early in the

diagnostic process, played a role in that the presence of septic emboli in the lungs

led to a presumed diagnosis of endocarditis. The Semmelweis effect, or the

tendency to reject information that contradicts the favored diagnosis, also played

a role as that the diagnosis of infective endocarditis persisted despite inconsistent

clinical and historical features. Awareness of the presence and interplay between

these two cognitive biases may provide insight into the impact this can have on

the diagnostic process in future cases.

AN UNUSUAL HEADACHE - LETTING THE CAT OUT OF THE

BAG Jishanth Mattumpuram; Tauseef Akhtar. John H Stroger Jr. Hosp. of

Cook County, Chicago, IL. (Control ID #2937712)

LEARNING OBJECTIVE #1: Recognize CTEPH as a cause of secondary

polycythemia and headache

LEARNING OBJECTIVE #2: Challenges in diagnosing CTEPH

CASE: A 44-year-old female from Mexico without significant past medical

history was admitted with worsening bilateral pulsating headache in temporal

and occipital regions for 1 week. The headache was associated with blurry vision,

photophobia, lightheadedness, vertigo and occasional shortness of breath. Physical

examination was significant for facial plethora with acral cyanosis and prominent

neck veins. Ophthalmological examination revealed lattice degeneration. The

patient was noted to be hypoxic with oxygen saturation of 91% on room air that

did not correct with oxygen supplementation. Laboratory investigations were

remarkable for polycythemia with a hemoglobin of 19.6 g%, leukocytosis of

16400 WBC/ μL, a normal serum erythropoietin level and no JAK 2 mutation.

Bone marrow biopsy was normal and showed no cytogenetic abnormalities. Work

up included CT head which was normal and chest x-ray which showed mild

cardiomegaly. EKG showed sinus bradycardia, biatrial enlargement, and right-

sided strain pattern. Transthoracic echocardiogram showed severely dilated right

ventricle, and dilated right and left atriumwith significant pulmonary hypertension

(PHTN). A subsequent Transesophageal echocardiogram confirmed a right to left

atrial shunt consistent with PFO. The patient had a right heart catheterizationwhich

confirmed severe PHTN (mean pulmonary artery pressure 81 mm Hg), normal

wedge pressure with elevated pulmonary vascular resistance and negative revers-

ibility test.Workup for autoimmune and hypercoagulable conditions was negative.

PHTN workup revealed positive V/Q scan with multiple large subsegmental

defects with a high probability of pulmonary embolism, but subsequent pulmonary

CT angiogram was negative. Thus a diagnosis of polycythemia secondary to

CTEPH was made and headaches were attributed to hyperviscosity phenomenon

associatedwith polycythemia. The patientwas started on rivaroxaban and sildenafil

and her headaches resolved on follow up.

IMPACT: This is an unusual presentation of CTEPH that so far has not been

discussed in the literature.

DISCUSSION: Chronic thromboembolic pulmonary hypertension (CTEPH)

is a distinct subtype of pulmonary hypertension that can potentially be treated

and cured completely. Patients are asymptomatic in more than 50% of the

times; therefore its incidence and prevalence are unknown. Patient presenting

with no previous history of pulmonary embolism adds to its diagnostic dilem-

ma. We report an unusual presentation of CTEPH, presenting as polycythemia

secondary to chronic persistent hypoxemia. Secondary polycythemia, a pro-

coagulant state, can in-turn worsen thromboembolism and PHTN. This is a

unique situation where the physiologic response of the primary cause of

persistent hypoxemia (i.e polycythemia) worsens primary disease itself (chron-

ic thromboembolism and PHTN) and unfolding the mystery is challenging.

ANUNUSUAL PRESENTATIONOF LUNGADENOCARCINOMA IN

A 31 YEAR OLD HISPANIC MALE Mohammad K. Islam1; Praveen

Tumula2; Thien Vo1; Manish Patel1. 1Texas Tech Univ HSC Amarillo, Ama-

rillo, TX; 2Texas Oncology, Amarillo, TX. (Control ID #2940592)

LEARNING OBJECTIVE #1: Recognize unusual presentation of very

aggressive adenocarcinoma of lung in a young Hispanic patient.

LEARNING OBJECTIVE #2: Review differential diagnosis of cavitary

lung disease in a young patient.

CASE: A 33 year old Hispanic male with history of bronchial asthma presented

with severe dyspnea and wheezing. He had progressive worsening of productive
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cough over 5 months and a 25 pound weight loss. His only significant history

included 10 pack year of smoking. He had tachypnea and hypoxia requiring 5

L/minute oxygen. Physical examination was notable for diffuse wheezing in both

lung fields. His labs showed significant neutrophilic leukocytosis with elevated C

reactive protein. Chest X ray showed multifocal infiltrates involving both lung

fields. CT chest showed bilateral patchy pulmonary infiltrates with cavitary

changes mainly involving right upper and left lower lobes. Initial diagnosis of

tuberculosis was entertained however work up was negative. Additional work up

with fungal serology, HIV, ANA, CPK, ANCA was negative. Bronchoscopy

showed significant amount of secretions. Antibiotics were initiated for presump-

tive multifocal pneumonia. Bronchoalveolar lavage showed atypical cells suspi-

cious for malignancy. Then he developed left and afterwards right tension

pneumothoraces due to rupture of cavities. Eventually VATS assisted left lower

lobe biopsy was done which showed moderately differentiated adenocarcinoma

(micro papillary pattern) with lymphovascular invasion. He required high pres-

sure ventilator settings after the procedure and was treated akin to ARDS. We

were not able to wean his oxygen less than 100%. Oncology recommended

palliative care given his clinical presentation and poor performance status.

IMPACT: Multifocal cavitary pneumonia in a young patient with bronchial

asthma, usually always concerns for infectious or inflammatory process.

Systemic fungal infections, TB, autoimmune work up would be ideal if typical

bacterial pathology is unlikely. Our case will remind us to think about lung

malignancy in differential diagnosis for cavitary pneumonia in young adults.

DISCUSSION: Lung carcinoma in ages < 40 years occurs in approximately 3-5%

of cases. It is important to identifywarning signs (significantweight loss and chronic

cough, in our case). Squamous cell carcinoma usually presents with cavitation. As

per National Cancer Database analysis in 2007, patients with NSCLCwho are < 40

years old at diagnosis are more likely to be women and have adenocarcinoma

histology. Younger patients present with advanced stage more often than those who

are older than 40 years at diagnosis, partly due to delay in diagnosis. Age <50 years

also predict a poor overall survival. High level of suspiciousness for malignancy is

recommended in younger population though uncommon.

AN UNUSUAL PRESENTATION OF PRIMARY PERITONEAL CAR-

CINOMAVirginia O. Volpe1; Carolyn M. Ray2. 1University of Connecticut,

Farmington, CT; 2Saint Francis Hospital, Hartford, CT. (Control ID #2940858)

LEARNINGOBJECTIVE #1:Recognize a rare malignancy with an unusual

presentation and sites of metastasis

CASE: A 60 year old healthy, active female with no medical or surgical history

presents from home with dyspnea. Dyspnea initially began on exertion. Patient

had attributed this to deconditioning as she had sustained an injury 3months prior

which had limited her activity. She then noticed dyspnea at rest which led her to

seek further medical care. CT chest showed a large right sided pleural effusion,

pleural thickening and a 1.6 cm left breast nodule. She was not current with her

routine cancer screening. Patient underwent thoracentesis and VATS with pleural

catheter placement. Preliminary pathology of pleural fluid was suggestive of

adenocarcinoma. CA125 was elevated at 1579.2. CT of the abdomen and pelvis

did not show any discernable ovarian masses however, minimal peritoneal

thickening was seen under the diaphragm. These findings were consistent with

primary peritoneal carcinoma (PPC). Amammogram and ultrasound confirmed a

breast lesion as well as an axillary lymph node. Biopsy of these were consistent

with metastasis from her primary peritoneal carcinoma. Family history was

remarkable for a sister who recently died from ovarian cancer. Therefore, our

patient was tested and proved positive for BRCA2. Given the significant supra-

diaphragmatic disease, patient underwent neoadjuvant chemotherapy with

carboplatin and paclitaxel followed by interval debulking surgery.

IMPACT: This case of PPC can make an impact on the medical literature.

Although the majority of cases are found with the usual presenting symptoms,

it is important to remember that PPC can present in other, unusual ways.

Nonetheless, PPC must be recognized early so that it can be appropriately

managed. By adding this case to the medical literature, it could help other

medical providers build more comprehensive differential diagnoses.

DISCUSSION: The diagnosis of PPC should always be considered when

cytology is suggestive of adenocarcinoma of gynecological primary, CA125

levels are significantly elevated, and CT abdomen and pelvis does not show a

discernable ovarian tumor or extensive disease. Clinical features of advanced

PPC are typically abdominal symptoms such as bloating, increased girth, pain,

changes in bowel habits, and enlarging pelvic lymph nodes. However, none of

these were seen in our patient. PPC is a rare tumor with an estimated incidence

of 6.78 cases per 1 million individuals. It is often similar to epithelial ovarian

cancer clinically, histopathologically and with regard to staging and treatment.

Extra-pelvic metastases can be seen in advanced disease and/or with bulky

abdomino-pelvic disease. However, this is not usually the presenting sign or

symptom. Metastasis to the breast or axilla is exceptionally rare. Non-

mammary metastatic disease, described in the literature has had association

with malignancy arising from ovary/ovarian-like origin.

ANCHORS AWAY- WHEN COGNITIVE BIAS BLOWS UP IN YOUR

FACE Eric Schultz. Montefiore Medical Center, New York, NY. (Control ID

#2945700)

LEARNING OBJECTIVE #1: Illustrate the pitfalls of diagnostic anchoring

LEARNING OBJECTIVE #2: Highlight a dramatic example of the risks

associated with anticoagulation

CASE:An 87 year-old woman with chief complaint of bilateral lower extrem-

ity swelling of unknown duration. Mrs. A was brought into the hospital after

her daughter, who had been away for a few weeks, came to check on her and

noticed that her legs were significantly more swollen than normal. She was

weak and refused to walk. Her daughter attributed the swelling to inconsistent

compliance with her diuretic. She had a mechanical fall one month ago, but

was not hospitalized. She was not known to have any trauma in the intervening

period. Her medical history is significant for dementia, hypertension, and

chronic kidney disease. In the emergency room, a deep vein thrombosis in

the right common femoral vein was visualized on ultrasound, and

anticoagulation with a heparin drip was initiated. She had bilateral lower

extremity swelling, with tenderness to palpation and multiple ecchymoses.

There were no palpable cords, and peripheral pulses were intact bilaterally. The

next morning, her left leg was noticeably more swollen with expanding

ecchymoses. At this point, the heparin drip was discontinued out of concern

for a subfascial hemorrhage of the left thigh. Morning labs revealed hemoglo-

bin of 8.5 (down from 12 the day before), andmassive transfusion protocol was

initiated. Mrs. A became hypotensive with systolic blood pressures around 70,

but responded to resuscitation. The hematoma eventually ruptured through the

skin, covering the floor in blood. Quick application of pressure stabilized the

bleeding until vascular surgery arrived to suture up the wound.

IMPACT: In this instance, it is possible that early signs of a significant internal

hemorrhageweremissed becuase of fixation on the known diagnosis of deep vein
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thrombosis. It wasn't until there was an objective data point of a 4-point drop in

hemoglobin overnight, accompanied by noticeably worsening swelling in the left

leg, that the presence of an expanding hematoma was clear. This case suggests

that even in the case of a known thrombosis, the possibility of bleeding should be

closely investigated and ruled out prior to the initiation of anticoagulation.

DISCUSSION: This case was a dramatic example of how diagnostic anchor-

ing can delay the recognition of a potentially life-threatening complication.

Internists frequently encounter patients as admissions with a workup already in

progress, and often with a preliminary diagnosis. But often, this preliminary

diagnosis is incorrect. Anchoring is a commonly-utilized heuristic, in the form

of Bayesian pre-test probabilities, that guides clinical reasoning. Frequently, it

allows clinicians to synthesize available data to reach a logical conclusion.

However, as in this case, anchoring can sometimes delay the correct diagnosis.

AND YET ANOTHER BACK PAIN!!!! A RARE DIAGNOSIS FOR A

BROAD DIFFERENTIAL Jiten Desai1; Jonathan W. McMahon2;

Raghavendra Sanivarapu1; Zalak Desai1; Charudatta Wankhade1; Vilma

Vas1. 1Nassau University Medical Center, East Meadow, NY; 2New York

Institute of Technology College of Osteopathic Medicine, Old Westbury, NY.

(Control ID #2916317)

LEARNING OBJECTIVE #1: Chronic low back pain impounds a serious

disability in most of US population and a common cause for lost work days

with an estimation of 149 million days of work per year

LEARNING OBJECTIVE #2: Tarlov cyst is a rare cause of chronic low

back pain and MRI or CT scan with myelography has to be obtained to

diagnose.

CASE: A 45-year-old female presented to neurology clinic with 2 years

history of intermittent right-sided low back pain that radiated down her right

lower extremity and up to her neck, with no preceding incident. Pain wasworse

on standing and better with stretching. Patient also experienced tingling on the

right side of her back that traveled to her toes. She denied weakness, foot drop,

numbness or bowel/bladder incontinence. On physical exam motor strength

was intact for all extremities, no paraspinal tenderness, straight leg raise was

negative, no sensory deficit was noted and deep tendon reflexes were normal.

Upon initial visit she was started on Gabapentin 100 mg PO and

cyclobenzaprine 5 mg PO twice daily as needed. EMG did not show any

lumbar radiculopathy. MRI of lumbar spine showed "several small well

circumscribed cystic dilations involving bilateral S2 and S3 neural foramina

in keeping with Tarlov cysts." The largest was 1.8 x 1.4 x 1.3 cm. Neurosur-

gical evaluation was obtained and no surgical intervention was recommended.

Patient is currently undergoing physical therapy and is doing better. Pain is

controlled with Gabapentin 300 mg at bedtime, Amitriptyline 25 mg at

bedtime, Meloxicam as needed for pain.

IMPACT: Chronic low back pain is a common diagnosis with a broad

differentials and also a common cause of disability. Finding the cause and

prompt treatment is necessary to avoid lost work days due to disability.

DISCUSSION: Tarlov cysts affects 4.6-9% of population. They are located

near the dorsal root ganglia and fulfills three specific criteria first developed by

Tarlov. First, communication with subarachnoid space is not open. Second, cysts

normally form in lumbosacral region and are at or distal to junction of posterior

nerve root and the DRG. Finally, wall of cysts contains part of ganglion cells or

nerve fibers in perineural space. The cysts can occur anywhere in the spine but

most commonly S2 and S3 nerve roots are involved. There is no clear etiology of

Tarlov cysts, although many hypotheses exist; including increased hydrostatic

CSF pressure, trauma, and congenital abnormalities. Although most are asymp-

tomatic and are found incidentally on imaging studies approximately 1%patients

experience symptoms including radiculopathy, perineal pain, hip, leg, and foot

pain, paraesthesias. The diagnosis is established via MRI and CT scan, and CSF

communication is monitored through CT myelography. Acosta et al. suggest

non-invasive treatment of physical therapy and NSAIDs prior to considering

invasive treatments, such as CSF drainage or surgical correction. Additionally,

surgical correction frequently led to improvement of neurological deficiencies,

but infrequently controlls pain.

ANTI-HMGCR ANTIBODY MYOSITIS IN THE STATIN-NAïVE PA-

TIENT Julia R. Skettini1; Rachel Pyngolil1; Francesca Gesiotto3; Jesse

Kresak2. 1Naples Community Hospital, Naples, FL; 2University of Florida,

Gainesville, FL; 3LECOM, Bradenton, FL. (Control ID #2939860)

LEARNINGOBJECTIVE #1: Recognize the clinical features of necrotizing

autoimmune myositis

LEARNING OBJECTIVE #2: Be able to perform the appropriate work-up

and management of this disease as it differs from other myopathies

CASE: Our patient was a 64 year-old statin naïve man with past medical

history of dyslipidemia, hypertension and prior episodes of proximal muscle

weakness that resolved with steroid use. He was admitted for escalated therapy

of worsening symmetric limb girdle and neck flexor weakness, refractory to

outpatient high dose immunosuppressive therapy over the four months until he

was dependent for activities of daily living. Review of symptoms, social and

family histories were negative. Physical exam showed decreased bulk, tone

and strength in the bilateral upper (3/5) and lower extremities (1/5). Sensation

was intact throughout and reflexes were 1+, symmetric and equal. Due to

inconclusive biopsies and a history of overlapping diagnoses - including

inclusion body myositis and polymyositis - work-up was reinitiated. MRI

showed atrophy of muscle tissue with surrounding edema. Biopsy revealed

active myofiber degeneration and regeneration with chronicity evidenced by

endomysial fibrosis and fatty replacement and minimal inflammation. His labs

showed negative ANA, anti-RNP, anti-Smith, anti-Ro, anti-La, anti-Jo, nega-

tive Lyme IgM/IgG. Anti-SRP was not sent, but directed anti-HMGCR anti-

body was positive. He had an initial brisk response to intravenous steroids that

reduced to persistent weakness despite adjunctive therapies, including intrave-

nous immunoglobulin, azathioprine and methotrexate. He transferred to sub-

acute rehabilitation for physical therapy with continued immunosuppressive

therapy, continued to decline, and died after cardiac arrest three months later.

IMPACT: Anti-HMGCR Antibody Myositis is a less considered entity when

evaluating the patient with weakness, and clinical suspicion for this disease

was lower in our statin naïve patient, lending to misdiagnoses. Due to the rapid

progress of these diseases, screening with anti-HMGCR Ab or anti-SRP when

evaluating for inflammatory myopathies to promote early diagnosis and treat-

ment of these rare but severe disorders may be warranted.

DISCUSSION: Autoimmune myopathies are rare with reported annual inci-

dences ranging from 1-22 /100,000. Necrotizing autoimmune myopathy

(NAM) are a subset of these characterized by isolated muscle weakness and

biopsy-proven necrosis as described in the case above. It has been found that

anti-SRP and anti-HMGCR serum antibodies tend to be positive in NAM

cases. Positivity in both markers is 100% specific for immune-mediated NAM.

Anti-HMGCR Ab myositis is seen in a significant number of statin-naïve
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individuals, who have earlier disease onset and worse clinical outcomes. They

are often misdiagnosed leading to resistance to initial therapies and frequent

relapses whenweaning immunosuppressants. Early diagnosis and therapy with

a cautious approach to steroid withdrawal has shown improved outcomes in

these patients.

ANTIBODY-NEGATIVE HASHIMOTO'S THYROIDITIS PRESENT-

ING ASMYXEDEMA COMATarandeep S. Chahal; Pratyaksha Sankhyan;

Laith Al momani; Akhilesh Mahajan; Girendra Hoskere. East Tennessee State

University, Johnson City, TN. (Control ID #2945272)

LEARNING OBJECTIVE #1: Diagnose and manage myxedema coma.

LEARNING OBJECTIVE #2: Recognize that antibody-negative

Hashimoto's thyroiditis can present as myxedema coma.

CASE:An 80-year-old male with a history of tobacco abuse presented

to the hospital with altered mental status. He was noted to be

bradycardic and hypothermic on admission. Medical history is other-

wise unremarkable, however the patient has not been seen by a

physician in many years. Vital signs on admission include temperature

of 79.9 and heart rate in the low 40s. Initially the blood pressure was

normal, though later on the patient developed hypotension requiring

pressor support. On physical exam, the patient was noted to be

lethargic. Strength was 5/5 in the bilateral upper and lower extremities

with an absent left knee reflex. The thyroid exam was within normal

limits. Laboratory work up was remarkable for thyroid stimulating

hormone (TSH) of 187.90, free T4 of 0.12, and creatinine of 1.66.

Random cortisol was found to be within normal limits. Thyroglobulin

and thyroperoxidase antibodies were found to be negative. The patient

was started on intravenous levothyroxine (T4), hydrocortisone, and

oral triiodothyronine (T3). Mental status slowly improved and returned

to baseline during the hospital stay which was complicated by aspira-

tion pneumonia with resulting respiratory failure requiring endotracheal

intubation as well as methicillin-sensitive Staphylococcus aureus sep-

sis. On discharge, TSH was 38 and free T4 was within normal limits.

IMPACT: This case demonstrates that one cannot assume that antibody-

negative Hashimoto's thyroidits presents exclusively as a mild or subclin-

ical disease process. It teaches us to always critically examine what we

believe to be true as medicine is always changing and evolving.

DISCUSSION: Myxedema coma is a life-threatening medical emergency

caused by severe hypothyroidism that results in symptoms of depressed mental

status, hypothermia, bradycardia, as well as other symptoms related to the

depressed function of various organs. It carries a high mortality rate and

requires immediate diagnosis and treatment. Diagnosis is made based on

clinical suspicion that should be followed with TSH, free T4, and cortisol lab

measurements. Initial treatment includes combined therapy with T4 and T3,

glucocorticoids, and appropriate supportive measures. Serum free T4 and T3

should be measured regularly during therapy, and treatment with T3 should be

discontinued once the patient shows clinical improvement. Approximately 5-

10% of cases of Hashimoto's thyroiditis are antibody negative, and these

generally tend to be subclinical or mild. It is believed antibody positivity is a

sign of higher disease activity, and so the majority of cases of Hashimoto's

thyroiditis that result in thyroid coma are antibody positive. Interestingly, our

patient had been tested negative for these antibodies and still developed this

severe pathology.

ANTISYNTHETASE SYNDROME: A RARE CAUSE OF INTERSTI-

TIAL LUNG DISEASE Muhammad Habib1; Danyi Zheng2; Alexander

Goldstein1; Assad Mohammedzein1; Thien Vo1; Manish Patel1. 1Texas Tech

University Health Science Center, Amarillo, TX; 2University Of Texas Hous-

ton, Houston, TX. (Control ID #2940099)

LEARNING OBJECTIVE #1: Diagnosing a rare form of Inflammatory

Myositis (IM)

LEARNINGOBJECTIVE #2: Early recognition of Antisynthetase syndrome (

aSS) as a differential diagnosis in patients with Interstitial Lung Disease (ILD)

CASE: A 37 year old female presented with a 2 years history of chronic cough

with dyspnea, progressive bilateral joint pain and muscle weakness, intermittent

fever and chills. She also had dysphagia to solid food and 150 lb weight loss over

2-3 years. Despite of multiple antibiotics and symptomatic management, her

symptoms continued to get worse. On examination, patient had bibasilar

crackles, proximal muscle weakness, decreased handgrip strength and inability

to lift her head from the bed against resistance. Her CT Chest showed bibasilar

reticular opacities suggestive of interstitial lung disease. ANA and ANCAwere

negative. Based on symptoms, CPK was checked which was elevated at 7425.

Anti-JO 1 Antibody was positive. Muscle Biopsy was consistent with Inflam-

matory Myopathy. Lung Biopsy showed usual interstitial pneumonia pattern

with fibrosis. Her work up supported the diagnosis of aSS with ILD. Her

symptoms improved with high dose steroid and Mycophenolate.

IMPACT: Antisynthetase syndrome is a rare syndrome: ILD being the

most common extra-muscular feature. Early recognition of ILD by

primary care physicians in a setting of aSS will allow early treatment

and reduction in morbidity and mortality with this debilitating disease.

CPK should be part of ILD work up in young patients even though

ANA is negative.

DISCUSSION: Antisynthetase syndrome is a rare form of connective tissue

disease, occurring predominantly in females. It is associated with

antisynthetase antibodies, usually anti-Jo1, myositis, ILD, joint disease,

Raynaud's phenomenon and mechanic's hands. Among these complications,

ILD has the highest prevalence and worse prognosis in Anti-Jo-1-positive

myopathies. Common ILD patterns on CTscan include non-specific interstitial

pneumonia, organizing pneumonia and usual interstitial pneumonia. The

mainstay of treatment includes immunosuppression with high dose steroid. A

single-center retrospective cohort study showed about 50% of its patients

achieved stable symptoms and pulmonary function with treatment and median

survival was greater 18 years. The study by Marie I et al showed ILD with

usual interstitial pneumonia pattern on CT scan was associated with poor

pulmonary function status, suggesting aggressive treatment might be needed

in these patients. According to a recent case series the link between malignan-

cies and aSS is also emerging. Hence, patients with aSS should be monitored

for malignancy in a manner similar to dermatomyositis, especially when using

long-term immunosuppressive therapy. We conclude that it is important to

recognize aSS as a differential diagnosis in patients with ILD especially by

primary care physicans and recommend testing for CPK and anti-jo 1 antibody

in patients who present with isolated ILD or symptoms suggestive of inflam-

matory myopathy.

AORTIC DISSECTION PRESENTING AS NEW ONSETATRIAL FI-

BRILLATIONMulham Shikh Hamdon; Firas Ido; Nirshanthika Raviendren.

Wayne State University, Shelby TWP, MI. (Control ID #2942766)
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LEARNING OBJECTIVE #1: Recognize atrial fibrillation as a presenting

sign of acute aortic dissection

CASE: A 80 year-old male presented to the emergency department with a

complaint of worsening abdominal pain for two days duration without associ-

ated gastrointestinal symptoms. Physical exam was benign except for a palpa-

ble abdominal mass. A CT of the abdomen was obtained revealing a 6.0 x

5.6 cm large saccular aneurysm stationed above the aortic bifurcation. The

patient was evaluated by Vascular surgery and underwent an Endovascular

Aortic Repair (EVAR) that was successful and without intraoperative or post

op complications for the first two days. On day three, he experienced shortness

of breath and was found to have new onset atrial fibrillation (AF). Work up

revealed no electrolyte abnormalities, echocardiogram was normal, but D-

dimer was elevatedwhich led to a CTangiography for evaluation of pulmonary

embolism (PE). CTangiography was negative for PE but incidentally captured

a combined Stanford A and B aortic dissection (AD) extending proximally and

through the distal aorta terminating just below the diaphragmatic hiatus. The

patient was immediately transferred to another facility where he remained

stable, was optimized on medical management including strict blood pressure

control, but declined any surgical intervention given the risks associated with

this major surgery.

IMPACT: This patient did not present with any common clinical feature

suggestive of an aortic dissection. In this case, the new onset AF was the only

clue to indicate the presence of the aortic dissection. Given the catastrophic

result of a ruptured dissection, it is essential to recognize this disease at its

earliest. In order to do so, it requires knowledge of all possible presenting signs

of aortic dissections, including now atrial fibrillation.

DISCUSSION:Aortic dissection occurs when blood enters the media layer of

the aortic wall producing a false lumen with propagation through the aorta and

branching arteries. Depending on the affected artery, an AD can present as a

cerebrovascular accident, acute coronary syndrome, aortic regurgitation, etc.

Aortic dissections originate primarily at the aortic arch, extending either

proximally or distally and are classified as Stanford A or B respectively. The

direction of propagation can produce characteristic abrupt onset of

interscapular pain radiating to the anterior chest wall or back. There are

currently limited reported cases regarding new onset atrial fibrillation (AF) as

a presenting sign of ADwhich poses a diagnostic challenge. To our knowledge

there are only four reported cases mentioning AF presenting as aortic dissec-

tions. Clinicians should maintain a high index of suspicion for diagnosing

aortic dissection in patients with new onset AF, especially in those with a

concomitant abdominal aortic aneurysm. The recognition of this atypical

presentation as an addition to the list of AD signs may result in earlier diagnosis

and management, preventing a catastrophic outcome.

ARE WE OVER- REACTING? A CASE OF DVT IN A PATIENT ON

LMWH PROPHYLAXIS AND EXTREME REACTIVE

THROMBOCYTOSIS Niharika Chimalakonda; Kulsum Casey; Rizcallah

DIck. UCF, Orlando, FL. (Control ID #2945654)

LEARNING OBJECTIVE #1: Recognise the risk of DVT in patients with

extreme thrombocytosis.

LEARNINGOBJECTIVE #2:Distinguish extreme reactive thrombocytosis

from essential thrombocytosis.

CASE:We present a case of a 53-year-old African American male with a past

medical history of hypertension, sarcoidosis, gout and alcohol abuse who

presented to the hospital with a 2-week history of intractable nausea, vomiting

and persistent, painful polyarthritis. Initial physical exam showed multiple

bilateral swollen and tender joints involving his knees, elbows, DIPs andwrists

with no overlying erythema. Although the patient continued to have intermit-

tent fevers, he was otherwise stable with no other significant findings. His labs

showed leucocytosis of 13 with a significant left shift and a thrombocytosis of

1184K. Other significant findings included elevated ESR and CRP. Intrave-

nous broad-spectrum antibiotics were initiated to treat for possible septic

arthritis. Arthrocentesis was performed and a diagnosis of polyarticular gout

was made. The patient was started on colchicine and underwent intra- articular

steroid injections. Antibiotics were discontinued after negative cultures from

joint aspirate. Despite resolving gout, the patient's thrombocytosis persisted.

On day five of hospitalisation, the patient was found to have a deep vein

thrombosis despite being on low-molecular weight heparin for DVT prophy-

laxis. Bone marrow biopsy was consistent with reactive thrombocytosis with

moderately hypercellular marrow with granulocytic and megakaryocytic hy-

perplasia. JAK2 mutational analysis and BCR-ABL PCR were negative.

IMPACT: This case emphasises the importance of avoiding anchoring biases.

Initial treatment was focused on covering septic arthritis given his fevers and

elevated inflammatory markers. Following the diagnosis of gout, the acute

DVT remained unrecognized despite lower extremity swelling. This case

reminds us that it is imperative that physicians rule out possibilities of co-

existing diseases before focusing treatment on a single pathology.

DISCUSSION: While it is well known that complications of primary

thrombocytosis include headaches, chest pain, and increased risk of venous

thromboembolism, these manifestations were thought to be much more ob-

scure in secondary thrombocytosis owing to existing normal platelet size and

function. However, recent studies show that reactive thrombocytosis can result

in symptomatic thrombotic complications in almost 2% of patients with critical

illnesses. Extreme thrombocytosis is defined as platelet numbers more than

1000 x 10(9) (1). A 2006 study proposed that in patients with reactive extreme

thrombocytosis, 5.2% suffered from thrombotic complications (2). Another

2012 study showed that reactive thrombocytosis was associated with an

increased risk of DVT in individuals who had been discharged from ICU

despite being on VTE prophylaxis (1). This increased risk is seen more in

patients with extreme thrombocytosis as compared to reactive thrombocytosis

with smaller platelet counts (3).

AT A LOSS FOR A DIAGNOSIS Deepa Ramadurai1; Elena Lebudska2.
1University of Colorado, Aurora, CO; 2University of Colorado, Denver, CO.

(Control ID #2904865)

LEARNING OBJECTIVE #1: Identify a systematic approach to the patient

with unintentional weight loss.

LEARNING OBJECTIVE #2: Recognize the role of clinical and electro-

physiological testing in diagnosing amyotrophic lateral sclerosis.

CASE: A 65-year-old man presented with progressive weight loss of 100 lbs

over ten months. BMI was 15.7 kg/m2 and he appeared cachectic with

temporal wasting and a hypophonic voice. Psychiatric exam revealed de-

pressed mood, visual and auditory hallucinations, and circumstantial thoughts.

His psychiatric symptoms improved with olanzapine. HIV, PSA, and FOBT

were negative. TSH, CK, and A1c were normal. Computed tomography of the

chest, abdomen, and pelvis and brain MRI were normal. Direct laryngoscopy

was negative for vocal cord dysfunction or mass. Given persistently elevated
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serum bicarbonate, arterial blood gas was obtained, revealing compensated

hypercarbia of 83mmHg, PaO2 of 55mmHg, and bicarbonate of 38mmoL/L.

Further examination revealed diffuse, symmetric hyperreflexia and infrequent

fasciculation of the right trapezius and bilateral rectus femori. Negative inspi-

ratory force was reduced. Electromyography revealed acute on chronic motor

axon degeneration in multiple root and peripheral nerve distributions of the

upper and lower limbs and paraspinal muscles diagnosing advanced amyotro-

phic lateral sclerosis (ALS).

IMPACT:We learn ALS as a disease of both upper and lower motor neurons,

however it is now increasingly apparent that frontal and temporal cortical

neurons are also jeopardized. Cognitive impairment has been noted in up to

51% of patients with ALS who undergo formal neuropsychiatric testing.

Symptoms implicate executive dysfunction, mild memory decline, and fea-

tures consistent with frontotemporal dementia—a diagnosis that was in the

original differential diagnosis for the patient in this case.

DISCUSSION:Weight loss is initially classified as intentional or unintention-

al. Quantity of loss should be confirmed with objective measurements when

possible. In addition to eliciting symptoms suggesting malignancy, malabsorp-

tion, autoimmune disease, or hypermetabolic states, it is important to assess

psychosocial barriers to food intake. Half of all patients with ALS report more

than 5% weight loss at diagnosis, and notably a loss of 10% or more increases

the risk of death from 5% to 45%. Revised criteria for the diagnosis of ALS

requires lower motor neuron degeneration by clinical, electrophysiological, or

neuropathological examination, upper motor neuron degeneration by clinical

exam (spasticity, hyperreflexia), and progressive symptoms. Distal muscle

groups innervated by median, ulnar, and peroneal nerves are more often

compromised. Bulbar involvement, with dysarthria or dysphagia, is the pre-

senting symptom in 20%, leading to discoordination of laryngeal muscles,

manifesting as slow speech, cough, and choking. Neurologic disease present-

ing with weight loss can be attributed to altered cognition, direct motor

dysfunction, or dysphagia, causing subtle but progressive decline.

ATYPICAL CAUSE OF TYPICAL CHEST PAIN Krishna M. Patel1, 2;

Zareen M. Vaghaiwalla1, 2; Philip Denoux1, 2. 1Florida State University Col-

lege of Medicine, Tallahassee, FL; 2Tallahassee Memorial Hospital, Tallahas-

see, FL. (Control ID #2937793)

LEARNING OBJECTIVE #1: Understand similarities of physical exam

with sternoclavicular abscess and cardiac chest pain.

CASE: A 47-year-old male with no past medical history presented with

substernal chest pain for one day that radiated down his left arm and up the

left side of his neck. Exertion and movement made the pain worse, while rest

and nitroglycerin helped alleviate pain. He denied trauma, recreational drug

use, heavy lifting, fevers or chills. Vital signs on presentation were BP 215/119,

RR 24, HR 95 and temperature 98.5F, oxygen saturation 99%. On physical

exam, patient was muscularly built, in mild distress, without lesions on chest

wall, with normal rate and regular rhythm, without murmurs. Initial lab work

showed elevated CPK, otherwise unremarkable. EKG showed inverted T-

waves in the lateral leads without a previous EKG for comparison. He

underwent a nuclear perfusion stress test which revealed anterolateral attenu-

ation. Hypertension was controlled on twomedications, however his chest pain

persisted. Due to EKG abnormalities and MPI results, cardiology recommend-

ed cardiac catheterization. Cardiac catheterization showedminimal left anterior

descending artery luminal irregularities with normal ejection fraction. His chest

pain remained unchanged, WBC became elevated and he became febrile with

temperature of 102.6F. Blood cultures were negative. Empiric antibiotics were

initiated. MRI chest performed showed an abnormal signal in the superior

mediastinum extending in an extra mediastinal location in the subclavicular

soft tissue extending laterally deep in the pectoralis muscle resembling a

sternoclavicular abscess. Cardiovascular surgery drained the septic joint with

subsequent repair of pectoralis flap by plastic surgery.

IMPACT: This case of a sternoclavicular abscess (SCA) depicted features of

typical chest pain. Structural abnormalities and inflammation from infections such

as SCA are important to recognize as a differential for chest pain that has been

ruled out for cardiac origin, as untreated SCA can lead to fatal complications.

DISCUSSION:Upon review of literature, septic arthritis has an incidence of 2

out of 10 cases per 100,000 in the general population and 1% found in the

sternoclavicular joint. This case illustrates common features of typical cardiac

chest pain that was noncardiac in etiology. Clinical features of sternoclavicular

septic arthritis vary, however, it most commonly presents with insidious onset

of chest pain localized to the sternoclavicular joint, worse with shoulder

movement, limiting range of motion, with accompanying fever. In most cases,

infection is usually long standing and at presentation more easily discernable.

This case was uncommon, in that the patient had no gross lesions or palpable

abnormalities. The best imaging modalities to determine the extent of the

condition are CT or MRI, as these modalities can depict joint destruction,

abscess, and periarticular inflammation.

AVOIDING "RASH" CONCLUSIONS: A CASE OF ADULT ONSET

IGAVASCULITISWITHCUTANEOUS,GASTROINTESTINAL,AND

RENAL INVOLVEMENTAmanda Dowden; William West. NYU Langone

Medical Center, New York, NY. (Control ID #2938126)

LEARNINGOBJECTIVE #1:Recognize the clinical features ofHSP in adults

CASE: 59 yoman with psoriasis presented with two weeks of abdominal pain,

decreased PO intake, and a progressively worsening rash which had started on

his legs, and since spread to his arms, hands, and palms. Outpatient EGD done

the week prior was notable for duodenitis. Biopsies were taken and he was

started on a PPI, but his symptoms persisted and he then presented to the ED.

Initial labs revealed a WBC of 27k ( bands and a leukocytic predominance, no

eos) , plt of 301, Cr of 2.0, ESR of 96 mm/hr, and CRP > 270 mg/L. PE was

notable for scattered non-blanching petechiae on his arms, and palpable

purpura with ulceration on both legs. CT A/P showed proximal small bowel

dilatation with wall thickening and mesenteric inflammation. Skin biopsy

revealed pustular vasculitis positive for IgA. These findings were consistent

with HSP with cutaneous and GI involvement. He was treated with pulse

steroids and his GI symptoms and rash rapidly improved. Despite the treat-

ment, he then developed hematuria concerning for renal involvement. His

course was also complicated by a SMV thrombus. A hypercoagulable workup

was unrevealing. He was treated with a prednisone taper, started on long-term

anticoagulation, and was discharged home.

IMPACT: HSP is a systemic vasculitis with prominent skin findings. Because

of themorbidity associatedwith the renal complications of HSP, it is important to

consider when thinking about leukocytoclastic vasculitides. Additionally, HSP is

a pro-thrombotic state and patients are at an increased risk of clot formation.

Thus, while rare, the potential for thrombotic events should be kept in mind.

DISCUSSION:Despite being the most common vasculitis in children, HSP is

fairly uncommon in adults, with about 3 - 14 cases per million (20-fold fewer
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cases than in children). Renal involvement tends to be more severe in adults.

While the GI tract is often involved in adults, severe manifestations such as

intussusceptions are much less common. HSP tends to be self-limiting and the

mainstay of treatment is supportive care. However, early recognition and

treatment is important in adults to prevent complications. Steroids should be

considered in severe cases, though their use is controversial as the data is

limited and literature has shown that they do not actually prevent the onset of

renal or GI disease (bearing in mind that a majority of the data is from the

pediatric population). Regardless, by reducing the edema in the intestinal wall,

steroids are effective in treating the associated abdominal pain. HSP is a

proinflammatory state, with elevated levels of TNF-α and IL-6. Despite this

fact, thrombotic events are a rare complication. While prior case reports show

that HSP-associated thrombus was associated with higher levels of plasma

factor VIII and homocysteine, and pro-thrombotic disease states, such as

antiphospholipid antibody syndrome, our patient's hypercoagulable work-up

was unremarkable.

AVOIDING PAINFUL NEEDLES: A CASE REPORT ON DIAGNOS-

ING EOSINOPHILIC GRANULOMATOSIS WITH POLYANGIITIS

Vidhya Nair1; Kajali Mishra2. 1Henry Ford Health System, Detroit, MI;
2Henry Ford Hospital, Detroit, MI. (Control ID #2945690)

LEARNINGOBJECTIVE #1:Recognize Eosinophilic Granulomatosis with

Polyangiitis as a cause of eosinophilia despite negative anti-neutrophil cyto-

plasmic antibodies

CASE: A 73 year old male with a past medical history of asthma and chronic

left lower extremity pain presented to the Emergency Department with the

primary complaint of acute left lower extremity pain and numbness, as well as

subacute bilateral lower extremity swelling. Upon further questioning, he did

admit to dyspnea on exertion without orthopnea, PND, fever, chills, cough,

sputum production, weight loss, or malaise. Initial chest x-ray was concerning

for an interstitial process and CT chest showed lower lung ground glass and

tree-in-bud opacities, bronchial wall thickening, mucous plugging, and inter-

lobular septal thickening. Laboratory work-up was significant for leukocytosis

with 70% eosinophilia, total IgE >3000, erythrocyte sedimentation rate 102, C-

reactive protein 1.3, Rheumatoid Factor 300, and negative p and c-Anti-

neutrophil cytoplasmic antibodies. Bronchoscopy guided biopsy results were

negative for vasculitis in medium sized pulmonary vessels. EMG study

showed left leg and foot sensory and motor neuropathy. Skin punch biopsy

for a transient petechial rash over the shins showed leukocytoclastic vasculitis

rash. Sural nerve biopsy showed extravascular eosinophilia and granulomatous

vasculitis, consistent with EGPA. The patient was then discharged home on

high dose steroids.

IMPACT: EGPA is a rare, but not uncommon, multiorgan disease that should

be suspected in patients presenting with asthma, sinusitis and eosinophilia.

Although p-ANCA testing is commonly done on initial work up, it is neither

sensitive nor specific. Special attention should be paid to ANCA negative

patients presenting with mononeuritis multiplex, as nerve biopsy can confirm

the diagnosis. This will avoid other invasive procedures, such as surgical lung

biopsy.

DISCUSSION: Characteristic laboratory tests to diagnose EGPA include

eosinophilia, elevated IgE and p-ANCA positivity. However, ANCA is not

considered specific to EGPA as it is positive in only 30 to 60 percent of patients

with definite vasculitis. As discussed in the case above, when there is a high

clinical suspicion of EGPA, biopsy should be pursued to confirm the presence

of vasculitis. Although surgical lung biopsy is the gold standard, if skin or

nerve involvement is present, pursuing biopsies of a less invasive site is

preferred. In terms of extrapulmonary organ involvement, nerve involvement

has the highest prevalence (78%), followed by joint and muscle (57% each),

and skin and kidney (48% each). In one case series, 71% of patients with

EGPA associated neuropathy developed mononeuritis multiplex, presenting as

sensory impairments of the extremities. The most common distribution of

nerve involvement was the common peroneal nerve, followed by sural nerve.

On sural nerve biopsy, eosinophilic infiltrates were seen on 7 out of 15 cases,

which is considered to be the hallmark of EGPA.

BACK TO THE BASICS: REDISCOVERING THE LOST ART OF

OBTAINING A THOROUGH PATIENT HISTORY Emily Tuchman1;

Nina Yedavalli2. 1Loyola University, Forest Park, IL; 2West Suburban Medical

Center, Oak Park, IL. (Control ID #2940792)

LEARNINGOBJECTIVE #1:Understand the impact of unnecessary testing

when a comprehensive past medical history inquiry in not undertaken.

LEARNING OBJECTIVE #2: Rethink the original diagnosis when the past

medical history and clinical picture provide evidence of a more likely

diagnosis.

CASE: A 75 year old male was brought to the emergency room by his sister

who reported that the patient had progressive weakness, decreased appetite,

and increasing confusion for two days. The patient was altered and confused

and could not provide an adequate history; nor could the sister. His temperature

was 101F, white blood cell count 37.3 K/UL, hemoglobin 18.4 G/DL, hemat-

ocrit 70%, and platelet count 770 K/UL. Given the patient's clinical presenta-

tion of fevers and worsening confusion, meningitis was high on the differential

and intravenous antibiotics and antivirals were initiated. An extensive investi-

gation was performed to find an infectious source, including a computed

tomography (CT) scan of the head, abdomen, pelvis, and thoracic spine, and

a lumbar puncture. As the work up was unrevealing, hematology was

consulted given the persistently elevated hematocrit. It was recalled that the

patient's sister mentioned that the patient used to "have his blood drained." The

diagnosis of polycythemia vera (PV) then moved to the top of the differential

given the persistently elevated hematocrit and mental status changes that were

now thought to be secondary to hyperviscosity. Other family members were

contacted and it was uncovered that the patient was placed on a blood thinner

several years prior but had no knowledge of a history of a clot. Given this

supplementary history, an erythropoietin level and JAK2 mutation test were

ordered, which confirmed the diagnosis of PV. On review of outside records, it

was revealed that the patient was initially diagnosed with PV five years prior.

At that time, he was started on aspirin and hydroxyurea, and started on routine

phlebotomy. The patient followed up with these treatments for three years but

then failed to continue his follow up. Once this information was discovered, all

antibiotics were stopped and patient was initiated on a baby aspirin and advised

to follow up with his original hematologist immediately and discharged for

evaluation and treatment for PV.

IMPACT: When patients are unable to give an adequate history, every effort

should bemade to investigate and obtain that history as it can have a significant

impact on the care that is delivered.

DISCUSSION: According to the Centers for Medicare and Medicaid Ser-

vices, the national health expenditure rose to $3.2 trillion dollars and accounted
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for 17.8% of GDP in 2015. As demonstrated by this case, if a more extensive

effort was done upon admission to obtain a full history, PV would have been

considered early in the course and unnecessary medications and tests, includ-

ing an invasive lumbar puncture procedure, may have been avoided. We need

to be cognizant of the burdens to an already fragile healthcare system and be

proactive in decreasing costs.

BACTERIAL ENDOCARDITIS PRESENTING AS ACUTE ST-

ELEVATION MYOCARDIAL INFARCTION Brian Lilleness; Kate

Raiti-Palazzolo; Eric Awtry. Boston Medical Center, Boston, MA. (Control

ID #2942358)

LEARNING OBJECTIVE #1: Recognize septic emboli secondary to bac-

terial endocarditis as a potential cause of ST elevation myocardial infarction

(STEMI) and manage its complications.

CASE: A 74-year-old African American male presented with one hour of

severe substernal chest pressure and shortness of breath. Past medical history

was significant for hypertension and a trans-urethral resection of the prostate

(TURP) 3 months prior. Electrocardiogram showed 7mm STelevations in V2-

V5. Coronary angiogram revealed 100% occlusion of the mid left anterior

descending artery with no underlying plaque following thrombectomy, so

therefore no stent was deployed. Transesophageal echocardiogram showed a

perforated mitral valve leaflet with a 2.2 x 1.4 cm heterogeneous irregular

mass. Blood cultures grew Entercoccus faecalis, confirming endocarditis.

Brain MRI revealed both septic emboli and subarachnoid hemorrhage

(SAH). The perforated mitral valve resulted in acute heart failure, indicating

the need for early mitral valve replacement (MVR). Due to his SAH, cerebral

angiography was performed to rule out the presence of mycotic aneurysms.

Although no aneurysm was found, it was determined that antibiotic treatment

for at least 14 days was needed for cerebral bleeding risk to be low enough to

tolerate the high heparin doses used during cardiopulmonary bypass. Unfor-

tunately, while awaiting surgery, the patient suffered recurrent embolization to

his coronary arteries and died.

IMPACT: This case demonstrates the need to consider atypical causes of

STEMI when no underlying plaque is present. The decision to delayMVR and

the adverse outcome also illustrates the delicate balance between the risk of

surgery versus delaying definitive treatment in patients with known complica-

tions of endocarditis. In similar situations with multiple risk factors for recur-

rent embolization, this case would encourage stronger consideration of surgery

- even in the presence of SAH

DISCUSSION: Up to 50% of patients with endocarditis suffer complications

of septic emboli, which most commonly affect the central nervous system,

spleen, liver and kidneys. Coronary embolization has been reported in only 7%

of patients with native valve endocarditis. The chief risk factors for endocar-

ditis include intravenous drug use, cardiac devices, prosthetic heart valves,

valvular heart disease and congenital heart disease. As none of these were

present, the most likely source of the infection was his TURP. Unfortunately,

there are no clear guidelines regarding coronary stenting in patients with acute

STEMI due to septic emboli. For valve replacement in the setting of SAH,

guidelines recommend waiting four weeks before surgery. However, they also

advocate early intervention in the setting of acute heart failure. Risk factors for

embolization include prior embolization, vegetations larger than 10 mm, and

mitral valve location - all present in this case. This clearly shows the need for a

multidisciplinary approach when evaluating complications of endocarditis.

BAD BLOOD ANEMIA THROMBOCYTOPENIA AND SHORTNESS

OF BREATH Marjorie E. Bateman; Jason Stencel; Tania Boniske; Nathan

Nielsen. Tulane University School ofMedicine, NewOrleans, LA. (Control ID

#2944077)

LEARNING OBJECTIVE #1: Differentiate transfusion-related acute lung

injury (TRALI) from other etiologies of acute respiratory failure in a patient

who recently received a blood transfusion

LEARNING OBJECTIVE #2: Recognize the early signs of disseminated

intravascular coagulation (DIC)

CASE: A 64-year-old man with a history of multiple myeloma presented with 2

days of weakness, vomiting, and diarrhea after an adjustment in his chemother-

apy. His lungs were clear to auscultation, and no infiltrates were present on chest

x-ray. While being treated for dehydration, he developed hematuria,

hematochezia, and thrombocytopenia. He was found to have deep venous throm-

bi and was given fondaparinux for presumed HIT. His hemoglobin was noted to

have decreased from13.3 to 6.4 grams/dL, and 2 units of pRBCswere transfused.

During the transfusion, he became dyspneic and hypoxic. His lungs were clear to

auscultation. There was no JVD, S3, or peripheral edema. CT revealed diffuse

bilateral patchy, nodular airspace opacities. The patient developed a PAO2/FiO2

ratio of 122 and new hypotension. He was started on norepinephrine, vancomy-

cin, and cefepime and was intubated with increasing ventilator requirements.

Labs returned with a new leukopenia and evidence of DIC. Blood cultures

returned with streptococcus agalactiae. HIT panel was negative.

IMPACT: This case will change our practice by teaching us to always

carefully analyze the etiology of the anemia requiring transfusion. The team

anchored on the diagnosis of HIT as an explanation for the patient's thrombo-

cytopenia while treating the anemia as a separate problem. However, with

thrombocytopenia, anemia, and bleeding at multiple sites, the clinician needs

to consider DIC and its underlying etiologies such as sepsis. Prompt initiation

of antibiotic therapy may have prevented the morbidity and mortality associ-

ated with worsening inflammatory response and DIC.

DISCUSSION: TRALI occurs when neutrophils are activated by priming

substances stored in blood components, and the resulting inflammation causes

pulmonary capillary leakage. The estimated incidence is 1:12,000 units trans-

fused. The patient meets the clinical criteria based on acute onset hypoxemia,

bilateral infiltrates on chest radiography, and lack of circulatory overload

within 6 hours of his transfusion. His sudden onset leukopenia, hypotension,

and clear lung fields were also consistent with TRALI. He is classified as

possible TRALI instead of suspected TRALI due to the presence of sepsis,

which can cause acute lung injury in the form of ARDS. The patient in this case

met the Berlin Definition of moderate ARDS with his PAO2/FiO2 ratio

between 100 and 200 mm Hg. This case is a reminder that any dyspnea upon

initiation of blood transfusion must be treated as a serious event.

BAD COW DISEASE - S. GALLOLYTICUS BACTEREMIA Stephen

Dong; Laura J. Nicholson. Scripps Clinic, San Diego, CA. (Control ID

#2941005)

LEARNING OBJECTIVE #1: Recognize the clinical relevance of Strepto-

coccus bovis bacteremia for its association with infective endocarditis (IE),

gastrointestinal neoplasia, and liver disease

LEARNING OBJECTIVE #2: Distinguish the varying clinical implications

of the new S. bovis biotype classifications
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CASE: 63 year-old woman with a history of ESRD s/p renal transplant x2

presented with 3 days of malaise and fevers. Infectious review of systems was

negative; she additionally denied abdominal/flank pain. Exam was notable for

temperature 99.3F and RLQ tenderness over the 2nd transplanted kidney. Labs

included creat 4.2 (baseline low 2s) and proteinuria without pyuria (protein

>500, WBC 1). Patient was admitted for presumptive transplant pyelonephri-

tis. Blood cultures returned 3/4 positive for S. gallolyticus. Empiric ceftriaxone

was continued with subsequent blood cultures negative. TTE demonstrated an

echogenic structure on the aortic root; TEE revealed heavy calcification

without evidence of vegetation. Colonoscopy was unremarkable. EGD re-

vealed a partially occluding, semi-circumferential mass in the 2nd portion of

the duodenum, biopsies demonstrating adenocarcinoma.

IMPACT: S. bovis is now classified into several clinically significant biotypes.

S. gallolyticus is particularly associated with GI malignancy, and endoscopy

+/- imaging should be performed in bacteremic patients.

DISCUSSION: S. bovis is now divided into 3 biotypes: 1) S. gallolyticus

(S. bovis biotype I); 2) S. lutetiensis/S. infantarius (S. bovis biotype II.1); and 3)

S. pasteurianus (S. bovis biotype II.2). All biotypes have reported associations

with IE, colorectal tumors, and liver disease. Discovery of S. bovis bacteremia

should prompt workup for IE to include clearance of blood cultures and TTE

with TEE as necessary. Colonoscopy +/- EGD should be performed given

strong association with gastrointestinal malignancy. In a meta-analysis, 60% of

S. bovis infected patients who underwent colonoscopy were found to have

concomitant malignancy. S. gallolyticus has the strongest association with

underlying IE and/or malignancy; the pathogenesis of this association remains

unclear and merits further exploration. A recent meta-analysis comparing

biotype I to biotype II infection demonstrated a pooled OR of 7.26; 95% CI

3.94-13.36 for colorectal cancer and pooled OR 16.61; 95% CI 2.03-6.81 for

IE. Older studies are limited by lack of differentiation among biotypes. Other

malignancies, particularly elsewhere within the GI tract as in our patient, must

also be considered. In a single center analysis of neoplasia associated with

S. bovis bacteremia, 65% were colorectal. Other solid adenocarcinomas, in-

cluding pancreatic, duodenal and gallbladder were reported, in addition to

CML and CLL. Underlying liver disease must also be considered. In one

study, 56.7% of patients with S.bovis IE had advanced liver disease compared

to 15.3% of patients with non-S.bovis IE.

BARORECEPTOR FAILURE - A LIFE-THREATENING COMPLI-

CATION OF SURGERY FOR BILATERAL CAROTID BODY

PARAGANGLIOMAS Radhika Jaiswal1; Manthan Jayswal3; Malini

Ganesh2. 1Forest Hills Hospital, Rego Park, NY; 2Rush University Medical

Center, Chicago, IL; 3B.J. Medical College, Ahmedabad, India. (Control ID

#2945972)

LEARNING OBJECTIVE #1: Learn about a rare postoperative complica-

tion of bilateral CBP and consider alternative therapies.

CASE: A 46-year-old man with no past medical history presented with 4

months of asymptomatic bilateral neck swelling. He denied any palpitations,

headaches, sweating or dyspnea. Examination was significant for

normotension, normal heart rate and bilateral palpable neck masses. CT scan

andMRI of the neck showed highly vascular masses measuring 31x31x35mm

on the right, and 31x42x42mm on the left, consistent with bilateral CBP. He

underwent fine needle aspiration of both masses which showed neuroendo-

crine differentiation and cellular atypia. Lab testing showed normal plasma

metanephrines. ACTscan of chest, abdomen and pelvis did not show any other

tumors. To prevent intraoperative catecholamine release, he was started on

Phenoxybenzamine and underwent successful left sided resection. Four

months later, he underwent right-sided resection however, post-surgery, he

developed severe labile blood pressure between 87/50 - 198/115 mm Hg. Due

to concern for baroreceptor failure, he was started on Clonidine. However, on

postoperative day 3, the patient was found unresponsive and underwent

multiple rounds of resuscitation attempts. He was pronounced dead shortly

after.

IMPACT: Here we present a rare case of asymptomatic and non-secretory

bilateral carotid body paragangliomas (CBP) with an unusual and dreaded

post-op complication of baroreceptor failure. Given the possibility of surgical

complications and baroreceptor reflex failure in patients undergoing bilateral

resection of CBP, physicians should consider other possible interventions like

unilateral surgery, embolization or radiation or even watchful waiting in

patients with asymptomatic CBPs.

DISCUSSION: Paragangliomas are rare neuroendocrine tumors that arise

from the extra-adrenal autonomic paraganglia, small organs consisting mainly

of neuroendocrine cells and have the ability to secrete catecholamines. The

estimated incidence is 1 in 300,000 and is more common in women. The most

common location for head and neck paragangliomas is the carotid body. It is

estimated that approximately 4% of CBP are malignant and 5% secrete

catecholamines. The optimal approach to therapy for CBP depends on symp-

tomatology, size, location, the relationship between the tumor and

neurovascular structures, as well as general health of the patient. For asymp-

tomatic CBP larger than 2-3 cm in size, surgery is recommended. Resection of

CBP carries inherent risks of injury to the cranial nerves, carotid arteries and

excessive blood loss. Baroreceptor failure is a rare complication of surgery.

This is characterized by severe, constant hypertension in the first 24 to 72 hours

after surgery, followed by labile hyper and hypotension. It has been proposed

that response to Clonidine can be used to differentiate this from pheochromo-

cytoma. The low probability of functionality of CBP makes baroreceptor

failure the likely culprit in our case.

BE STILL, MY BEATING HEART! A PERPLEXING CONFUSION, A

CONFOUNDING EFFUSION Allexa A. Hammond; Wanpen

Vongpatanasin. UT Southwestern, Dallas, TX. (Control ID #2927684)

LEARNING OBJECTIVE #1: Recognize the cardiac complications associ-

ated with hypothyroidism.

LEARNING OBJECTIVE #2: Recognize the importance of routine screen-

ing for hypothyroidism in Down Syndrome (DS).

CASE: A 32 year old male with DS and ventral hernia presented with 3

months of dyspnea, behavioral changes and abdominal pain. He was noted by

family to be less communicative and occasionally combative. He complained

of dyspnea upon exertion and abdominal pain. A lacy-appearing rash appeared

on both legs, for which he was given antibiotics for presumed cellulitis without

relief. He did not have fevers, chest pain, vomiting or bloody stools. Family

denied recent travel or sick contacts. On admission, the patient was hypother-

mic and bradycardic. Distant cardiac sounds, reducible hernia, and livedo

reticularis rash were found. X-ray incidentally noted an enlarged cardiac

silhouette; EKG revealed bradycardia with low voltage QRS. Echocardiogram

showed a large pericardial effusion with evidence of compression of the right

ventricle's free wall, consistent with cardiac tamponade. Pericardiocentesis
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yielded 1950 cc of serous fluid. Diagnostic work-up identified a TSH of 285.9

and a free T4 of 0.1. Intravenous levothyroxine was given with eventual

transition to the oral form after evidence of recovery in thyroid function. The

patient was back to his baseline upon follow-up in Endocrinology clinic, and

was then lost to follow-up before an echocardiogram could be performed after

discharge.

IMPACT: There are only a few reports detailing the presence of a pericardial

effusion as a presentation of hypothyroidism inDS. This vignette serves to help

change the clinicians' approach in evaluating the often subtle behavioral

changes and non-specific symptoms in DS patients in order to promptly

suspect, diagnose and treat hypothyroidism.

DISCUSSION: The estimated prevalence of hypothyroidism in DS (13% to

63%) is much greater compared to the general population (1% to 2%).

Although many cases are diagnosed by adolescence, there are some that do

not manifest until adulthood. Many common signs of hypothyroidism share

similar features to those of DS, which makes the diagnosis more challenging.

For example, the presence of short stature, macroglossia or delayed cognition

may be found in both conditions. In addition, studies have argued that the

presence and size of a pericardial effusion relates to the chronicity and severity

of hypothyroidism. In this case, the patient likely had hypothyroidism for a

long period. Barriers to diagnosis may have included atypical signs of hypo-

thyroidism (i.e. irritability, muted speech, rash) and difficulty in obtaining a

history prior to admission. Reports have shown that treatment with

levothyroxine led to resolution of the effusion. Thus, in addition to yearly

screening for hypothyroidism in DS patients, the internist should have a lower

threshold for suspecting hypothyroidism in this population, and promptly treat

after diagnosis in order to avoid the dangerous sequelae associated with this

condition.

BEAUTY HAS ITS PRICE: ARNICA MONTANA INDUCED BONE

MARROW SUPPRESSION CAUSING APLASTIC ANEMIA Sitara

Kishore; Nickolas Meyerkord; Ayesha Khan; Nemer Dabage. Blake Medical

Center, Bradenton, FL. (Control ID #2945988)

LEARNING OBJECTIVE #1: Diagnose herbal medication as the cause of

aplastic anemia

LEARNING OBJECTIVE #2: Recognize that even popular herbal medica-

tions may be adulterated and are unregulated by the FDA

CASE: A 70 year old Hispanic woman with no significant past medical

history presented with complaints of generalized fatigue, chest pressure

and shortness of breath. Symptoms developed after three weeks of

excessive use (~ 30 tablets daily) of herbal medication called Arnica.

This medication was given to treat post facial injection bruises. She

reported no significant family history, drug or food allergies. Her current

medications include Vitamin C, D, and Biotin. Patient has had similar

cosmetic injections of hyaluronic acid over the past few years with no

adverse events. On presentation, she was found to be tachycardic with

conjunctival pallor, generalized petechiae with no lymphadenopathy,

hepatosplenomegaly, or bleeding. Lab values showed a white blood

count of 1,300 (ANC 400s), hemoglobin 3.7g/dL and platelets 1000.

Peripheral smear showed anisocytosis. Her labs one year prior to admis-

sion were within normal limits. Cardiac workup at the time of the

admission was negative for acute coronary syndrome. Workup for

aplastic anemia was done in the form of HIV, Hepatitis, CMV, Syphilis,

EBV, and Parvovirus panel, all of which were negative. Imaging did not

show any evidence of internal malignancy. Bone marrow biopsy was

performed and revealed findings consistent with aplastic anemia: 20%

bone marrow cellularity. Treatment modalities included discontinuing

Arnica, multiple blood transfusions, prophylactic antibiotics, and cyclo-

sporine. Repeat bone marrow biopsy with negative flow cytometry

supported the diagnosis of aplastic anemia.

IMPACT: There is a misconception among the public as well as medical

community regarding the potential benefits of herbal products.Moreover, these

medications might carry multiple life threatening side effects that may be

overlooked by the patients and clinicians. We are presenting this case to help

raise awareness among medical professionals regarding the potential adverse

reactions that may have resulted from unstandardized production of herbal

supplements.

DISCUSSION: Historically, anti-inflammatory medications such as phenyl-

butazone have demonstrated similar adverse effects of bone marrow toxicity

and hence been removed from the market. Arnica Montana is composed of a

lactone helenalin; which is a potent anti-inflammatory agent whose mechanism

of action is not completely understood. Some studies have shown helenalin is

thought to work by inhibiting transcription factor NF-kappaB (mediator of the

human immune response/apoptosis). This evidence, along with the large

consumption of Arnica by the patient, a short interval of time to the onset of

symptoms, and an extensive negative workup of secondary causes all of which

support Arnica's role in the development of aplastic anemia.

BEER POTOMANIA: HOW LOW CAN THE SODIUM GO? Muham-

mad Asad Faruqi; Archana A. Kulkarni; Adebayo Fasanya; Eric Bihler.

Allegheny Health Network, Pittsburgh, PA. (Control ID #2945551)

LEARNING OBJECTIVE #1: Diagnose beer potomania as the potential

cause of hyponatremia in patients with history of alcoholism.

LEARNING OBJECTIVE #2: Recognize importance of meticulously man-

aging low sodium levels to prevent neurological complications.

CASE: A 43-year-old Caucasian female presented to the emergency room

after being found unresponsive. At baseline shewalkedwithout assistance, was

alert, oriented x 3. She was found to be obtunded, and disoriented to place,

person, situation and time. Her family could not get in contact with her for

approximately 24 hours prior to presentation. Her significant past medical

history was that of chronic alcohol abuse, alcohol withdrawal, malnutrition

and gastric bypass surgery. Patient's GCSwas 6 so she was intubated in the ED

for airway protection. Her physical examination was significant for tempera-

ture of 99.1 F, BP- 163/119 mm hg, Heart rate- 74/min, RR- 14/min, SaO2 at

100% on a ventilator. CT scan of the head was negative for any acute changes.

Laboratory results on presentation included: Sodium-98 mmol/l, serum

osmolality-210 mosm/kg, Urine osmolality-524 moSm/kg. Interpretation of

urine studies signified hypoosmolar hyponatremia. She was transferred to the

MICU for further management. She received 1 time infusion of 100 cc of 3%

hypertonic saline, 2 doses of DDAVP. Sodium levels weremonitored every 2-3

hours and special attention was given not to overcorrect it for the fear of

Osmotic demyelination syndrome. Na slowly improved and so did her mental

status. Patient was extubated and eventually discharged after 9 days with

sodium of 138 mmol/L.

IMPACT: This was the first case of beer potomania with reported sodium

level as low as 98mmol/L that was successfully reversed without neurological
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sequela. It reiterated the importance of close sodium level monitoring and

prevention of rapid overcorrection in treatment success. It served as a proof that

even though Na level was at a record low, careful correction still prevented

complications.

DISCUSSION: Hyponatremia is a commonly seen electrolyte abnormality

found in up to 15-30% of hospitalized patients. Hyponatremia was found in

17% of 127 chronic alcoholic patients in one of the studies conducted. If not

monitored closely or rapidly overcorrected, hyponatremia can result in adverse

outcomes. This case demonstrates that close monitoring, targeted investiga-

tions and careful treatment can lead to complete recovery of a patient with

severe hyponatremia even with a complicated hospital course.

BEVACIZUMAB ASSOCIATED DUODENAL PERFORATION: REC-

OGNIZING THE ADVERSE EFFECTS IN ERA OF MONOCLONAL

ANTIBODIES Ravneet S. Bajwa; Bhavika Gandhi; Priya Patel; Mohammad

Hossain. Jersey Shore University Medical Center, Neptune, NJ. (Control ID

#2937506)

LEARNING OBJECTIVE #1: Recognize adverse events associated with

different monoclonal antibody therapies.

CASE: A 73 year old woman presented with abdominal discomfort for 2

weeks associated with bilateral pedal edema and fatigue. Past medical history

was significant for metastatic renal cell carcinoma diagnosed 2 years ago, CKD

stage IV, left thigh melanoma s/p resection and hypertension. No history of

peptic ulcers. Over the last 2 years she has been treated unsuccessfully with

Cabozantinib, Nivolumab, and was recently started on Bevacizumab. Vitals

were BP-153/71 mmHg, Pulse-74 beats/minutes, RR- 22/minutes, Temp-98.1

F, room air pulse oximetry-98%. Physical examination revealed non tender,

distended abdomen with positive fluid thrill, no rigidity or guarding. 2+ pedal

edema was appreciated in both lower extremities. Laboratory investigation

revealed normal electrolytes except low bicarbonate (16 mmol/L), elevated

BUN (45mg/dL) and creatinine (2.73 mg/dL). BNP -91pg/mL. CBC was

normal. Preliminary diagnosis of malignant ascites was made. She improved

after paracentesis. CT abdomen and pelvis without contrast (done post

paracentesis) showed liver metastasis. Ascitic fluid analysis showed SAAG

of 1.8 consistent with portal hypertension due to underlying liver metastasis.

Few days later she developed acute abdomen with severe pain and abdominal

guarding. Stat abdominal x ray showed free air adjacent to liver. Emergent

exploratory laparotomy revealed perforated 1 cm duodenal ulcer which was

repaired with Graham Patch. Given the reported association of bevacizumab

with perforation, this drug was stopped indefinitely. Patient remained stable

post-surgery and was discharged home.

IMPACT:This case highlights the importance of awareness aboutmultiple adverse

effects associated with the newer anti-neoplastic agents, especially for an internist.

Early recognition and management has direct impact on patient's morbidity and

mortality. An oncologist may be aware of these, but it is the hospitalist/ internist who

is the first point of care when the patients presents with these symptoms.

DISCUSSION:Advances in molecular genetics have gifted us with variety of

monoclonal antibodies targeting VEGF (e.g. Bevacizumab) or PD-1 receptors

(e.g. Nivolumab, Pembrolizumab), strengthening the battle against cancer.

New drugs come with newer side effects and unfamiliarity with them leads

to delay in diagnosis, at times misdiagnosis. Bevacizumab is associated with

GI perforations, delayed wound healings and venous thromboembolism.

Pembrolizumab (Keytruda) has recently been associated with endocrinology

disorders like adrenal crisis and diabetic ketoacidosis. Nivolumab (Opdivo) has

been associated with pneumonitis. These adverse effects should not undermine

their role in oncology, but definitely should alert us when to stop using them.

Further research is underway to help recognize, prevent and treat these med-

ication induced adverse effects.

BEWARE OF BISPHOSPHONATE USEWITH THE COMBINATION

OF ESRD AND VITAMIN D DEFICIENCY Sophia A. Hayes; Shadi

Dowlatshahi. Oregon Health and Science University, Portland, OR. (Control

ID #2939993)

LEARNING OBJECTIVE #1: Despite their utility in patients with multiple

myeloma, bisphosphonates are contraindicated in individuals with end-stage

renal disease.

LEARNING OBJECTIVE #2: Avitamin D level should always be checked

in patients prior to the initiation of bisphosphonate therapy, as a vitamin D

deficiency can exacerbate bisphosphonate-induced hypocalcemia.

CASE: 67-year-old woman with multiple myeloma complicated by ESRD on

hemodialysis for several months presented to the emergency department with

acute onset of progressive somnolence and muscle spasticity. Initial history

revealed that the patient had been at her baseline until two days prior to

presentation. On exam, vital signs were stable. Patient was oriented to self and

location, with deficits in attention. Tetanywas present, with a positive Chvostek's

sign. 3+ reflexes bilaterally in the upper and lower extremities. Labs were

significant for hypocalcemia < 5.0 mg/dL and ionized calcium of 0.65

mmol/L. Vitamin D 25-hydroxy and 1,25-hydroxy level were 12.9 ng/ml and

7.9 pg/ml, respectively. PTH was 265 pg/ml. QT was prolonged at 512 ms.

Endocrinology was consulted and the patient was started on a calcium gluconate

drip. Her vitamin D deficiency was treated with calcitriol. Subsequent thorough

chart review revealed that the patient had been started on zoledronic acid by her

oncologist nine days prior to presentation. Her corrected calcium at that time was

8.1 mg/dL and a vitamin D level had not been checked prior to bisphosphonate

administration. Ultimately, the patient improved with calcium repletion and

calcitriol. She was discharged with an ionized calcium of 1.05 mmol/L.

IMPACT: This case illustrates the need for careful consideration prior to the

initiation of therapy in patients at risk for complications. In particular, this case

demonstrates the need to more carefully screenmultiple myeloma patients who

are appropriate candidates for bisphosphonate therapy in order to avoid life-

threatening hypocalcemia. Patients with end-stage renal disease should not be

started on bisphosphonate therapy, and all patients should have their vitamin D

level checked prior to initiation of therapy.

DISCUSSION: This case illustrates the potential for life-threatening hypocal-

cemia in those who given are bisphosphonates in light of vitamin D deficiency

and ESRD. It is well documented in the literature that hypocalcemia can result

in the setting of bisphosphonate use in ESRD but not well recognized in light

of vitamin D deficiency. This complication can be avoided by carefully

selecting patients who will benefit from bisphosphonates and repleting vitamin

D deficiency prior to bisphosphonate initiation. Once bisphosphonates are

started, closely monitoring calcium and vitamin D levels is crucial.

BEWARE OF THE COMPRESSIONS! A CASE OF RECURRENT

DVTSYifei Zhang; irina murakhovskaya. Montefiore Medical Center, Bronx,

NY. (Control ID #2945624)
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LEARNING OBJECTIVE #1: Recognize May-Thurner Syndrome as a

differential diagnosis for recurrence of DVT on anticoagulation, even in

patients with known risk factors

LEARNING OBJECTIVE #2: Diagnose and treat MTS

CASE: A 35 year-old man presented with three days of worsening left lower

extremity pain and swelling. Patient denied recent travels, plane rides, and

immobilization. Patient was diagnosed with DVT one year prior to admission,

which occurred after a left tibial fracture. He was initially treated with

Coumadin, and had recurrence of DVT while on therapeutic coumadin. He

was then switched to apixaban, and again had recurrence of DVTon apixaban.

Patient reported compliance with his medications. Thrombophilia work-up

was negative aside from Factor V Leiden mutation. Patient received angio-

gram, which revealed significant narrowing of the left common iliac vein as

result of the crossing of the right common iliac artery, and numerous cross

pelvic collaterals compatible with May Thurner Syndrome.

IMPACT: Frequently the diagnosis of MTS is missed because of the presence of

other more easily identifiable risk factors. It is important for clinicians to consider

MTS as a differential diagnosis, as this diagnosis cannot bemadewith conventional

imaging and endovascular intervention is essential to prevent recurrent DVTs.

DISCUSSION: MTS is a rare condition that is accountable for 2-5% of all

established DVTs, and more common in young women between ages 20 and

50. It is defined as venous outflow obstruction as a result of extrinsic venous

compression by the arterial system in the iliocaval territory. However, the

anatomy and clinical presentation are variable - it can be asymptomatic, but

can also present with symptoms related to chronic venous hypertension or

occlusion, such as venous stasis ulcers, unilateral DVT, and pulmonary embo-

lism. MTS can be diagnosed using different imaging techniques, but standard

imaging for DVT will often not reveal the pathology. The more proximal

location of the clot, along with body habitus and bowel gases, makes it difficult

to be found using ultrasound. In comparison, CT venography and MR venog-

raphy are much more sensitive, but are limited by their static nature that does

not allow appreciation of the physiologic impact of the compression. There-

fore, intravenous ultrasound, which can pinpoint the location of maximal

compression and calibrate the vessel before stent placement, has emerged as

the gold-standard in establishing the diagnosis. Anticoagulation alone is not

sufficient in MTS. The thrombus is unlikely to dissolve on its own with the

external compression, and can lead to other sequelae such as post-thrombotic

syndrome. The common practice has evolved to a combination of thrombolysis

and endovascular stenting. Initially, catheter-directed TPA is introduced to

achieve thrombolysis, which expands the intraluminal space allowing for stent

placement. The stent is then deployed in the area of iliac vein compression.

Stent patency is reported between 95% to 100% at two years.

BEYOND BRONZE DIABETES: A CASE OF HEREDITARY HEMO-

CHROMATOSIS Brittany Galusha1; Peter Kleinschmidt1; Joan Addington-

White2; David Feldstein3; Linda Baier4. 1University of Wisconsin, Madison,

WI; 2University of Wisconsin-Madison, Madison, WI; 3University of Wiscon-

sin School of Medicine and Public Health, Madison, WI; 4f Medicine and

Public Health, Madison, WI. (Control ID #2940525)

LEARNING OBJECTIVE #1: Recognize appropriate workup for a patient

with suspected iron overload

LEARNING OBJECTIVE #2: Recognize the increased incidence of colo-

rectal cancer in patients with hereditary hemochromatosis (HH)

CASE: A healthy 32-year-old man with a BMI of 21 kg/m2 was incidentally

found to have a ferritin of 416 ng/mL when evaluated for restless leg syn-

drome. Further labs showed a transferrin saturation of 67%, AST 21, ALT 14,

ESR1, and CRP <1. He was alert and euthymic on exam, with normal skin

pigmentation, unremarkable cardiac exam, and no hepatosplenomegaly. He

denied alcohol use or iron supplementation. Family history was significant for

a grandfather with colon cancer at age 40 and a father with multiple pre-

cancerous colon polyps. At a routine physical one year later, the patient's

ferritin had increased to 529 ng/mL with a saturation of 100% and he reported

a several-day episode of painless hematochezia. Genetic testing revealed a

homozygous C282Y mutation and he was referred to hematology for phlebot-

omy. A flexible sigmoidoscopy showed no evidence of malignancy.

IMPACT: This case changed my practice by illustrating a relatively uncom-

mon disease in whichmany primary care physicians are not well versed. It also

prompted exploration of a potential association between HH and colon cancer.

DISCUSSION: Research has shown inconsistencies in the workup of

suspected iron overload states. Cherfane et al. evaluated the accuracy of HH

diagnosis and found that 228 of 601 patients diagnosed with disorders of iron

metabolism did not have HFE genotyping, yet 80 were diagnosed with HH and

64 were treated with phlebotomy. Of the 373 who were HFE genotyped, 173

had non-hereditary hemochromatosis genotypes, and 92 of those were

misdiagnosed, many of whom had other clearly defined reasons including

chronic liver disease. An elevated ferritin should first be interpreted in the

context of potential confounders including alcohol intake, supplements, obe-

sity, liver disease, and hematologic conditions. A ferritin >200 ng/mL in a

female or >300 ng/mL in a male with a transferrin saturation >45% in the

absence of other identifiable causes indicates HFE gene testing. The two

clinically significant mutations in the HFE gene are C282Y homozygotes

and C282Y/H63D compound heterozygotes. A high index of suspicion for

HH in patients with an elevated ferritin, and understanding of the recommend-

ed workup, are critical to early diagnosis and sequelae prevention. Several

studies report an increased risk for colon cancer in individuals with HH.

Osborne et al. found a two-fold increased risk of colorectal cancer in males

homozygous with the C282YHFEmutation. This risk is equivalent to having a

first degree relative with colon cancer, yet no guidelines exist for colon cancer

screening in these individuals, likely due to limitations and inconsistencies in

the data. More research is needed to determine if colorectal cancer screening

recommendations should be modified for patients with HH.

BILATERAL SEVERE VALVULAR REGURGITATION AFTER ME-

DIASTINAL RADIOTHERAPY IN A HODGKIN`S LYMPHOMA

SURVIVOR: RADIATION DOES NOT READ TEXT BOOKS

Abdelrahman Ahmed1; Mohamed Shokr2; Ahmed Rashed2; Tushar Mishra1;

Anupama Kottam2. 1Wayne State University, Detroit, MI; 2Wayne state Uni-

versity, Detroit, MI. (Control ID #2946127)

LEARNING OBJECTIVE #1: To recognize radiation-induced valvulitis

(RIV) as a cause of heart failure in patients who had underwent mediastinal

radiotherapy in the past

LEARNING OBJECTIVE #2: To consider RIV as a cause of heart failure

even if radiotherapy (RT) was done less than 10 years prior to admission

CASE: A 37-year-old woman with history of Stage IIIB Hodgkin's Lympho-

ma presented with shortness of breath. She received six cycles of chemother-

apy (Adriamycin, Bleomycin, Vincristine and Dacarbazine) 6 years ago and

JGIM ABSTRACTS S473



radiotherapy for a total dose of 36 Gy. Examination revealed jugular venous

distention, an apical 4/6 pansystolic murmur, a 4/6 systolic murmur at the left

lower sternal border increasing in intensity with inspiration, bilateral lower

extremity pitting edema and a pulsatile liver. Chest X-ray revealed pulmonary

congestion. NT-Pro BNP level was 1,640.Transthoracic echocardiography

(TTE) demonstrated normal left ventricular size and function with an ejection

fraction of 60% and severe mitral and tricuspid valves regurgitation. The right

ventricle appeared dilated with preserved systolic function. To further investi-

gate the etiology of the valvular pathology, we proceeded with transesophageal

echocardiography that confirmed the severe degree of regurgitation of both

atrioventricular valves with no valve thickening, calcification or prolapse. The

leaflets of both atrioventricular valves appeared similarly malcoapted and

retracted. Left heart catheterization revealed no significant coronary artery

disease. Right heart catheterization revealed elevated mean pulmonary artery

and pulmonary capillary wedge pressures (60 and 33mmHg, respectively) and

a pulmonary vascular resistance of 8 woods units. Pulmonary function tests,

high resolution computed tomography and V/Q scan were all normal.

IMPACT: This case highlights the importance of widening the differential

diagnosis in patients who present with dyspnea after mediastinal RT. The most

widely known cardiac consequences of chest RT are cardiomyopathies and

constrictive pericarditis, both of which can lead to significant shortness of

breath. However, RIV is a known entity and has been well deescribed in the

literature. It is usually a diagnosis of exclusion. Sometimes symptoms can

occur without radiologic or pathologic evidence of valve damage so the

suspicion for this condition should always be high in this setting.

DISCUSSION:RIV is a known entity however, the combination of mitral and

tricuspid valve regurgitation in this setting is rare. It is reported in only 5% of

females exposed to mediastinal radiotherapy with lower prevalence in males.

RIV should be considered as a cause of new onset dyspnea in patients with

history of RTeven in cases with less than 10 years from exposure. Normal TTE

findings do not rule out this condition and it is important to rule out pulmonary

causes that can affect the right heart and cause functional valvular damage like

emboli and lung fibrosis. Excluding all other possible causes made RIV the

most plausible cause in this case.

BLASTED LEUKAPHERESIS: DIAGNOSIS AND MANAGEMENT

OF LEUKOSTASIS IN A PATIENT WITH CHRONIC PHASE CML

Elizabeth Gardner; Charles Murphy; Nidhi Dhar. Montefiore Medical Center,

Bronx, NY. (Control ID #2945971)

LEARNING OBJECTIVE #1: Recognize a unique presentation of

leukostasis in chronic phase CML

LEARNING OBJECTIVE #2: Reconsider the management options for

leukostasis

CASE: A 28 year-old man with chronic myeloid leukemia (CML) presented

with two days of vertigo and ataxia. He was previously on imatinib although he

stopped taking it a year prior while lost to follow-up. He had weakness and

nausea on ROS. Exam revealed a spleen palpable below the umbilicus,

horizontal nystagmus and a wide based gait. A CBC showed a WBC count

of 822 k/uL. Peripheral smear revealed significant immature myeloid precur-

sors with approximately 5% blasts. MRI Brain revealed a left frontal

parasagittal dural based enhancing mass, concerning for chloroma. Given his

lack of correlating focal symptoms, he was treated only for leukostasis with

cytoreduction by hydroxyurea and leukapheresis. Imatinib was restarted.

Leukapheresis was stopped after 2 sessions due to minimal change in WBC

count. After 6 days of treatment his symptoms had resolved and WBC count

was 237 k/uL. A bone marrow biopsy confirmed chronic phase CML with

<5% blasts. The intracerebral mass was biopsied and pathology revealed

meningioma infiltrated with CML, not a chloroma.

IMPACT: While rare, leukostasis can present in the chronic phase of CML

and is an oncologic emergency that must be recognized and treated both

promptly and properly.

DISCUSSION: Hyperleukocytosis is a leukemic blood cell count greater than

100 k/uL. Leukostasis is a clinical syndrome characterized by hyperleukocytosis

with signs of decreased tissue perfusion, particularly respiratory or neurologic

symptoms. It has a 20-40% 1-week mortality rate if untreated. It is a clinical

diagnosis, most commonly seen in AML, in CML with blast crisis, or in CLL

with WBCs of >400K. It is extremely rare in patients with chronic phase CML.

Risk of leukostasis is thought to be related to a high blast count, as it develops

primarily from the local metabolic effects of cytokines released by blasts. This

case is a rare example of a cancer with a low blast percentage causing leukostasis,

and illustrating the degree of hyperleukocytosis needed to produce symptoms

when blast percentage is low. First line treatment of leukostasis in AML and

ALL is induction chemotherapy. Patients with leukostasis who cannot receive

induction chemotherapy immediately receive hydroxyurea and also undergo

leukapheresis. The utility of leukapheresis, however, is controversial. Our patient

received hydroxyurea and leukapheresis in addition to imatinib, however his

WBC counts responded minimally to the leukapheresis. This lack of response

was attributed to release of sequestered cells from his very enlarged spleen. After

discontinuing leukapheresis, his symptoms resolved quickly with hydroxyurea

and imatinib alone. Given the significant risks involved with leukapheresis, this

case shows that it may be reasonable to treat leukostasis with hydroxyurea alone

when induction chemotherapy must be delayed.

BLOCKING A RASH DIAGNOSIS: AN UNUSUAL CASE OF INFEC-

TIVE ENDOCARDITIS Caitlin Taylor; Brittne Halford; Haley Berka;

Mariah M. Barstow. Emory, Atlanta, GA. (Control ID #2939002)

LEARNING OBJECTIVE #1: Diagnose infective endocarditis in a patient

with complete heart block.

LEARNING OBJECTIVE #2: Assess a patient with purpura for infective

endocarditis in the setting of new cardiac conduction abnormality.

CASE:An 82 year-old manwith history of hypertension and aortic insufficiency

presented with bradycardia and bilateral lower extremity rash. He reported ankle

edema that began two weeks prior followed by an erythematous, pruritic rash on

his anterior shins. He denied fever, chills, chest pain, palpitations, dyspnea or

syncope. He completed a course of antibiotics after a dental procedure eight

months prior. On admission, he was bradycardic with a heart rate of 30 beats per

minute. He appeared well without distress. Cardiac exam revealed bradycardia

with a faint diastolic murmur, loudest in the left upper sternal border. Lower

extremities had trace ankle edema with non-blanching, erythematous papules

over the anterior shins. Laboratories were significant for a hemoglobin of 8.4g/dl,

creatinine of 1.53mg/dl, troponin of 0.19mg/dl and negative autoimmune serol-

ogies. Electrocardiogram revealed complete heart block. Transthoracic echocar-

diogram demonstrated moderate mitral regurgitation and severe aortic insuffi-

ciency. Transesophageal echocardiogram revealed multiple mobile vegetations

consistent with endocarditis involving the right coronary and non-coronary cusps

with small aortic paravalvular abscess. Blood cultures were positive for
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Granulicatella Adiacens. He was treated with Ceftriaxone and Ampicillin and

underwent tissue aortic valve replacement and pacemaker placement.

IMPACT: We present a unique case of infective endocarditis due to atypical

agent Granulicatella Adiacens with uncommon presentation of complete heart

block. This case teaches us that isolated CHB can be a manifestation of

infective endocarditis and should be considered in patients with purpura and

new cardiac conduction abnormalities.

DISCUSSION: Infective endocarditis (IE), due to infection of the heart

valves, has significant morbidity and mortality. Cardiac valvular abnormalities

are a significant risk factor for IE. Patients with IE often present with fever,

malaise, weight loss, new or changing heart murmur, as well as vascular and

immunologic phenomena. Isolated complete heart block (CHB) is an uncom-

mon manifestation of endocarditis. New or changing cardiac conduction

abnormalities are found in approximately 10%-25% of all cases of IE with

CHB seen in only 2%-4% of all cases. Additionally, Granulicatella Adiacens is

an uncommon cause of IE. Granulicatella is a nutritionally variant streptococci

that was reclassified in a new genus in the 1990s. Granulicatella is part of the

normal flora of mouth, genital and intestinal tracts. Granulicatella infections

can cause sepsis and bacteremia and it is thought to account for approximately

5% of all streptococcal endocarditis. Identification of Granulicatella as causa-

tive is important as it is more resistant to antibiotics than more typical viridans

streptococci.

BLOOD IN THE BLOODLINE Molly C. Davis2; Naomi Karlen1. 1South-

east Louisiana Veterans Health Care System, New Orleans, LA; 2Tulane

University School of Medicine, New Orleans, LA. (Control ID #2943979)

LEARNING OBJECTIVE #1: Review the approach to hematospermia in

the primary care setting.

LEARNINGOBJECTIVE #2:Distinguish between the likelihood of malig-

nancy presenting with hematospermia in men under and over age 40.

CASE: A 35-year-old man presented to his primary care provider with three

weeks of persistent, painless blood in his semen. The blood was described as

bright red, without clots, and present with every ejaculation. He denied pain with

urination or sexual activity, trauma, hematuria, penile discharge, testicular pain,

new sexual partners, fever, chills, or weight loss. He reported a previous period

of hematoatospermia three years ago, which resolved spontaneously. He had no

history of bleeding disorder, malignancy, or known urogenital malformation. On

exam, vital signs were within normal limits. Physical exam was benign, includ-

ing normal genital and prostate exams. All laboratory studies were within normal

limits, including a urinalysis which did not demonstrate blood. Testing for

gonococcus and chlamydia were negative. Complete blood count including

hemoglobin and comprehensive metabolic panel were within normal limits.

IMPACT:Hematospermia is a rare condition, usually benign and self-limited,

but often alarming to patients. This case offered an opportunity to review the

differential for this unusual symptom and highlights the internist's role in work-

up based on the patient's age and duration of symptoms.

DISCUSSION: The initial work-up for all patients with hematospermia

includes a thorough history and a urinalysis to assess for infection. From there,

the differential between men below and above age forty differs, as does the

appropriate next step in diagnosis. Men over the age of forty should be referred

to a urologist, as there is a small chance of malignancy (6.3% of cases). Serious

etiologies are much less common in younger men, with an exceedingly low

rate of malignancy. Barring recent instrumentation or radiation of the

genitourinary tract, the initial differential for all men includes infectious or

non-infectious inflammation, vascular malformations, urinary stones, and co-

agulopathies. Further evaluation is unlikely to uncover a diagnosis if the

hematospermia is not persistent.One study identified a pathological finding

in only 21% of subjects under 40, none of which were malignancies. Imaging

may be helpful in patients under 40 with hematatospermia that is copious or

high-volume, recurrent, or persistent. One study of 54 men with

hematatospermia, transrectal ultrasonography led to identification of a poten-

tial causative abnormality in 94.5% of cases. However, it is unclear whether

these findings were causative or coincidental. If the initial workup is

unrevealing, for men under 40, the most appropriate therapeutic intervention

is often reassurance. Younger men with persistent, high-volume, or recurrent

hematospermia should be referred to a urologist.

BLURRY VISION IN YOUNG PATIENT IS NOT ALWAYS A RE-

FRACTIVE ERROR Chandralekha Ashangari; Mohammad Islam; Divya

Cheruku; Juan Garrido; Tarek Naguib. Texas Tech Univ HSC Amarillo,

Amarillo, TX. (Control ID #2940224)

LEARNING OBJECTIVE #1: Detailed workup is required in an young

patient with blurry vision.

LEARNING OBJECTIVE #2: Early diagnosis of IgA nephropathy is re-

quired to prevent ESRD.

CASE: 26 year old male with no significant PMH presented to an optometrist

for the first time due to subacute worsening of his blurry vision since a week.

At the optometrist appointment he was found to have very high blood pressure

(BP), retinal flame hemorrhages and was told to go to the ER. In the ER hewas

given a number of medications to lower his BP including Labetalol and

hydralazine. BP had come down to 119/58. He denied alcohol or drug use.

Patient was admitted to ICU and was continued on oral BP medications. He

had elevated creatinine 3.6 but no history of chronic kidney disease. UA

showed protein 3+ and RBC 6-10. 24 hr urine protein was 3360mg. Urine

toxicology was negative. HIV and Hepatitis panel was negative. Nephrology

was consulted for evaluation due to elevated creatinine. Renal biopsy showed

severe IgA nephropathy. He was discharged home with slowly tapering course

of oral steroids and nephrology follow up.

IMPACT: Immunoglobulin A (IgA) nephropathy is characterized by predom-

inant IgA deposition in the glomerular mesangium. It is the most common

cause of glomerular disease in the world. IgA nephropathy (IgAN) is highly

variable, both clinically and pathologically. Clinical features range from

asymptomatic hematuria to rapidly progressive glomerulonephritis (RPGN).

IgA nephropathy is most often associated with microscopic or recurrent

macroscopic hematuria, and self-limited acute kidney injury can also occur.

Although it is a benign disease in most patients, 30-40% of patients may

eventually progress to chronic kidney disease or end-stage renal disease

(ESRD). Pathologically, a spectrum of glomerular lesions can be seen, but

mesangial proliferation with prominent IgA deposition is observed in almost

all biopsies. Although IgA nephropathy is a limited nonsystemic renal disease,

many diseases are sporadically associated with mesangial IgA deposition.

Henoch-Schönlein purpura (HSP) has been closely linked to IgA nephropathy.

Our case reminds that a detailed workup is necessary in an young patient with

blurry vision and hypertension to prevent the progression to ESRD.

DISCUSSION: While IgAN has an indolent course, about 30 to 40% of

patients will reach ESRD after 20 years, particularly in those who present with
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hypertension, heavy proteinuria or renal insufficiency. At present, therapy is

disappointing, but immunoglobulin supplementation and newer agents that

interrupt the pathways of mesangial proliferation and sclerosis hold promise

for the future. Kidney transplantation has shown excellent allograft survival.

Early diagnosis helps to prevent ESRD.

BONEDRY: AN UNUSUAL CASEOF THROMBOCYTOPENIA Justin

Holmes2; David Cristin2; John Ryder1; Rebecca Allyn1, 2. 1Denver Health

Medical Center, Denver, CO; 2University of Colorado, School of Medicine,

Aurora, CO. (Control ID #2928514)

LEARNING OBJECTIVE #1: Distinguish acquired pure megakaryocytic

aplasia (APMA) from other causes of thrombocytopenia

LEARNING OBJECTIVE #2: Recognize the challenges in diagnosis and

treatment of APMA

CASE: A 71-year-old woman presented with progressive fatigue and two

months of dull pain in her proximal extremities. Medical history was signifi-

cant for depression with psychotic features, well-controlled on fluoxetine and

trifluoperazine. Exam demonstrated diffuse non-tender hyperpigmented

patches on her back and forearms and proximal extremity tenderness. Labs

revealed a hemoglobin (Hb) of 4.1g/dL and platelets (plts) of 1x109/L. Basic

chemistries, iron studies, B12, folate, and LDHwere normal. HBV, HCV, HIV,

EBV, CMV, and parvovirus serologies were negative. Anti-nuclear antibody

(Ab) and complement levels were normal. Radiographs of long bones showed

no lytic lesions, and ultrasound demonstrated no hepatosplenomegaly. The

patient's Hb responded appropriately to one unit of packed red blood cells.

However, she continued to require plt transfusions every 1-2 days. Her plt Ab

was positive, but she failed to improve despite high dose steroids and IVIG. A

bone marrow biopsy (BMBx) showed toxic damage and absence of megakar-

yocytes. While trifluoperazine was initially suspected as the inciting cause, the

patient failed to improve despite discontinuation. Given the clinical course and

absence of megakaryocytes on BMBx, the patient was diagnosed with ac-

quired pure megakaryocytic aplasia. She is currently undergoing a trial of

cyclosporine, but continues to require weekly plt transfusions.

IMPACT: Anemia and thrombocytopenia are exceedingly common in hospital-

ized patients. Identification of the cause is critical to management. Our case

describes a patient with the exceedingly rare diagnosis of acquired pure mega-

karyocytic aplasia (APMA). In our patient's case, the lack of identifiable cause for

APMA is further complicated by the positive plt Ab as she has both an under-

production of plts due to aplasia and increased peripheral destruction. Overall, this

case contributes to the literature a novel presentation of concurrent peripheral

destruction thrombocytopenia in combination with the rare diagnosis of APMA.

DISCUSSION: Megakaryocytic aplasia is inconsistently described as ac-

quired pure megakaryocytic aplasia (APMA) or acquired amegakaryocytic

thrombocytopenia purpura (AATP). APMA, described only in a few case

reports, is identified by severe thrombocytopenia and megakaryocytic aplasia

on BMBx. AATP is a similar syndrome of severe thrombocytopenia with

associated purpuric skin changes. Suggested causes of these syndromes in-

clude cytogenetic changes, viral infections, autoimmune diseases, and drugs or

toxins. However, in many cases, a cause is not identified. While the patho-

physiology is unclear, available evidence favors autoimmune mechanisms.

Patients with APMA may have IgG Abs to the thrombopoietin receptor and

respond to immunosuppressive therapy. Given the paucity of cases, the ideal

treatment regimen is still unknown.

BRAINWAVES ON EKG: A CASE FOR MORE CONVERSATION,

LESS ACTION FOR STROKE-INDUCED EKG ABNORMALITIES

Faddi G. Saleh Velez1; Sandheep Venkataraman1; Isaac Leader2; Eric J.

Mariuma3. 1Montefiore Medical Center, Bronx, NY; 2MONTEFIORE MED-

ICAL CENTER, BRONX, NY; 3Montefiore Medical Center, New York, NY.

(Control ID #2933757)

LEARNING OBJECTIVE #1: Recognize the most frequent stroke-induced

EKG changes.

LEARNING OBJECTIVE #2: Understand the possible underlying mecha-

nisms of stroke-induced EKG abnormalities.

CASE: A 65 year-old man with diabetes and hypertension presented with

new-onset dysarthria, expressive aphasia and right facial droop one hour prior

to arrival. Neurologic examination was otherwise unremarkable. EKG was

within normal limits. CT head revealed no hemorrhage or infarct. tPA was

given following which aphasia resolved. MRI post-tPA revealed acute left sub

segmental superior middle cerebral artery infarct. The next day, repeat EKG

revealed diffuse T-wave inversions and ST depressions. However, there were

no new cardiac or respiratory symptoms. Troponins were negative and echo-

cardiogram was normal. The acute EKG changes were attributed to the brain

pathology (stroke waves) and the remainder of the hospital course was

uneventful.

IMPACT: EKG changes are common in acute stroke and represent a challenge

to the physician, who must distinguish abnormalities due to stroke from those

caused by cardiac disease.

DISCUSSION:Abnormalities in the EKGusually direct the clinician's attention

towards acute or pre-existent heart disease and additional tests are required to

confirm a suspected diagnosis. However, pathologies outside the cardiovascular

system can cause EKG changes that can deceive the doctors' attention. Neuro-

logic disorders, in particular stroke and subarachnoid hemorrhage are often

associated with a diversity of EKG changes frequently indistinguishable from

those of primary cardiac origin. Patients with acute stroke often have risk factors

for cardiovascular disease, making the interpretation of acute EKG changes in

this setting particularly difficult. Recognition of these can help internists avoid

unnecessary testing and treatment when the probability of acute coronary syn-

drome is low. While the underlying pathophysiology of stroke-induced EKG

changes remains incompletely understood, current theories focus on altered

central control of the autonomic nervous system. Other proposed mechanisms

include direct damage to cardiac innervation or alteration of central control

centers (hypothalamus, insular cortex) leading to persistent sympathetic stimula-

tion. Frequently described changes are Twave abnormalities found in as many as

39% of the cases, followed by QT interval prolongation (32%). Other changes

include ST-segment, Q, T and U wave abnormalities; and arrhythmias. The

location of the stroke is also relevant, as T-wave abnormalities, QTc interval

prolongation, ST-segment depression and elevation, are more frequent in ische-

mic strokes of anterior rather than posterior circulation. Thus, it is important to

determine if EKG changes are either cardiac or stroke-induced as equivocal

diagnosis could lead to inappropriate/unnecessary treatments that could cause

undesired complications or side effects.

BRIDGING THE HOSPITALIST-PRIMARY CARE DIVIDE: THE

ROLE OF THE PRIMARY CARE PHYSICIAN IN THE CARE OF

THE HOSPITALIZED PATIENTAngela Condo. Weill Cornell New York

Presbyterian Hospital, New York, NY. (Control ID #2942323)
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LEARNING OBJECTIVE #1: Recognize the discontinuity of care that

occurs when patients are hospitalized.

LEARNING OBJECTIVE #2: Identify ways to bridge the hospitalist- pri-

mary care divide and improve patient care.

CASE: Ms. M is an 82 yr old woman with multiple medical problems

including severe iron deficiency anemia, cachexia, and worsening functional

decline. She presented to establish primary care after having received

fragmented care at multiple hospital systems. Given her symptoms and prior

work-up, an underlying malignancy was suspected. CT abdomen/pelvis re-

vealed cecal thickening and multiple hepatic lesions. Due to her overall frailty,

admission to the hospital was recommended for expedited work-up of a new

diagnosis of likely metastatic colon cancer and discharge to a subacute rehab

facility for functional improvement. Upon the patient's arrival to the ER, the

patient's primary care provider (PCP) discussed the plan with the ER physician

and left contact information in the chart for the admitting team to discuss her

plan of care. However, the PCP was never contacted by the admitting team.

Follow-up by the PCP a few days into admission noted that discharge home

was imminently planned. The PCP visited Ms. M in the hospital and recog-

nized that there were still concerns about Ms.M's functional decline and ability

to care for herself at home alone with minimal assistance. The PCP spoke to the

hospitalist team regarding the concerns about discharge home. They were

grateful for the input and began to organize discharge to rehab. The patient

was discharged to a rehab facility close to her home. While in rehab, biopsy

results confirmed the diagnosis of invasive adenocarcinoma. She remains in

rehab gaining her strength and independence prior to any consideration of

chemotherapy.

IMPACT: PCPs play an important role in the care of their hospitalized patients

to ensure transparent goals of care and safe discharge.

DISCUSSION: Ms. M is not unlike many of our clinic patients,

biopsychosocially complex. PCPs are in a unique position to get to know

patients over time and understand these complexities. With the growth of the

hospitalist movement, there is discontinuity when patients are hospitalized and

often the sickest. Based on survey data, hospitalized patients want contact with

their PCP and expect good communication between their PCP and inpatient

providers. One way to bridge the hospitalist- primary care divide is to encour-

age inpatient supportive visits by PCPs. One study showed that visited patients

had lower risk for composite outcome of readmissions, death, and ED visits; as

well as increased use of community resources. Another model incorporates the

PCP into the hospitalist team as a consultant. The PCP in this case served as a

hybrid of these roles and succeeded in providing a safer hospital discharge for

the patient and her family. Future research should continue to examine the

benefits of PCP involvement in the care of hospitalized patients and propose

novel ways to bridge the hospitalist- primary care divide.

BROKEN HEART: A CASE OF CARDIAC AMYLOIDOSIS Nikhil

Kolluri. Mayo Clinic, Rochester, MN. (Control ID #2947503)

LEARNING OBJECTIVE #1: Recognize the clinical features of cardiac

amyloidosis

LEARNING OBJECTIVE #2: Diagnose and manage patients with

amyloidosis

CASE: A 71-year-old man presented with progressively worsening lymph-

edema, fatigue, and dyspnea for 2 years. His past medical history was signif-

icant for ulcerative colitis, CAD, MI, depression, and hypertension. He was a

former smoker. Physical exam revealed severe 3+ pitting edema in the lower

extremities and bibasilar crackles. Labs showed: hemoglobin 10.7 g/dL, WBC

9.6 x 10^9/L, potassium 5.5 mmol/L, phosphorus 6.5 mg/dL, creatinine 5.4

mg/dL, NT-proBNP 33,000 pg/mL, and 940 mg/dL of protein on a spot

urinalysis. EKG was significant for a 1st degree AV block, right bundle branch

block, prior inferior infarct, and low voltages. Lower extremity ultrasound was

negative for a DVT. A transthoracic echo revealed an increased left and right

ventricular wall thickness, EF of 55%, thickened tricuspid valve, and severe

tricuspid regurgitation. Strain imaging was not possible due to image quality.

He underwent a renal biopsy to evaluate for cause of his proteinuria and

pathology was consistent with AL type amyloidosis. He subsequently

underwent a bone marrow biopsy and fat pad aspiration with Congo red

staining which confirmed AL type amyloidosis. Per the patient's wishes, he

was transferred back to his home in Oklahoma with comfort cares where he

eventually passed away 3 months from his initial presentation.

IMPACT: This case highlighted the importance of a broad differential when

assessing complicated patients. A unifying diagnosis of amyloidosis explained

this patient's refractory heart failure, dyspnea, and proteinuria. By presenting

this case, we hope to raise awareness for recognizing, appropriately testing for,

and correctly managing amyloidosis, specifically cardiac amyloidosis.

DISCUSSION: Cardiac amyloidosis is classified as an infiltrative disease

whereby the extracellular spaces of the heart is expanded by a fibrillary

proteinaceous material called amyloid. The three major types of amyloidosis

are light chain (AL), familial or senile (ATTR), or secondary (AA) amyloid-

osis. AL amyloidosis is a hematologic plasma cell dyscrasia with the amyloid

proteins consisting of monoclonal light chains. The incidence of cardiac

involvement is highest in the AL subtype. Amyloid deposits in various areas

of the heart result in heart failure, arrhythmias and conduction disease, peri-

cardial disease, and even thromboembolism and stroke due to predisposition of

atrial thrombi from electromechanical dysfunction. ECG in AL amyloidosis

typically shows low voltage and echocardiogram typically shows concentric

LV wall thickening with diastolic dysfunction. This voltage-mass mismatch

strongly suggests cardiac amyloidosis. The diagnosis is confirmed with tissue

biopsy, usually via subcutaneous fat aspiration and evaluating with a Congo

red stain. Treatment revolves around two components: optimal treatment of

heart failure with diuretics and chemotherapy for the underlying plasma cell

dyscrasia.

BRUGADA SYNDROME PRESENTING AS VENTRICULAR

TACHYCARDIA STORM Laith Al momani; Tarandeep S. Chahal; Manar

Jbara; Vijay Ramu. East Tennessee State University, Johnson City, TN. (Con-

trol ID #2945181)

LEARNINGOBJECTIVE #1: Recognize Brugada pattern on electrocardio-

gram (EKG).

LEARNING OBJECTIVE #2: Distinguish between Brugada pattern and

syndrome.

CASE: A 70-year-old male with remote history of syncope presented to the

hospital with altered mental status. He was found to have episodes of non-

sustained ventricular tachycardia (NSVT)with Brugada pattern noted on EKG.

Medical history is also remarkable for follicular lymphoma and recently

diagnosed pulmonary embolism being treated with Lovenox. Vital signs were

stable on initial evaluation and physical exam was largely unremarkable.

Laboratory work up showed hemoglobin of 6.6, platelets of 111, and
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potassium of 3.2. Hypokalemia was persistent and replaced aggressively.

Hemoglobin was maintained >7 throughout admission. Patient was initially

placed on amiodarone, however NSVT persisted and so he was switched to

lidocaine and quinidine. Despite this, patient developed polymorphic ventric-

ular tachycardia (VT) and so isoproterenol was initiated along with phenyl-

ephrine for blood pressure support. Initially reverted to sinus rhythm, however

again VT storm developed along with hypotension. Isoproterenol was stopped

and patient was restarted on amiodarone and lidocaine and eventually convert-

ed back to normal sinus rhythm.

IMPACT: Although Brugada syndrome is extremely rare, one should be

vigilant in studying and recognizing its specific pattern on EKG. In patients

who present with syncope, presyncope, cardiac arrest or any other suggestive

cardiac presentations, Brugada syndrome must always be in the differential

diagnosis given its significant morbidity and mortality.

DISCUSSION:Brugada syndrome is an autosomal dominant genetic disorder

with EKG findings that typically present as a pseudo-right bundle branch block

pattern and persistent ST segment elevations in V1 to V2. The diagnosis is

made when a patient has the typical EKG findings and at least one of the

associated clinical criteria, which in this case was polymorphic ventricular

tachycardia. Interestingly, there is a male predominance despite the autosomal

dominant pattern with an average age of diagnosis of 41. Importantly, the ECG

changes are often transient and can be unmasked by underlying factors such as

fever, ischemia, medications, electrolyte derangements, as well as by fever or

hypothermia. Implantable cardioverter-defibrillator (ICD) implantation is the

recommended treatment for patients with prior cardiac arrest, those with

sustained VT, and those with syncope that is felt to be due to ventricular

arrhythmias. No treatment is recommended for patients with Brugada pattern

EKGwho do not fulfill any of the criteria for Brugada syndrome. Patients who

are not candidates for ICD placement may be managed with amiodarone or

quinidine.

BUBBLES IN THE BOX: A CASE OF RECURRENT PNEUMOTHO-

RAX FROM BRONCHOPLEURAL FISTULA (BPF) IN A RHEUMA-

TOID ARTHRITIS (RA) PATIENT AHMED TAHA1; ASM ISLAM1;

Lusine Nahapetyan1; Masoud A. AlZeerah2. 1Texas Tech University Health

Sciences Center, Amarillo, TX; 2NORTHWESTTEXASHEALTHSYSTEM,

AMARILLO, TX. (Control ID #2936399)

LEARNING OBJECTIVE #1: Recognize BPF as a potential complication

of RA-associated pulmonary disease.

LEARNING OBJECTIVE #2: Consider the diagnosis of BPF even in the

absence of rheumatic pulmonary nodules.

CASE: A 79-year-old Caucasian female, from Arizona, with history of long-

standing RA presented with progressive shortness of breath and chest tightness

for 2 days. No reported cough, fever, or night sweats. No recent trauma; contact

with sick people; or history of smoking, alcohol, or drug abuse. Recent travel

across multiple states was reported. No past surgeries reported. Current RA

medications are methotrexate, hydroxychloroquine, and prednisone. At admis-

sion, she was tachycardic, tachypneic, and hypoxic withO2 sats 70-80%. Chest

exam revealed bilateral coarse crackles, decreased breath sounds over the right

side, and hyper-resonance on percussion. Rest of the exam was unremarkable.

Labs showed neutrophilic leukocytosis (28K, 95% N), normal CMP, PCT <

0.075, ABG: 7.52/31/58 on 2 L O2, Troponin I X 3 < 0.02. Blood, urine,

sputum, and fungal cultures were negative. CXR revealed right-sided

pneumothorax with right lung collapse. Patient had acute hypoxic respiratory

failure secondary to spontaneous right-side tension pneumothorax and was

emergently treated with surgical chest tube placement. CT chest (after chest

tube placement) showed right pneumothorax, right-side soft tissue emphyse-

ma, and right-side pulmonary fibrosis. NODISCRETE PULMONARYNOD-

ULES WERE IDENTIFIED. After removing the initial chest tube, air contin-

ued to build at the right pleural space; she became hypoxic with O2 sats

dropping to 82-84%. Pigtail drain was placed in the right pleural space;

afterwards, O2 sats rose above 95%. Air leak and bubbling continued from

the pigtail chest tube for 5 days and she did not tolerate chest tube clamping.

BPF was considered and cardiothoracic surgery was consulted. An open

thoracotomy revealed a BPF at the apical segment of the right lower lobe,

whichwas sutured and reinforced by parietal pleura. Pathological exam of right

lower lobe wedge biopsy revealed fibrosing pleuritis with acute and chronic

histiocytic inflammation and sub-pleural septal fibrosis, which was correlated

to her long-standing RA and methotrexate therapy.

IMPACT: Formation of BPF is a rare RA-associated pulmonary disease and

often associated with peripheral pulmonary nodules, which open into the

pleural cavity and lead to the fistula formation. However, BPF can be formed

in the absence of underlying rheumatic pulmonary nodules, as demonstrated in

our case.

DISCUSSION: Interstitial lung disease and pleural disease are the most

common RA-associated pulmonary manifestations while spontaneous

pneumothorax/BPF are among the extremely rare ones. Up to the best of our

knowledge, all the previously reported cases of RA-associated BPFs were

attributed to peripherally-located pulmonary nodules that necrotize and open

into the pleural cavity, but our patient had spontaneous pneumothorax and BPF

with no evidence of pulmonary nodules in chest imaging.

CALCIUM IN ALL THE WRONG PLACES Islande Joseph1; Amy J.

Sheer2; Margaret C. Lo3. 1Univeristy of Florida, Gainesville, FL; 2University

of Florida, Gainesville, FL; 3University of Florida College of Medicine,

Gainesville, FL. (Control ID #2940182)

LEARNING OBJECTIVE #1: Identify the clinical features and risk factors

of penile calciphylaxis

LEARNINGOBJECTIVE #2:Diagnose and manage penile calciphylaxis in

end-stage renal disease (ESRD)

CASE: A 58-years-old male with systolic heart failure, uncontrolled diabetes

and ESRD on hemodialysis presented with acute necrotic penis and digits

rapidly progressing in 2 weeks. Exam revealed normal vital signs but entire

penis was severely swollen, tender and hyperpigmented with dry ulceration

extending from glans penis to distal shaft. Great left toe had a large purpuric

necrotic plaque. CTA abdomen/pelvis showed diffuse calcium deposition

within the medial wall vasculatures of the pelvis and within both corpora of

the penis. Scrotal ultrasound found extensive scrotal edema but no fluid

collection or abscess. With rapid symptom onset in the setting of ESRD,

elevated calcium phosphate product, hypoalbuminemia, hyperparathyroidism

and diffuse vascular calcifications, patient was diagnosed with penile

calciphylaxis via multidisciplinary consensus. He was treated with sodium

thiosulphate infusions and underwent scrotal wound debridement and

suprapubic catheter placement. He required 3 readmissions in the next 4

months for sepsis from progressive limb gangrene. He died 4 months later

from his calciphylaxis disease.
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IMPACT: Penile calciphylaxis carries high morbidity and mortality, as seen in

our case; thus early diagnosis and multidisciplinary management from hema-

tology, nephrology, vascular surgery and infectious disease specialists are

necessary. Pathogenesis remains unclear; further studies are needed to solidify

the risk factors, mechanisms of disease and treatment modalities.

DISCUSSION:Calciphylaxis is a rare, life-threating disorder of smaller arteries,

arterioles and capillaries.Symptoms manifest as diffuse ischemic ulceration and

necrosis of the skin secondary to dystrophic calcification of the subcutaneous

tissue and small arteries Less than 100 cases of penile calciphylaxis exist in the

literature. Histology reveals calcific infiltration of tunica media with subsequent

intimal hyperplasia causing marked luminal compression. Penile biopsy is un-

necessary for diagnosis and is actually harmful and contraindicated, as doing so

precipitate further necrosis. Because penile involvement is rare, no clear consen-

sus exists on proper diagnosis and management. Diagnosis is based mainly on a

combination of classic clinical features, associated risk factors, and radiographic/

histologic evidence of diffuse vascular calcifications. Female sex, obesity, ESRD,

high phosphate concentration, medications (warfarin, systemic steroids, calcium

binders, vitamin D), hypercoagulable states and hypoalbuminemia are all risk

factors for calciphylaxis. Treatments include administration of bisphosphonate,

hyperbaric oxygen, prednisone courses, low-dose infusion of tissue plasminogen

activator and intracavernosal prostaglandin. When penile gangrene and sepsis

occur, penectomy becomes inevitable.

CALL THAT DASH! ACUTE NONRHEUMATIC STEPTOCOCCAL

MYOCARDITIS MIMICKING STEMI Carlos A. Rodriguez1; Orysia

Kozicky2; Jose Barrientos Paz1; Ileannette Vega1; Ana I. Velazquez2. 1Ichan

School of Medicine at Mount Sinai Beth Israel, New York, NY; 2Mount Sinai

Beth Israel, New York, NY. (Control ID #2946624)

LEARNING OBJECTIVE #1: Recognize alternate diagnosis for chest pain

CASE: A 50 year old male with no past medical history presented with severe

chest pain (CP) that progressively worsened over 2 days. CP described as left

sided, non-radiating, and constant. He reported sore throat, headaches, and

subjective fevers for the past 5 days. Patient's family members received

antibiotics for sore throat infection within the prior weeks. Vitals and exami-

nation of neck, oropharynx, heart, lungs, and extremities were normal. Elec-

trocardiogram showed normal sinus rhythm with ST-segment elevations in II,

III, aVF, and V4-V6, as well as ST-segment depressions in aVR and V2-3

concerning for anterolateral ischemia. Point-of-care ultrasound showed inferior

wall motion abnormalities and moderate mitral regurgitation. Laboratory re-

sults were significant for marked troponin elevation to 48ng/mL, AST 153

U/L, ALT 66U/L, HDL 29mg/dL, and LDL 140mg/dL. Emergent cardiac

catheterization showed non-obstructive coronary artery disease. Transthoracic

echocardiogram showed reduced left ventricular systolic function with ejection

fraction (EF) of 40% and akinesis of the lateral and anteroseptal walls, and

hypokinesis of the basal and mid inferior walls. Workup for alternative etiol-

ogies included elevated C-reactive protein to 195mg/dL and sedimentation rate

to 48mm/hr, and a positive throat culture for group A Streptococcus pyogenes.

The patient was diagnosed with acute nonrheumatic streptococcal myocarditis

(ANSM) and started on amoxicillin, lisinopril, carvedilol, aspirin, and atorva-

statin. Follow-up echocardiogram 3-months post-admission showed normali-

zation of his cardiac function.

IMPACT:Myocarditis can be produced by a variety of different causes, many

of which are infectious, specifically viral. The clinical manifestations are

highly variable, ranging from subclinical disease of CP, heart failure, cardio-

genic shock, arrhythmias, and sudden death. ANSM has been identified as an

independent entity with different symptoms, time course, and pathophysiology

from acute rheumatic fever. ANSM mimics acute coronary syndrome on

presentation and should be considered in the differential of young adults

presenting with CP and history of a preceding sore throat. This disease entity

usually affects adults younger than age 35 and is caused by Group A or G

streptococci. ANMS responds favorably to conventional antibiotic therapy and

has excellent long-term clinical prognosis when compared to long-term effects

of acute rheumatic fever. On a case series of 9 patients with ANMS treated with

antibiotics, 3 out of 3 patients with depressed EF and wall motion abnormal-

ities at diagnosis had no significant abnormalities on follow-up imaging.

DISCUSSION: Our case demonstrates the importance of considering ANSM

in patients evaluated for acute CP and sore throat, even when out of the

expected age range. Unlike many forms of viral myocarditis, ANSM is

associated with an excellent clinical prognosis and favorable response to

antibiotic therapy.

CAN ATRIAL FIBRILLATION GIVE YOU A HEART ATTACK? A

CASE OF CORONARY ARTERY EMBOLISM CAUSING ACUTE

MYOCARDIAL INFARCTION Leslie L. Seijo1; Yoldez Meroueh1;

ReiichiroObata1; NimaTaghipour2; DeepikaMisra2. 1Mount Sinai Beth Israel,

NY, NY; 2Mount Sinai Beth Israel, New York, NY. (Control ID #2946776)

LEARNING OBJECTIVE #1: 1. Identifying atrial fibrillation as a cause of

acute myocardial infarction

LEARNING OBJECTIVE #2: 2. Importance of treating patients with atrial

fibrillation with oral anticogulation to prevent embolic myocardial infarction

CASE: A 58-year-old obese African American man, non-smoker with past

medical history of hypertension and atrial fibrillation (on Coumadin) presents

to our emergency room with chest pain. Patient describes the pain as acute

onset, starting from the left sternal border, radiating down his left arm. The

chest pain started at rest, not associated with exertion, burning in nature, and

similar to past episodes of indigestion. Patient added that for the last 3 months,

he has not checked his INR. While in the emergency, ECG was performed

demonstrating ST elevations in leads II, III, and aVF. Initial labs revealed

troponin 0.120 and an of INR 1.2. Patient was given ticagrelor, heparin, aspirin,

atorvastatin, and was emergently taken for a left heart catheter for potential

percutaneous intervention. The cardiac catheterization demonstrated no signif-

icant coronary atherosclerosis, but a distal left anterior descending artery

occlusion secondary to embolization. No stent was placed, and patient was

medically optimized, and discharged on apixaban.

IMPACT:We report a case of an acutemyocardial infarction caused by coronary

artery embolism. This is a rare cause of myocardial infarction. Atrial fibrillation is

the most common cause of coronary artery embolism. As atrial fibrillation

becomes more prevalent in our aging population, it is of extreme importance

the initiation of oral anticoagulation to prevent stroke and even embolic MI.

DISCUSSION: Heart disease is the leading cause of death in the United States

claiming the life of thousands of people every year.Myocardial infarction (MI) is

usually a consequence of coronary events such as plaque rupture, erosions or

dissections. Another cause of MI involves myocardial ischemia due to coronary

artery disease (CAD). However, about 4% to 7% of patients with MI, do not

have CAD. Coronary artery embolism is a rare non-atherosclerotic cause of

acute MI, seen in about 3% of cases in which a thrombus arising from sources
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other than the coronary vasculature propagates in the coronary arteries causing

MI. Coronary artery embolism should be suspected in patient with high risk of

developing systemic embolism such as those affected with atrial fibrillation,

prosthetic heart valves, dilated cardiomyopathy and infective endocarditis. From

the mentioned risk factors, atrial fibrillation is the most common cause of MI

caused by coronary artery embolism, seen in up to 73% of cases. With a greater

life expectancy, the number of those patients with atrial fibrillation will likely

increase as atrial fibrillation increases with age. Therefore, it is vital the early

detection of atrial fibrillation and initiation of anticoagulation to prevent throm-

boembolic events such as stroke andMI secondary to coronary artery embolism.

CAN TREATING AN INFECTION WORSEN MENTAL STATUS?- A

CASE OF CEFEPIME-INDUCED NEUROTOXICITY Marie Claire

Lamb1; Maryam Sattari2. 1UFL, Gainesville, FL; 2University of Florida Col-

lege of Medicine, Gainesville, FL. (Control ID #2907856)

LEARNING OBJECTIVE #1: Recognize cefepime-induced neurotoxicity

and its risk factors

LEARNING OBJECTIVE #2: Manage cefepime-induced neurotoxicity

CASE: A 58-year-old female presented with back pain, cough, fever, chills,

and diaphoresis. She was febrile and cachectic. Urinalysis suggested an infec-

tion and blood urea nitrogen and creatinine were higher than baseline. CTscan

revealed multifocal pneumonia and pyelonephritis. Vancomycin and cefepime

(2 grams every 24 hours) were started on hospital day (HD) 1. On HD4,

cultures grew Enterobacter cloacae in blood and Providencia rettgeri and

Escheria coli in the urine. Vancomycin was discontinued and cefepime fre-

quency was increased to 2 grams every 12 hours. Over the following 2 days,

the patient exhibited increasing confusion, progressing to inability to follow

commands, asterixis, and generalized myoclonic jerks. On HD5, cefepime

trough was 100.68 mcg/ml. Electroencephalogram (EEG) was interpreted as

ictal-interictal spectrum with sharply contoured frontal rhythmic delta activity

and triphasic morphology. Cefepime was stopped on HD6. The patient's

mental status started to improve on HD7 and returned completely to baseline

on HD8.

IMPACT: Unfortunately, as in our case, the diagnosis of cefepime-induced

neurotoxicity can be delayed especially in sick, frail patients with impaired

renal function, because the neurotoxic symptoms can be subtle, gradual in

onset, and attributed to other causes. In our case, the EEG findings, cefepime

trough, and timeline of events suggested the diagnosis. This case highlights the

importance of consideration and diagnosis of cefepime-induced neurotoxicity

to prevent delay in timely, and potentially life-saving, treatment of these

patients.

DISCUSSION: Cefepime, a broad-spectrum intravenous fourth-generation

cephalosporin, is eliminated mainly by glomerular filtration. Since its market-

ing in 1994, there have been reports of neurological side effects including

confusion, myoclonus, somnolence, coma, encephalopathy, and seizures. Risk

factors for neurotoxicity include age, frailty, and chronic kidney disease. The

mechanism is likely related to competitive antagonism of gamma-

aminobutyric acid (GABA), the brain's principal inhibitory neurotransmitter.

EEG typically shows triphasic waves that deteriorate to non-convulsive status

epilepticus and in rare cases, convulsive status epilepticus. Cefepime troughs

can be helpful diagnostically, as a level > 22 mcg/ml has been associated with a

50% neurotoxic rate. To prevent cefepime-induced neurotoxicity, the dose of

the drug should be adjusted based on body weight and renal function.

Treatment of neurotoxicity has been mainly supportive. Many reported cases

have resolved by discontinuation of cefepime, similar to our case. If needed,

benzodiazepines are effective anticonvulsants because of GABA enhance-

ment. Cefepime is dialyzable and hemodialysis has been reported in a few

cases. The prognosis ranges from full recovery to death, with early diagnosis as

better prognostic factor.

CAN YOU TAKE ME HIGHER Mathew Day; Tate Johnson; Michael P.

Smith. University of Nebraska Medical Center, Omaha, NE. (Control ID

#2946159)

LEARNING OBJECTIVE #1: Recognize the presentation of

hypercortisolism, including the metabolic syndrome

LEARNING OBJECTIVE #2: Develop an approach for the evaluation of a

patient with suspected hypercortisolism

CASE: A 34 year-old man presented feeling as if he were "going to pass out."

He described a generalized malaise, with progressively worsening thirst,

urinary frequency, and weight loss. He had known avascular necrosis of the

hip, hypertension, and obesity. He was found to have a blood pressure of 204/

142, otherwise unremarkable vitals, and a BMI of 30.1. His face appeared

plethoric, and he was developing supraclavicular fat pads. Pain and grinding

sensation was elicited with passive range of motion of the right hip, but no

tenderness to palpation. There was striae of the abdomen but no other skin

changes. He had a white blood count of 17, potassium level of 3.1, glucose of

325, total protein of 5.5, albumin of 3.4, AST/ALTof 55/201 respectively, and

a hemoglobin A1c of 8.5%. He had unremarkable abdominal and renal

ultrasounds. Subsequent 8AM cortisol level was 17.4 μg/dL and 24 hour

urinary free cortisol was 408 μg (normal <60 μg). Confirmatory testing for

hypercortisolism returned with night time salivary cortisol testing on 3 con-

secutive nights revealed levels of (0.463; 0.289; and 0.233 μg/dL [normal

<0.112 μg/dL]), and the patient's morning ACTH level during dexamethasone

suppression test was 222 pg/m. He then underwent MRI of the sella that

revealed a macroadenoma of the pituitary gland.

IMPACT: This case helped to me recognize when additional evaluation

should be undertaken when a patient has the metabolic syndrome. With its

increased prevalence, it is essential for the general internist to recognize

warning signs for further evaluation.

DISCUSSION: Hypertension and Diabetes are commonly encountered by

the general internist. Many of the clues suggestive of secondary causes of

hypertension and hyperglycemia can be elicited with a thorough history

and physical. Supplemental laboratory evidence such as electrolyte abnor-

malities, leukocytosis, and hyperglycemia can be supportive of

hypercortisolism. Elevated cortisol levels are confirmed using 24 hour

urine free cortisol, night-time salivary cortisol levels, and overnight dexa-

methasone suppression test, with two of these tests being positive. This is

either due to elevated ACTH levels or a primary adrenal source. Patients

with ACTH-secreting tumors will have normal or elevated morning

ACTH levels in the setting of hypercortisolism, whereas patients with a

primary adrenal cause will have subnormal ACTH levels. Indicated imag-

ing includes an MRI of the sellar region in patients with normal or

elevated ACTH and CT of the adrenal glands in those with subnormal

ACTH. Patients with normal to elevated ACTH levels and normal imag-

ing should be evaluated for ectopic ACTH production. Ultimately, referral

to Endocrinology is essential for long-term management.
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CANCER AND CALCIUM: AN UNUSUAL CASE OF RESISTANT

HYPERCALCEMIA OFMALIGNANCYMarco Tori; David Yuh. Boston

Medical Center, Boston, MA. (Control ID #2940698)

LEARNING OBJECTIVE #1: Manage recurrence of hypercalcemia of

malignancy with second line therapy

LEARNING OBJECTIVE #2: Recognize social factors that complicate

ideal care of patients

CASE: A 58 year homeless veteran presented to his primary care doctor with

two months of abdominal pain, dysphagia, and a 15 pound weight loss. The

physical exam was remarkable for cachexia, diffuse abdominal tenderness, and

decreased lung sounds. The workup revealed a corrected calcium of 14.9 mg/dL

with a low intact PTH of 9 ng/mL. His lab values and clinical appearance

suggested a malignancy; cancer workup was initiated inpatient while treatment

for hypercalcemia with aggressive fluid resuscitation, calcitonin, and zolendronic

acid began. He was diagnosed with esophageal squamous cell carcinoma with

lung metastases and found to have a normal PTHrP of 18 pg/mL. His calcium

corrected in two days and the patient was discharged to initiate outpatient

palliative chemotherapy. Efforts to treat the patient outpatient were complicated

by unstable housing status and lack of access to liquid nutrition. Before induction

of chemotherapy, he returned to the hospital with nine days of constipation and

was readmitted with a calcium of 16.9 mg/dL requiring the same aggressive

resuscitation. His response to ZAwas incomplete; a second dose was given days

later as his calcium continued to rise. He was eventually discharged to resume

outpatient therapy and started on IV denosumbab which kept his calcium below

12mg/dL for months. Additional workup suggested an inflammatory etiology of

his hypercalcemia with markers TGF-beta1 elevated to 27400 pg/mL (normal

<2382 pg/mL) and Interleukin-6 elevated to 33.43 pg/mL (normal 0.31-5.0 pg/

mL). 1-25-Dihyodroxy Vitamin D levels were low at 19pg/mL. His alkaline

phosphatase was normal and axial CTscans didn't show bony metastatic lesions.

The patient suffered from extreme malnutrition with 45 pound weight loss after

diagnosis due to ongoing dysphagia. He was never well enough to pick up

appetite stimulating medications from the pharmacy or undergo palliative che-

motherapy and was transitioned to hospice.

IMPACT: This case illustrates hypercalcemia of malignancy (HM) via a rare

mechanism with treatment failure in a complicated psychosocial environment.

Treating HM and cancer without addressing housing and nutrition was futile

for this patient. I would have been more aggressive in seeking social supports

for this patient to provide the best outcome.

DISCUSSION: The physiology of hypercalcemia of malignancy (HM) is

most frequently mediated through parathyroid related protein production,

though rarely hypercalcemia can have other etiologies. This case of HM

required second line denosumab therapy after bisphosphonate failure. The rare

etiology of his severely elevated calcium should prompt clinicians to recognize

and treat HM aggressively. The same social factors that put the patient at risk

for cancer also complicate the treatment and management of the disease and

thus should inform the care plan.

CANCER PATIENTS ARE NOT IMMUNE TO SHORTNESS OF

BREATH Morgan H. Randall; Leonidas Walthall. Medical University of

South Carolina, Charleston, SC. (Control ID #2928662)

LEARNING OBJECTIVE #1: Recognize the importance of maintaining a

broad differential diagnosis for hypoxic respiratory failure.

LEARNING OBJECTIVE #2: Distinguish immunotherapy-induced pneu-

monitis from other causes of hypoxic respiratory failure.

CASE:A 74 year-old man presented with one week of shortness of breath. He

also noted non-productive cough and progressively worsening dyspnea on

exertion. His past medical history was significant for metastatic prostate

cancer, atrial fibrillation, anemia, and hypertension. The patient recently started

treatment for his prostate cancer with ipilimumab and nivolumab with his last

dose 2 weeks prior to presentation. The patient was in mild respiratory distress,

requiring four liters of oxygen by nasal cannula to maintain an oxygen

saturation grater than 90%. He had an irregular heart rhythm and bibasilar

crackles in the lung bases. The patient's hemoglobin was found to be at his

baseline and electrocardiogram confirmed atrial fibrillation that was rate con-

trolled. Computed tomography of the chest revealed patchy mixed consolida-

tion and ground glass opacities throughout the lungs, worse on the right.

Pulmonology was consulted and performed a bronchoscopy that did not

demonstrate signs of infection but rather suggested reactive pneumonitis. With

findings suggestive of nivolumab-induced pneumonitis the patient was started

on oral steroids. This resulted in a decreased oxygen requirement as well as

subjective improvement in symptoms. Follow up imaging one month after

initiation of treatment revealed resolution of pulmonary disease.

IMPACT: Immunotherapy-induced pneumonitis is a rare but known side

effect of programmed death 1 (PD-1) inhibitors. To our knowledge, this is

the second known case of pneumonitis occurring in a patient with prostate

cancer on PD-1 therapy. In addition, the resolution of symptoms and radio-

graphic findings seen in this patient supports the debated practice of initiating

corticosteroids.

DISCUSSION: Shortness of breath is a complaint commonly encountered by

internists. The differential diagnosis is broad, and many causes are reversible if

treated in a timelymanner. As physicians who primarily treat with medications,

it is important to recognize potential toxicity and how to evaluate for compli-

cations. Immunotherapy is a well-known cause of pneumonitis but is typically

a diagnosis of exclusion. Although there are signs suggestive of this process,

full evaluation including bronchoscopy is typically necessary to rule out

infectious etiologies in this population of immunosuppressed patients. Once

the diagnosis has been made, removal of the offending agent as well as steroid

administration is generally effective in treating this process. As medication

options continue expand, internists should be able to recognize potential side

effects and initiate an evaluation of new symptoms.

CAPS LOCK: AN EVASIVE BUT DEADLY DIAGNOSIS yuriy khanin.

Northwell, PORT WASHINGTON, NY. (Control ID #2939972)

LEARNING OBJECTIVE #1: Case review of APLS

CASE:A 56 year old male with HTN, HLD, and Anti-Phospholipid syndrome

(APLS) presented with 2 days of headache and dizziness. Left subclavian

artery angiogram was scheduled for possible stenting for an occlusion seen on

MRA a month ago. In preparation, he was transitioned from warfarin to low

molecular weight heparin. On arrival, he was febrile and tachycardiac; exam-

ination was unremarkable. Pertinent labs included leukocytosis, thrombocyto-

penia, acutely elevated BUN/Cr, mild transaminitis, high total bilirubin, ele-

vated LDH & low haptoglobin. Given concern for Heparin-induced- throm-

bocytopenia vs. Thrombotic thrombocytopenic purpura, HIT antibody and

blood smear were sent while patient was placed on Argatroban. Patient

subsequently developed anuric renal failure requiring emergent hemodialysis.
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Blood smear was negative for shistocytes & HIT panel negative; treatment for

presumed Catastrophic APLS (CAPS) was initiated with anticoagulation,

steroids, and plasma exchange. Patient had MRA of abdomen which showed

patent renal vessels; renal biopsy revealed severe cortical necrosis & glomer-

ular microthrombi consistent with severe thrombotic microangiopathy second-

ary to CAPS.

IMPACT:When hemolytic and thrombotic conditions surface with a personal

history of APLS, CAPS must be rapidly evaluated as part of the differential.

Cases suggestive of but not definitively meeting CAPS criteria should often be

aggressively managed and monitored, as the potential morbidity and mortality

associated with CAPS necessitates diagnostic acuity and prompt intervention.

DISCUSSION:Our case is significant because it illustrates a rare disease with

an incredibly fatal presentation. APLS is an autoimmune disease with a wide

spectrum of morbidity that is associated with thrombosis and recurrent preg-

nancy loss in the presence of elevated antiphospholipid (aPL) antibodies.

About 1% of patients with APLS can develop rapidly progressive, multiple

organ thromboses recognized as Catastrophic APLS (CAPS). Our patient had

vague complaints consistent with multiple possible diagnoses. Lab findings

narrowed our differential to hemolytic and thrombotic diseases such as DIC,

TTP, HIT, or Hemolytic anemia. The diagnostic criteria for "definite CAPS"

consists of multi-organ involvement, manifestations in less than a week,

confirmation by histopathology of small vessel occlusion in at least one organ

or tissue, and the presence of aPL antibodies. In clinical practice, some patients

do not have aPL antibodies but have evidence of thromboticmicroangiopathies

and multiorgan involvement, much like our patient. These patients require

close monitoring for the progression of severity and often require aggressive

treatment similar to CAPS. Basic management consists of anticoagulation and

corticosteroids; small case studies suggest additional effort to curb the autoim-

mune process via plasmapheresis, IVIG, or agents such as cyclophosphamide

or rituximab have all been beneficial.

CARCINOID INDUCED VENTRICULAR TACHYCARDIA: A RARE

PRESENTATION OF A RARE TUMOR Harsh Mehta1; Muhammad M.

Haq1; Abhishek Bhurwal1; Jordan Resnick1; Keith Hawthorne2; Sunil Sapru1.
1Saint Barnabas Medical Center, West Orange, NJ; 2Saint Barnabas Medical

Center, Livingston, NJ. (Control ID #2944867)

LEARNING OBJECTIVE #1: To recognize ventricular tachycardia as a

cardiac manifestation of carcinoid tumor.

CASE: A 61 year old gentleman with hypertension, diabetes mellitus, and

bullous lung disease, presented with recurrent episodes of palpitations. He

denied chest pain, dyspnea, or diaphoresis, but reported being treated for

ventricular arrhythmia two years ago. Physical examination was unremarkable

and the initial EKG was normal. On telemetry monitoring, recurrent episodes

of monomorphic non-sustained ventricular tachycardia were noted and intra-

venous amiodarone drip was started. Chest radiograph revealed a large right

sided hydropneumothorax which was treated with a VATS procedure and

resection of the bullous lung lesion. Cardiac catheterization for evaluation of

coronary artery disease in the setting of multiple risk factors was normal and

cardiac MRI was unremarkable. The resected lung lesion was revealed to be a

well differentiated neuroendocrine tumor with the cells being positive for

synaptophysin and chromogranin A. The Ki proliferation index of the tumor

was less than 5% indicating slow growth. The search for a primary lesion was

negative. A 24-hour urinary 5 HIAA study, performed one week after the

resection, showed undetectable levels of serotonin. The patient did not get any

further episodes of palpitations.

IMPACT:Our case suggests that symptomatic ventricular tachycardia without

evidence of myocardial ischemia may be a rare presentation of a carcinoid

tumor. Carcinoid syndrome should be considered as a possible etiology in

patients presenting with recurrent arrhythmias of obscure etiology.

DISCUSSION: Carcinoid heart disease occurs in 50% of patients with carci-

noid syndrome and may be the initial presentation in upto 20%. It commonly

involves the tricuspid and pulmonary valves, leading to right-sided cardiac

dilatation and subsequent right heart failure. Serotonin related coronary artery

vasospasm has been associated with carcinoid syndrome, but ventricular

arrhythmias are extremely rare as the presenting feature of carcinoid heart

disease. To the best of our knowledge, there is only one reported case of

carcinoid syndrome leading to ventricular tachycardia in the absence of typical

carcinoid heart disease. Our patient presented with multiple episodes of ven-

tricular tachycardia and recurrent palpitations. The carcinoid tumor was dis-

covered during theworkup for hydropneumothorax and cardiac evaluation was

negative for any structural heart disease. As there was no apparent etiology for

the recurrent ventricular tachycardia, it was presumed that carcinoid syndrome

associated with the tumor was causing the arrhythmia. This hypothesis was

substantiated by the fact that the episodes of ventricular tachycardia resolved

after removal of the carcinoid tumor and he had no further episodes of

palpitations. Our case is unique in that ventricular tachycardia was the initial

presentation of carcinoid tumor.

CASE OF MILLER FISHER SYNDROME Zara Manuelyan; Davinder

Singh; Charudatta Wankhade; Nausheer A. Khan. Nassau University Medical

Center, East Meadow, NY. (Control ID #2935015)

LEARNING OBJECTIVE #1: Recognize the clinical presentation of rare

variant of Guillain-Barré syndrome (GBS)

LEARNING OBJECTIVE #2: Early identification of dysphagia as a pre-

senting symptom for Miller Fisher syndrome (MFS)

CASE: A 48 year-old male presented to the emergency room complaining of

dysphagia since 4 days. He had difficulty initiating swallowing to solids and

liquids but no odynophagia. He had a viral cold 2 weeks ago. Denied any recent

travel, hiking or tick bites. He had a sensation of food getting stuck with

regurgitation. On examination, patient was alert and oriented with slurred speech,

drooling and hypophonic voice. Bilateral ptosis with ocular muscle weakness was

notedwith left abduction palsy. No pupillary deficits. Tongue protrusionwas poor.

Reflexes were absent with intact sensation. Ataxic gait was noted with mild

muscle weakness. Findings were consistent with top down paralysis. He was

tachypneic using accessory muscles and was intubated for airway protection.

Lyme disease, ESR, RPR, Epstein-Barr virus serologies were negative. Anti-

cholinesterase, anti-MuSK antibodies were negative and serumGQ1b ganglioside

complexwaswithin normal range (<1:100). CT head and neckwas unremarkable.

Upper endoscopy showed no gross esophageal abnormality. Electromyography

and nerve conduction velocity studies (EMG, NCV) noted diffuse motor axonal

peripheral neuropathy with sparing of sensory and myelin fibers consistent with a

variant of GBS. With clinical suspicion for MFS and supporting EMG/NCV

results intravenous immune globulin (IVIG) and high dose steroids were initiated.

Due to failed attempts for extubation patient underwent tracheostomy. Physical,

occupational therapists were involved in the care of the patient with steady

improvement and he was discharged to a subacute rehabilitation.
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IMPACT: Our case demonstrates an atypical presentation of MFS supported

by EMG studies with a mixture of the classic triad and dysphagia emphasizing

the challenge of diagnosing MFS.

DISCUSSION: MFS is a rare neuromuscular disease and a variant of GBS. It

comprises 1-5% of GBS cases in the West with higher incidence in Asia; 19-

25%. MFS occurs in patients of all ages with slight predominance in males.

Clinical findings are ophthalmoplegia, ataxia and areflexia. Symptoms are noted

several days after a viral infection. The GQ1b antibodies are found on cranial

nerves III, IVandVI and although not unique toMFS can be used as a diagnostic

marker. Our patient had the classic triad mentioned above with positive EMG/

NCV findings supporting the diagnosis of MFS. Treatment includes IVIG and

plasmapheresis. It is a self-limiting disease but complications such as respiratory

failure as seen in our patient have been reported in 30% of the cases. Neurolog-

ical cases like MFS with dysphagia as a presenting symptom may initially

resemble other etiologies but with careful history taking, thorough examination

and appropriate investigation treatment could be initiated early to avoid further

complications leading to morbidity and mortality.

CAUSESOFMETALLIC TASTE IN THEMOUTH Celia Lu1; Jason Lee2;

Lyndonna M. Marrast3. 1St. John's University College of Pharmacy & Health

Sciences, Lake Success, NY; 2St. John's University, Queens, NY; 3Hofstra North

Shore LIJ School of Medicine, Kew Gardens, NY. (Control ID #2945721)

LEARNING OBJECTIVE #1: Evaluate a patient who reports having a

metallic taste in the mouth

LEARNING OBJECTIVE #2: Review differential for elevated copper level

in an adult

CASE: Patient is a 45 year old female with PMH of lumbar radiculopathy and

Tourette's who presented to the physician's office complaining of 3 weeks of

metallic taste in the mouth. She works as a flight attendant but denied recent

international travel. She denied any new medications. Her medications included

naproxen, oral contraceptive, and Botox injections for Tourette's. Patient denied

possibility of pregnancy. Patient was already seen by a dentist, urgent care

physician, and ENT for evaluation. Since the symptoms were thought to be

attributed to a sinus infection, she had completed a course of azithromycin.

Symptoms improved after the first two tablets but then returned. At the urgent

care center, the metallic taste was thought to be related to allergies, for which she

had taken loratadine without relief. The ENTadvised the patient to suck on lemon

drops, but these also failed to help. Patient reported consuming pine nuts, which

she thoughtmay be a contributing factor. The clinical pharmacist was consulted to

explore possible medication-induced causes of metallic taste. Previous literature

included a case report of a patient who experiencedmetallic taste following initial

botulinum toxin A injections, but symptoms lessened after subsequent injections.

This was thought to be from their effects on zinc metabolism. After checking

routine labs and heavy metals (i.e. lead, copper and mercury), our patient was

found to have an elevated copper of 197 ug/dL, compared to a normal level of 72-

166 ug/dL. Repeat level was similar. BMP, CBC, and TSHwere normal.Wilson's

disease was ruled out. It was found that the copper elevation may be contributed

to the oral contraceptive, which the patient didn't wish to stop. The physician also

consulted with poison control and occupational medicine to rule out occupational

exposure. Recommendation was made against treating the elevated copper level.

IMPACT: This case added to the literature involving metallic taste induced by

medications and highlights the value of a pharmacist in performing a medica-

tion review to evaluate possible causes.

DISCUSSION: The majority of disturbances in taste are the result of loss of

smell, which may be contributed commonly to allergic rhinitis, chronic

rhinosinusitis or an upper respiratory infection. Therefore, examination of the

nose, mouth and cranial nerves are key. Metallic taste can also be attributed to

external exposure, pregnancy (which should be ruled out when appropriate) or

medications that affect metabolism of metals such as zinc or copper, of which

levels should also be evaluated. In our case, the botulinum injections and oral

contraceptive were considered as possibilities for causing the patient's symp-

toms. A third possibility was pine nut syndrome, as the symptoms correlated

with the patient's reported consumption of pine nuts.

CAVERNOUS SINUS THROMBOSIS IN A PATIENT USING

ETONOGESTREL/ETHYINYL ESTRADIOL VAGINAL RING

Mohammad A. Selim1; Thamer A. Kassim2; Amandeep Rakhra1; Javaneh

Jabbari1; Carrie Valenta1. 1Creighton university, Omaha, NE; 2Creighton Uni-

versity, Omaha, NE. (Control ID #2945083)

LEARNING OBJECTIVE #1: Vaginal ring increases risk of CST

CASE: 43-year-old female patient with PMH of depression, social alcohol use,

and use of contraceptive vaginal ring (ethinyl estradiol and etonogestrel)

presents with first time grand mal tonic-clonic seizure. Post ictal vital signs

stable with tachycardia. Physical exam and labs were normal. CT Head: acute

right parieto-occipital intraparenchymal hemorrhage with scattered adjacent

SAH likely secondary to a possible extensive acute thrombosis of the right

venous sinuses (transverse, sigmoid, jugular). Nicardipine infusion was

initated, with target bp systolic <140. MRI/MRA Brain: findings consistent

with right transverse dural venous sinus thrombosis and intraparenchymal

hemorrhage of the right parieto-occipital and temporal regions, likely second-

ary to venous thrombosis/congestion. MRI VenogramHead: complete absence

of flow in the right transverse and sigmoid sinuses and right internal jugular

vein, consistent with high-grade thrombosis of the right transverse sinus.

Neurosurgery recommended no surgical intervention and to initiate heparin

infusion with warfarin bridge. Later patient had right ear fullness and increas-

ing headache. Repeat CT scan of the head showed enlarging intracranial

hemorrhage. Heparin and warfarin were held, yet neurosurgery and neurology

recommended to continue both. The patient improved clinically with contin-

uation of anticoagulation therapy and cerebral hemorrhage improved on CT

imaging. In time, the patient was discharged and to continue warfarin for 6

months minimum.

IMPACT: To increase awareness and knowledge of vaginal rings associated

with increased risk of cerebral venous thrombosis.

DISCUSSION: Cerebral venous sinus thrombosis is more common in popula-

tion younger than age 50, with 75% female predominance. CVST can present

with nospecific signs/symptoms, ranging from headaches to subarachnoid head-

ache, seizures, hemispheric neurological manifestations, and rarely brain stem

herniation. Etiologies include direct causes and hypercoaguable states, such as

factor V Leidenmutation, peri/postpartum states, and hormonal contraceptives. A

study published in March 2017 on Danish women aged 15-49 showed that

contraceptive vaginal ring carries 2.5 times increased risk of thrombotic stroke

when compared to nonuser. Diagnosis is based on high clinical suspicions,

including middle-aged-female patients presenting with headache with stroke-

like picture without vascular risk factors, or cases of hemorrhagic infarct in one

or more vascular territories. MRV is the most sensitive imaging, although CT

head is usually performed to exclude other diagnoses. CTV may also be used. If
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negative MRVand CTV with high clinical suspicion, angiography can be done.

There is controversy about anticoagulation in cases of hemorrhagic infarction

with CVST. Standard of care is to treat with anticoagulation even in the presence

of associated intracranial hemorrhage. Duration of treatment is minimum 6

months after first episode with target INR of 2.5.

CENTRAL NERVOUS SYSTEM BURKITT VARIANT POST-

TRANSPLANT LYMPHOPROLIFERATIVE DISORDER (PTLD)

Michelle Lo1; Seagram M. Villagomez2, 3. 1new york university, New York,

NY; 2NYU School of Medicine, New York, NY; 3VA Harbor Medical Center,

New York, NY. (Control ID #2914115)

LEARNINGOBJECTIVE #1: Recognize that PTLD as part of the differen-

tial when post transplant individuals present with unexplained pain, fever, or

organ dysfunction.

LEARNING OBJECTIVE #2: Burkitt Lymphoma subtype as well as CNS

involvement represent more aggressive manifestations of PTLD and should be

managed more aggressively.

CASE: 72 year-old man with end stage renal disease secondary to

diabetic nephropathy status post living donor renal transplant on tacro-

limus presents with headache, diplopia, and blurry vision found to have

CNIII palsy on neurologic examination. Facial CT and Gadolinium

enhanced Brain MRI showed complete bilateral maxillary sinus

opacification and leptomeningeal enhancement. He was started on broad

spectrum antibiotics, but given continuous headache and concern for

meningitis a lumbar puncture was performed. CSF studies showed atyp-

ical lymphocytes of predominantly monoclonal B cells. CSF FISH

showed rearrangement of c-myc oncogene negative for rearrangement

of bcl6 or bcl2. Serum LDH was elevated and peripheral EBV PCR was

positive. Bone marrow biopsy was negative for malignancy. Further CT

imaging revealed thickening of the small bowel and mesenteric lymph-

adenopathy. Patient was started on dexamethasone, intrathecal metho-

trexate, and R-Hyper CVAD with interval regression of abdominal LAD,

mass, improvement in ptosis, and decrease in LDH.

IMPACT: The case represents an uncommon manifestation of an rare

variant of disease that should warrant a different approach to diagnosis

and treatment.

DISCUSSION: PTLD is a well recognized, heterogenous group of disorders.

The mechanism of PTLD involves EBV-induced B cell proliferation and

antigen mediated T cell activation which upregulate pro-growth factors such

as c-Myc. The result of which ranges from early mononucleosis-like illness,

polyclonal lymphoid infiltrates, to lymphomas. Therapy involves immune

reconstitution, local surgical excision, corticosteroids, antiviral agents, radia-

tion and chemotherapy. Burkitt Lymphoma (BL) is a distinct form of PTLD.

BL is an aggressive, mature B cell lymphoma composed of a monomorphic

population of lymphoid cells with high mitotic and proliferation rates.

Monoclonality is shown as isolated c-myc rearrangement as opposed to rear-

rangements in c-myc, bcl6, and bcl2 seen in diffuse large b cell lymphoma, the

most common form of PTLD. BL represents a distinct monomorphic PTLD

and should be managed more aggressively with lymphoma specific chemo-

therapy rather than simply decreasing immunosuppression. CNS involvement

of PTLD is rare, reportedly in 7-15% of all PTLD, when present is predictive of

inferior survival. Compared to non-PCNS PTLD, primary CNS PTLD has a

higher incidence of monomorphic EBV related disease, and late involvement

with poor survival. Prior kidney transplant were also more frequent in primary

CNS PTLD compared to other forms of PTLD. As a parallel, in systemic non

hodgkins lymphoma, renal localization is also associated with high rates of

CNS involvement.

CEREBRAL FAT EMBOLISM SYNDROME (FES) IN A MAN WITH

HEMOGLOBIN SC Ashley McMullen; Tejaswi Kompala. UCSF, San

Francisco, CA. (Control ID #2946114)

LEARNING OBJECTIVE #1: Identify variant sickle cell syndromes

LEARNINGOBJECTIVE #2: Recognize key clinical features and manage-

ment of fat embolism syndrome

CASE: A 58-year-old man was brought in by ambulance after being

found down at home. He was last seen normal the night before, then

discovered the following morning lying unresponsive in his bathroom.

The patient's history included Hgb SC, seizure disorder, and hyperten-

sion. He lived independently and had an opioid use disorder. In the ED,

he was febrile (38.3C), tachycardic, hypertensive and mildly hypoxemic.

He appeared to be in respiratory distress with marked accessory muscle

use. He was somnolent and did not follow commands, but withdrew all

extremities to pain. Initial labs included a CBC with a white count of 31

k/uL, Hgb 13.2 g/dL, and platelets 133 k/uL. A metabolic panel showed

serum Cr at his baseline 1.03 mg/dL, AST 162 U/L, ALT 75 U/L, ALP

632 U/L, and Total Bili 3.9 mg/dL (direct 0.7 mg/dL). A CT brain and

chest were unrevealing. A CT abdomen/pelvis was notable for surgical

asplenia and avascular necrosis of the hips. An infectious work-up,

including lumbar puncture, was negative. Over the next 48 hours the

patient developed worsening mental status, anemia (Hgb 13.2 -> 8.9)

and thrombocytopenia (122 -> 66) with evidence of hemolysis (LDH

2383, Haptoglobin <6). A peripheral smear showed SC cells, few

schistocytes, target cells and rare sickled cells, consistent with SC

disease. An MRI was obtained revealing innumerable multi-territorial

punctate infarcts, characteristic of cerebral fat embolism syndrome

(FES). The patient was ultimately diagnosed with FES secondary to

Hgb SC related bone marrow necrosis and an intrapulmonary shunt.

He received several exchange transfusions to reduce sickling, but unfor-

tunately remains with significant neurologic deficits.

IMPACT: In patients with variant sickle cell syndromes presenting with multi

organ dysfunction, consider FES as a frequently under recognized and life-

threatening complication.

DISCUSSION: Variant sickle cell syndromes are a group of disorders in

which individuals inherit the sickle hemoglobin (Hgb S) gene in combi-

nation with another mutant beta-globin gene, such as hemoglobin C

(Hgb C) or β-thalassemia. Patients with these variant forms tend to have

milder phenotypes compared to homozygous SCD (Hgb SS), and yet

studies have shown more cases of FES in non-SS patients, especially

Hgb SC. Though it is primarily considered in orthopedic trauma, non-

traumatic FES is a rare but potentially devastating complication of sickle

cell hemoglobinopathies. Patients typically present with acute respiratory

distress, altered mental status, and a petechial rash. Hematologic com-

plications such as anemia and thrombocytopenia may also be present.

While these findings are non-specific, imaging with diffusion-weighted

MRI is useful in making the diagnosis. Mainstays of treatment include

repeated exchange transfusions and supportive therapy.
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CESIUM CHLORIDE: PROLONGING QTC INTERVALS, NOT LIFE

EXPECTANCY Fernando Figueroa Rodriguez2; Kaitlin G. Liroff1. 1William

Beaumont Hospital, Bloomfield Hills, MI; 2Beaumont Health, Troy, MI.

(Control ID #2928668)

LEARNING OBJECTIVE #1: Diagnosis and management of cesium chlo-

ride (CsCl) toxicity and associated QTc prolonging effects

CASE: 39 y/o female presented to the Emergency Department (ED) with

near syncope and QTc interval of 591ms. She denied any chest pain,

palpitations, dizziness, or family history of sudden cardiac death. She

had history of metastatic Gastrointestinal Stromal Tumor, and was

intially treated with sunitinib. On this medication, she developed

pulseless ventricular tachycardia and cardiac arrest which was attributed

to it's QTc prolonging effects. Due to concerns regarding traditional

medicine, she turned to alternative regimens, including CsCl treatment.

On presentation, she was hemodynamically stable and physical exam

was benign. She was evaluated by cardiology who recommended Im-

plantable Cardio Defibrilator (ICD), which she declined. She was

discharged with a LifeVest Defibrillator (LVD) and was instructed to

stop CsCl therapies. One week following initial discharge, she presented

again to the ED for syncope. At that time, QTc was 687ms and potas-

sium was 3.4. She was started on IV isoproterenol to induce tachycardia

and shorten the QTc. LVD was interrogated and demonstrated Torsades

de Pointes, which spontaneously converted to normal sinus rhythm just

before a discharge was administered. Potassium and magnesium were

supplemented. She again declined ICD and was discharged with LVD

and oral potassium 40 mEq daily.

IMPACT: Alternative or complimentary medicine is increasingly acquiring

popularity, especially in patients whose disease is refractory to traditional

therapies. It is important to understand these therapies and facilitate discussion

so as to enable recognition of the adverse effects treat them adequately. The

side effects CsCl can be potentially fatal, as our case illustrates, and

indiscrimant use is inadvisable.

DISCUSSION: Cesium chloride is an inorganic compound whose major

application in medicine was in isopycnic centrifugation for separating

various types of DNA. This agent has been used as an alternative for

conventional chemotherapy since Brewer, K's 1984 study proposed that

CsCl could selectively increase the intracellular pH of malignant cells

through alteration of enzymes, decrease intra-cellular glucose uptake,

and neutralize lactic acid, ultimately decreasing cancer cell survival.

These findings have never been reproduced in humans. In canine studies,

CsCl has been shown to decrease ventricular automaticity and increase

length of action potential, causing "early after depolarizations" by

blocking the delayed potassium channel, which induces bradycardia,

and prolongs the QTc interval. It also produces life-threatening hypoka-

lemia by increasing renal excretion through several mechanisms involv-

ing the active ROMK channels. Our case highlights some of the potential

side effects of CsCl treatment as well as possible treatment. It serves as a

cautionary tale for alternative therapies in general and the indiscriminant

use of treatments not monitored by a physician.

CHEST PAIN IN A RESISTANCE TRAINING ATHLETE Jose C.

Barrientos; Yael Simons; Krystle Hernandez; Ana I. Velazquez. Mount Sinai

Beth Israel, New York, NY. (Control ID #2946984)

LEARNING OBJECTIVE #1: Recognize chest pain in healthy athletes

LEARNING OBJECTIVE #2: Assess the risk factors in athletes

CASE: A 31-year-old male with no medical history presented with palpitations

and chest pain for 30 minutes. The patient is a resistance trainer, who exercises 4

hours daily and regularly uses PerformixT supplement prior to exercising. He had

spent 40 minutes biking wearing an oxygen-deprivation training mask (ODTM),

when he experienced lightheadedness, dyspnea, severe palpitations, and severe

substernal chest pain radiating towards his neck. Chest pain was pressure-like and

associated with left arm paresthesia. He drinks alcohol occasionally, no tobacco or

drug use. He denies prior symptoms, recent travel, illness or sick contacts. Upon

EMS evaluation he was found in rapid atrial fibrillation (AF) at 150bpm; he was

placed on supplemental oxygen with improvement of symptoms. In the ED, an

ECG revealedAF at 89bpm andT-wave inversions in leads II, III, aVF, andV4-V6

concerning for inferolateral ischemia. Labs revealed an elevated troponin 0. 369ng/

mL (peak 3. 8ng/mL), Cr 1. 71mg/dL, and negative toxicology. Renal US was

normal and his renal function normalized with hydration. The patient spontane-

ously converted to sinus rhythm and received medical management for NSTEMI.

TTE showed borderline left ventricular (LV) systolic function with EF 50% and

akinesis of the mid inferolateral wall. Cardiac catheterization revealed normal

coronaries. Cardiac MRI showed LV systolic dysfunction (EF 46%) and thinning,

severe hypokinesis, sub-epicardial enhancement, and focal myocardial edema of

the mid inferolateral wall consistent with acutemyocarditis. Patient was discharged

on beta-blocker, ace-inhibitor, and aspirin with close outpatient follow up.

IMPACT: Physicians should remain vigilant of supplement and/or ODTMuse

among young athletes presenting with cardiac complaints. In patients with new

diagnosis of myocarditis, exercise restriction and avoidance of stimulant

supplements is imperative given the risk of arrhythmias, cardiomyopathy or

death.

DISCUSSION: Myocarditis can be caused by a variety of infectious and

noninfectious illnesses, medications, drugs, and radiation. The lack of nonin-

vasive highly specific diagnostic methods and its overlapping symptoms with

more prevalent cardiac diseases makes it an underdiagnosed entity. While a

causal or direct association is difficult to prove, our case highlights a new

diagnosis of myocarditis in the setting of training with an ODTM and con-

comitant use of a caffeine-containing thermogenic supplement (CTS). Use of

training masks and dietary supplements is common among young athletes.

These supplements contain high doses of caffeine which has known hyperten-

sive and arrhythmogenic effects. The lack of regulations on supplement

production limits the identification of compounds that may have additive

cardiac effects when given in combination with caffeine or its analogues.

Similarly, the effect of ODTM used concomitantly with CTS on cardiac

function remains unknown.

CHOOSE YOUR PAIN: HEADACHE OR HEARTACHE. A CASE OF

SUMATRIPTAN INDUCED MYOCARDIAL INFARCTION Aravdeep

Jhand; Amr Essa; Abhishek Thandra; Paul Millner. Creighton University

Medical Center, Omaha, NE. (Control ID #2946351)

LEARNINGOBJECTIVE #1: Recognize adverse effects of Triptan therapy

for migraine

CASE: A 50-year-old female with past medical history of migraine

headaches, junctional tachycardia for which she underwent AV node

ablation, pacemaker placement for post-procedure heart block, tachycar-

dia induced cardiomyopathy and venous thromboembolism presented to
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the ER with 8/10, pressure like, substernal chest pain that radiated to the

jaw and associated dyspnea. The chest pain started immediately after

receiving a subcutaneous injection of Sumatriptan for an acute migraine

attack. Her chest pain did not subside after three sublingual Nitroglycerin

tablets and she was therefore started on nitroglycerin drip. The initial

troponin was negative and an EKG showed bi-ventricular paced rhythm

with new T- wave inversions in the lateral leads. She was admitted and a

subsequent troponin at 6 hours was elevated at 0.69 ng/ml. Management

as per Acute Coronary Syndrome was initiated with antiplatelet therapy

(Aspirin), beta-blocker and anti-thrombotic therapy (IV Heparin). A

Transthoracic echocardiogram (TTE) was obtained which showed mod-

erate global hypokinesis of the left ventricle and reduced ejection frac-

tion (EF) of 30-35%. Previous TTE showed an EF of 50-55% about 8

months ago. Given the new wall motion abnormalities, a coronary

angiography was performed which showed completely normal coronary

arteries. By day 2, her chest pain had resolved and troponin levels had

normalized. Her chest pain was attributed to coronary vasospasm sec-

ondary to Sumatriptan use and she was asked to discontinue it at

discharge. At a one month follow up, her EF on TTE had improved to

45-50% with no wall motion abnormalities.

IMPACT: This case highlights the importance of selecting appropriate

patient population for abortive migraine therapy. In patients with cardio-

vascular adverse events following Triptans, alternative therapy should be

considered.

DISCUSSION: Although Triptans have proven to be safe and effective

abortive treatments for migraine headache, vasospasm of coronary arteries

can occur causing cardiac symptoms most of which are mild and transient.

Rarely, it can lead to myocardial infarction if the vasospasm is prolonged as is

evident by elevated troponins in our patient. The appearance of wall motion

abnormality is a sensitive marker of myocardial ischemia. Serious adverse

events from Triptans have been reported in patients with underlying cardiac

risk factors, so they should be used with caution. Triptans should be indefi-

nitely discontinued in patients who develop these adverse reactions. Addition-

ally, these should never be used in patients with established Ischemic heart

disease. Other common contraindication for Triptans use are hemiplegic mi-

graine, basilar migraine, peripheral vascular disease, uncontrolled hyperten-

sion, cerebrovascular disease, concomitant use of Mono Amine Oxidase

Inhibitors (MAOIs), and cardiac accessory pathway conduction.

CHRONIC HEPATITIS B: ONCE A HIDDEN EPIDEMIC, NOW A

GLOBAL ISSUE Jessica Caro; Harish Jasti. Icahn School of Medicine at

Mount Sinai, New York, NY. (Control ID #2939014)

LEARNING OBJECTIVE #1: Identify high-risk patients to screen for

hepatitis B virus (HBV)

LEARNINGOBJECTIVE #2: Interpret serologic markers to diagnose HBV

CASE:A 27-year-old woman with no past medical history presented for

annual wellness visit. She was born in Bangladesh and moved to the

United States 2 months ago. She was asymptomatic. Her sister was

recently diagnosed with HBV; however, her parents tested negative for

HBV. She had no prior blood transfusions or tattoos. She denied tobacco,

alcohol, or drug use. She had no children but was hoping to become

pregnant. Vital signs were within normal limits, and physical exam was

unremarkable. Labs were notable for mildly elevated transaminases

(AST 43, ALT 57). Hepatitis B serologies revealed positive surface

antigen (HBsAg), core antibody (HBcAb), and e antigen (HBeAg), as

well as negative surface antibody (HBsAb). Viral load was >106 million

IU/mL, suggestive of chronic HBV infection. She was referred to

Hepatology for further evaluation and treatment.

IMPACT: This case emphasized the importance of screening asymptom-

atic high-risk individuals for HBV. Although our patient had no symp-

toms or other risk factors, she was from Bangladesh, which has a 4-7%

prevalence of HBV.

DISCUSSION:Chronic HBVinfection affects 350million people worldwide,

including 1.2 million Americans. Risk factors include country of origin, IV

drug use, HIVor HCV, household or sexual contacts of HBV-infected individ-

uals, hemodialysis use, and men who have sex with men. HBV is most

commonly spread from mother to child at birth (primarily in endemic areas)

or from exposure to infected blood or bodily fluids. Children less than 6 years

infected with HBV are most likely to develop chronic infection (30-50%) as

compared with healthy infected adults (< 5%). HBV is most commonly

detected with serologic markers, which can distinguish between acute and

chronic infections. HBsAg is the hallmark of HBV infection. It appears in the

serum 1-10 weeks after HBV exposure and disappears 4-6 months after

recovery. If HBsAg persists for more than 6 months, the patient is considered

to have chronic infection. After HBsAg disappears, HBsAb will appear and

usually confers life-long immunity. In some cases, a window period exists in

which neither HBsAg nor HBsAb are detected, and HBcAb can indicate recent

HBV infection. HBeAg is associated with a high viral load and higher rates of

transmission, including a 90% risk of passing the virus to offspring. Our

patient's markers suggested chronic HBV infection with high replication rates

and infectivity. She most likely was infected in her home country of Bangla-

desh, as her parents were not infected and she had no other risk factors. Given

her young age and desire for pregnancy and the increased risk of cirrhosis and

hepatocellular carcinoma with chronic HBV infection, it is important to con-

sider antiviral therapy to reduce the risk of long-term sequelae and vertical

transmission to her children.

CLINICAL CHALLENGE OF PATENT FORAMEN OVALE (PFO)

MANAGEMENT AFTER CRYPTOGENIC STROKE Anthi Katsouli.

Loyola University Medical Center, South Barrington, IL. (Control ID

#2908287)

LEARNING OBJECTIVE #1: Recognize PFO as a source of cryptogenic

stroke in younger patients

LEARNINGOBJECTIVE #2: Examine the clinical benefit of closing a PFO

after a cryptogenic stroke

CASE:A 47-year-old female with hypertension, diabetes mellitus type II

admitted for left transcervical incision of retropharyngeal abscess. On

day three of admission code stroke was called because patient developed

left arm and leg weakness. Patient's physical examination revealed sig-

nificant impairment of motor function of the left limbs. Computed

tomography of the head showed a hypo density in right centrum

semiovale. Magnetic resonance imaging and angiography of the head

ABSTRACTS JGIMS486



and neck showed acute infarction in the distribution of the right middle

cerebral artery territory involving the right centrum semiovale. Transtho-

racic echocardiogram showed left ventricular ejection fraction of 50%,

left ventricular hypertrophy and no left atrial enlargement. Hypercoagu-

lable work up obtained in context of young age and possible embolic

etiology of infarction. Lupus anticoagulant, factor V, factor VIII,

cardiolipin, protein C and S, antithrombin III, beta-2 glycoprotein were

all negative. Transesophageal echocardiogram revealed a PFO and a

highly mobile atrial septum, consistent with atrial septal aneurysm. No

left atrium appendage thrombus was visualized. Doppler of lower ex-

tremities was negative for deep venous thrombosis and magnetic reso-

nance venography of the pelvis was also without evidence of clot.

Patient was discharged on clopidogrel 75mg.

IMPACT: The clinical challenge of this case was the decision of therapeutic

options between antiplatelet drugs, oral anticoagulants, and transcatheter clo-

sure of the foramen.

DISCUSSION: About 25% of the population has a PFO, but the condition

itself doesn't increase the risk of ischemic stroke. PFO ismore prevalent among

young patients who've had a cryptogenic ischemic stroke than in the general

population. Therapeutic options to prevent stroke recurrence include antiplate-

let drugs, oral anticoagulants, and transcatheter closure of the foramen. The

clinical benefit of closing a PFO after a cryptogenic stroke has been an open

question for several decades. Although single-group studies have suggested

that closure could be performed percutaneously with generally low complica-

tion rates, there was no definitive evidence on the safety and effectiveness of

closure for preventing a subsequent ischemic stroke. A recent, multicenter,

randomized, open-label trial showed that among patients who had had a recent

cryptogenic stroke attributed to PFO with an associated atrial septal aneurysm,

the rate of stroke recurrence was lower among those assigned to PFO closure

combined with antiplatelet therapy than among those assigned to antiplatelet

therapy alone.We needmore data to assess whether anticoagulation on the one

hand and endovascular treatment on the other hand are superior to antiplatelet

therapy in preventing stroke recurrence in young patients with a PFO (

associated with an atrial septal aneurysm).

CLINICAL PREDICTION TOOLS VS CLINICAL GESTALT: A DI-

AGNOSTIC DILEMMA Alixandra Domney1; Chayan Chakraborti2.
1Tulane University School of Medicine, New Orleans, LA; 2Tulane, New

Orleans, LA. (Control ID #2945071)

LEARNING OBJECTIVE #1: Distinguish when PE is equally likely as an

alternative diagnosis

LEARNING OBJECTIVE #2: Recognize when objective criteria and clin-

ical suspicion conflict

CASE: A 53-year-old man presented to the emergency room with one

day of shortness of breath, a syncopal episode, and chest pain that was

relieved with nitroglycerin; however, a pleuritic component that was not

alleviated. The patient's past medical history included severe CAD,

hypertension, and COPD. At admit, the patient required supplemental

O2 to keep his saturation between 95-99%. On chest auscultation,

bilateral, diffuse, rattling breath sounds without crackles or wheezes

were appreciated. The remainder of the exam was benign. EKG did not

reveal signs of ischemia and troponins remained normal. Chest radiog-

raphy was furthermore unremarkable. Ultimately, CT imaging revealed

pulmonary emboli in right lower, left lower, and left upper lobes.

IMPACT: Clinical judgment allows physicians to place weight on the details;

taking into account the nuances within a case that cause an overall, intuitive "gut-

feeling". The crux of this case is that a PE diagnosis may have been missed

because the estimated pretest probability relied on one subjective thought. We

suggest that theWells' criteria may be most helpful when identifying an accurate

pretest probability is difficult or when a clinical gestalt cannot be formed.

DISCUSSION: Utilizing Wells' Criteria to estimate pretest probability of

PE is common and often stratifies the risk of diagnosis based upon initial

clinical suspicion using six objective and one subjective criteria. In our

patient, the clinical likelihood of a PE centered around the subjective

criterion of the Wells' score: "was PE the most likely diagnosis or equally

likely as an alternative?", worth 3 points on the scale. The response is

often variable. The characteristic symptom complex of PE was not evident

in this patient. As our patient fulfilled none of the objective criteria, his

initial score (0) would stratify to "unlikely PE" and low risk. When

including a positive answer to the subjective criterion, a Wells' score of

3 would result in an unlikely PE, but moderate risk group. While

minimal, the subjective aspect allowed us to rule in this less-than-typical

presentation. Penaloza, et al. (2013) performed a retrospective analysis on

suspected PE patients highlighting this very point, reporting AUC values

of gestalt assessment, Wells' score, and the revised Geneva score in

determining clinical probability and actual PE diagnosis. They found that

gestalt assessment was overall superior (AUC 0.81) and more accurate in

selecting patients both with low and high probability compared to clinical

decision rules (Wells' AUC 0.71; revised Geneva AUC 0.66). In these

patients where clinical gestalt ruled in the diagnosis, PE prevalence was

found to be greater than or equal to 55%. They hypothesized specifically

that overruling these clinical decision tools based upon physician intuition

may actually improve the rules' performance.

CLONUSANDCONFUSION: A CASEOF SEROTONIN SYNDROME

AND SIADH Sara Stream2; Janice Jang1. 1New York University School of

Medicine, New York, NY; 2NYU School of Medicine, New Hyde Park, NY.

(Control ID #2913647)

LEARNINGOBJECTIVE #1:To recognize signs and symptoms of serotonin

syndrome and of syndrome of inappropriate antidiuretic hormone (SIADH).

LEARNING OBJECTIVE #2: To identify potentially life-threatening side

effects of selective serotonin reuptake inhibitors (SSRIs).

CASE: A 23-year-old woman with generalized anxiety disorder presents with

1 day of altered mental status. She had been taking duloxetine and fluoxetine

chronically; however, fluoxetine was abruptly stopped for several weeks and

then restarted at an increased dose 1 week prior to presentation. On the day of

presentation, she exercised rigorously, drank 2 liters of water and subsequently

became confused, fatigued and lightheaded with associated nausea, vomiting

and headache. On presentation, the patient was afebrile, hypertensive, and

tachycardic. Physical examination was notable for somnolence, confusion,

psychomotor agitation, 8mm bilateral pupil dilation, lower extremity rigidity,

and bilateral foot clonus, suggesting serotonin syndrome. Laboratory values

JGIM ABSTRACTS S487



were significant for serum sodium of 117 mEq/L, serum osmolality 250

mOsm/kg, urine sodium 139 mmol/L, and urine osmolality 629 mOsm/kg,

suggesting SIADH. Urine toxicology and head CT were unremarkable. The

patient was treated with fluid restriction for SIADH and cyproheptadine for

serotonin syndrome with resolution of symptoms and normalization of serum

sodium over 6 days. Psychiatric medications were discontinued and the patient

was discharged home.

IMPACT: SIADH and serotonin syndrome may coexist and present with a

wide spectrum of potentially life-threatening symptoms, depending on the

severity of hyponatremia and serotonergic excess. Identification of these two

entities is vital to initiating appropriate treatment in a timely manner.

DISCUSSION: SSRIs, such as fluoxetine, are thought to cause SIADH as a

result of increased release of vasopressin and its potentiated effect on the renal

tubules. In contrast, serotonin syndrome is due to iatrogenic excess serotonin in

the central nervous system. While these are well-known side effects of SSRIs,

they are rarely seen together, with only a handful of cases reporting simulta-

neous diagnoses in patients taking serotonergic agents. Therefore, an under-

standing of these distinct, though potentially overlapping, clinical entities is

imperative to timely diagnosis and treatment of each. Symptoms of

hyponatremia include nausea, fatigue, general malaise, headache, altered men-

tal status, and muscle cramps. In contrast, serotonin syndrome is characterized

by neuromuscular excitation (clonus, myoclonus, hyperreflexia, rigidity, trem-

or), cognitive changes (anxiety, agitation, confusion), and autonomic stimula-

tion (hyperthermia, tachycardia, tachypnea, diaphoresis, flushing). When left

untreated, these adverse effects can result in serious neurological dysfunction

and death. In this case, SIADH and serotonin syndromewere rapidly identified

and effectively treated with fluid restriction and cyproheptadine, respectively.

CLOSINGTHELOOP:HIGH-OUTPUTHEARTFAILURE15YEARS

AFTER RENAL TRANSPLANT Kelly Shibuya; Bud Isaacson. Cleveland

Clinic, Cleveland, OH. (Control ID #2944308)

LEARNING OBJECTIVE #1: Recognize a high-flow arteriovenous fistula

(AVF) as a cause of high-output heart failure

LEARNING OBJECTIVE #2: Diagnose and treat high-output heart failure

in patients with a surgically created AVF

CASE: A 65-year-old male presented with symptoms of profound fatigue

and progressive dyspnea on exertion over the past 6 months. He had a

PMH of, IgA nephropathy resulting in renal transplant 15 years prior,

renal cell carcinoma (identified during his transplant evaluation), hyper-

tension and hyperlipidemia. He had no history of heart disease. A

radiocephalic arteriovenous fistula (AVF) was created 16 years ago and

used for hemodialysis for 7 months prior to his renal transplant. The AVF

had been unused for the past 15 years. Physical exam revealed a BP of

128/66 and a large aneurysmal AVF in his left forearm. Lungs were clear.

Ultrasound revealed a flow rate of 3.2 L/min through the AVF. A nuclear

stress test was negative for ischemia and echocardiogram showed an EF

of 66% and no structural abnormality. Although his estimated cardiac

output by echocardiogram was normal (4.7 L/min), the increased flow

rate through the AVF suggested that his symptoms could be explained by

a high-output state. Given his stable renal function, the AVF was ligated,

resulting in resolution of his fatigue and exertional dyspnea.

IMPACT: Cardiovascular disease is the most common cause of mortality in

patients with end stage renal disease. Heart failure in this patient population is

most commonly associated with low-output states. Clinicians may not recog-

nize the potential for high flow through an AVF resulting in high-output heart

failure (HOHF) in this population. In most cases after renal transplant and

stabilization of renal function, an AVF is not routinely closed, and thus HOHF

remains a potential complication.

DISCUSSION:A high-flowAVF contributes to heart failure in approximately

10% of patients with a surgically created AVF. The creation of an AVF

decreases systemic vascular resistance, resulting in a compensatory increase

in cardiac output to maintain pressure. Overtime, this high-output state can lead

to left ventricular hypertrophy and dysfunction, producing symptoms of heart

failure. HOHF is defined by a cardiac output of >8 L/min or a cardiac index

>3.9 L/min/m2. Risk factors for AVF-inducedHOHF include anAVF flow rate

of >2 L/min or a ratio of AVF flow to cardiac output of >0.3, proximal location

of the AVF, male sex, and underlying heart disease. Patients with a surgically

created AVF presenting with symptoms of heart failure should be evaluated for

possible HOHF. In addition to echocardiography to evaluate cardiac function,

these patients should have AVF flow measurement. Treatment by surgical

ligation, banding, or revision can alleviate symptoms and prevent the progres-

sion of heart failure by decreasing AVF flow.

CLOT OR NOT? BALANCING PRE-TEST PROBABILITY WITH

DIAGNOSTIC TESTS Andrew C. Curnow; Nabil D. Baddour; Jerald L.

Taggart. Tulane University School of Medicine, NewOrleans, LA. (Control ID

#2936212)

LEARNING OBJECTIVE #1: Recognize how pre-test probability (PTP)

drives appropriate medical decision-making and cost-effective care.

LEARNING OBJECTIVE #2: Identify false negative test results in the

setting of high clinical suspicion based on a comprehensive history and

physical examination.

CASE:An 80-year-oldman presentedwith a four-day history of LUE pain and

edema. A peripheral IV was placed in that arm one-week prior. He had a

known history of cirrhosis, chronic hepatitis C, and stage IV hepatocellular

carcinoma. Physical exam was remarkable for LUE edema and ecchymosis, a

distended and tense abdomen with mild tenderness to palpation but no re-

bound, and bilateral LE edema. Cardiopulmonary and neurological exams

were within normal limits. PT and INR were 12.9 seconds and 1.21, respec-

tively. LUE duplex ultrasonography (US) did not reveal any evidence of

thrombosis. On hospital day two, LUE pain and edema worsened and extended

proximally. Cording was now present. His clinical course was not consistent

with acute infection. With ongoing concern for thrombus at the site, US was

repeated and demonstrated a left brachiocephalic vein thrombus (DVT).

IMPACT: This case highlights the importance of obtaining a complete history

and detailed physical exam. In my own approach to care, it has influenced the

weight I give to trusting clinical suspicion in the setting of a contradictory

initial diagnostic study.

DISCUSSION: The probability of having a disorder based on history and

physical exam is known as the PTP. If the PTP has passed the treatment

threshold (TrT), treatment can be initiated without further diagnostic testing.

The TrT is determined by the risks and benefits of a specific treatment. Testing
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is indicated if it will raise the post-test probability above the TrT. The decision

to order a test, the testing threshold (TeT), is determined by the risks of the test

itself. In this case, the PTP for DVTwas high based on the Well's Criteria. US

of any extremity is a low risk procedure. Moreover, initiating anticoagulation

comes with an increased risk of bleeding, particularly in an elderly patient with

a history of malignancy. Thus, duplex US was ordered for diagnostic confir-

mation, and the results surprisingly yielded no evidence of DVT. This illus-

trates another benefit to this method of clinical reasoning - the ability to identify

false negative results. Reported sensitivities of duplex US with compression

are approximately 91%, with some variability, meaning in 9 out of every 100

patients with DVT the US will return negative. On follow-up examination,

given the high degree of clinical suspicion and a PTP that remained above the

TeT despite initial negative US results, a second US was done. DVT was

confirmed, and was missed in the original study due to a variation in the

patient's anatomy. Clinicians weigh the risks and benefits of treatments and

procedures daily; however, understanding the concepts of PTP, TeT, and TrT

are essential for minimizing excessive testing and maximizing patient benefit

in a cost-effective manner.

CNS LESIONS IN HIV-PATIENTS: A DIAGNOSTIC DILEMMA !

Supriya P. Singh. Montefiore, Bronx, NY. (Control ID #2945354)

LEARNING OBJECTIVE #1: Rare presentation of CNS opportunistic

infections in a treatment naive patient with high CD4 count.

LEARNING OBJECTIVE #2: Failure to diagnose can delay the treatment

and lead to fatal outcomes.

CASE: A 59-year-old female was admitted for confusion, gait changes and

right sided vision loss since 2 months. Examination revealed reduced pupil

responses bilaterally and right 3rd nerve palsy with ptosis. On admission she

was tested positive for HIV with a CD4 count of 236/mm3 and viral load of

156 IU/ml. Magnetic resonance imaging of head demonstrated multiple

leptomeningeal enhancing brain lesions bilaterally without ring-

enhancement. Cerebrospinal fluid analysis showed lymphocytic predominant

elevated white count, low glucose, elevated protein and microglobulin. It was

negative for cryptococcus and tubercular antigens. Serology was positive for

toxoplasmosis IgG (1:2048). She was started on Bactrim and Stribild. Repeat

CD4 was 177/mm3 with viral load of 108 IU/ml. She had neurological

deterioration suggesting progressive CNS toxoplasmosis, immune reconstitu-

tion inflammatory syndrome or other opportunistic infections. Atovaquone

was added for 6 weeks, followed by consolidation therapy. She was also

evaluated for optic neuritis with a trial of steroids with no vision improvement.

Brain Biopsy was positive for toxoplasmosis with no evidence of lymphoma or

sarcoidosis. She continued to deteriorate. Her CD4 trended to 130/mm3 and

then to 109/mm3. SPECT-thal was done to explore other etiologies and it

showed multiple hot lesions suspicious for lymphoma. She was started on

Pyrimethamine, Clindamycin and Leucovorin. Her hospital course was com-

plicated by seizure episodes, sepsis, respiratory failure and cardiac arrest

requiring ventilator support. Family opted for hospice care which led to patient

demise. She had acute deterioration of her neurological symptoms with demise

within a year of first admission.

IMPACT: Toxoplasmosis is the most common cause of cerebral lesions

at CD4 count less than 100/mm3. However, it should not be excluded

at high counts if the presentation is suggestive. Failure to respond to

therapy in 2 weeks should warrant exclusion of other diagnosis and

simultaneous pathologies such as lymphoma or progressive multifocal

leukoencephalopathy (PML).

DISCUSSION: This case had a nonspecific presentation with multiple differ-

entials. Although she had biopsy-proven toxoplasmosis, the presentation was

atypical due to higher CD4 count and poor response to treatment. Toxoplas-

mosis is a major cause of morbidity and mortality in HIV patients. In clinical

practice, diagnosis is based on presentation, radiologic features, and serology.

Imaging can reveal unifocal or multiple lesions and less frequently diffuse

encephalitis. Tissue biopsy is confirmatory with tachyzoite parasites. Lympho-

ma and PML are also possible. SPECT-Thal scan can differentiate toxoplas-

mosis from lymphoma. Although PML has different CNS lesions, it can also

assume atypical appearances in era of Highly active antiretroviral therapy.

COGNITIVE BIASES, SYSTEMS AND SISTER MARY JOSEPH

Roshini Pinto- Powell. Dartmouth Medical School, Hanover, NH; Dartmouth

Hitchcock Medical Center, Lebanon, NH. (Control ID #2938092)

LEARNING OBJECTIVE #1: Deconstruct a case of metastatic ovarian

cancer and appreciate the cognitive biases that led to a misdiagnosis

LEARNING OBJECTIVE #2: Recognize the need to address diagnostic

tests and systems issues, (Point Of Care UltraSound and patient portals), that

contribute to suboptimal care

CASE: 57 yo woman with chronic headaches called after hours for

sudden onset of a "red swollen belly button". No history of abdominal

trauma, piercings or bites. No abdominal swelling, pain, nausea,

vomiting, fever or change in bowel habits. PMH otherwise unremark-

able. Not on anticoagulants. Absent urgent symptoms, she was given an

appointment for the next morning. The patient however decided to go to

the ED that night. In the ED, Vitals: Afebrile, 145/74, P80, RR18, sat

99% RA. Abdominal exam: "Soft, bowel sounds normal. Mildly

distended with a red, non-blanching, firm, mildly tender umbilical mass.

Mild tenderness RLQ to deep palpation. No rebound or guarding. Rest of

the exam, normal. ED assessment: 1 cm purple tense umbilical hernia.

POCUS done in the ED: No air or fluid collection. Homogenous mass,

not cystic. A surgical consult supported the ED findings and she was

scheduled for follow up in surgery clinic and ultimately scheduled for

surgery. Preop Dx: Urachal cyst/Umbilical hernia. Post op Dx: Same.

Procedure: Urachal cyst excision with umbilical hernia repair, mesh

implantation. Findings: Infarcted omentum, incarcerated umbilical her-

nia. Complications: None. A week later, patient developed symptoms of

a UTI. She called the clinic and was instructed to leave a specimen in the

lab for culture. Two days later when she did not hear back, she looked at

her medical records for the culture report, accidently clicking on the

pathology report which read: "Metastatic high grade serous carcinoma.

Possible primary sites include the uterus, fallopian tube, ovaries and

primary peritoneal carcinomatosis. The umbilical hernia was a Sister

Mary Joseph nodule.

IMPACT: Patient is doing well 5 years after her diagnosis of meta-

static ovarian. Healthcare however, continues to grapple with systems

issues. This case allowed us to reflect on changes in our medical
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system and how they affect patient care. POCUS is now frequently

used in the ED and elsewhere, but as usage spreads, there is a need to

ensure competence and define appropriate use. Similarly patient portals

now allow patients to look at their records and the possibility of

encountering a serious diagnosis before being contacted by a provider

is likely to become more common.

DISCUSSION:Misdiagnoses in medicine can havemany possible causes, but

often are the result of cognitive biases and systems issues. In this case, a

combination of both resulted in a challenging clinical situation. Anchoring,

availability, confirmation bias, diagnostic momentum and Sutton's slip were at

least 5 biases at play in this case. Deconstructing cases in teams and during

teaching rounds allows reflection and subsequent improvement in care -

especially in this era of digital innovation.

COLD CASE Benjamin Kahn; Hima Veeramachaneni; Nikolaos Spilias;

Kassahun Bilcha; Robin Klein; Girish L. Kalra. Emory University School of

Medicine, Atlanta, GA. (Control ID #2942673)

LEARNING OBJECTIVE #1: Recognize common features of zinc defi-

ciency and its potential association with hypothermia.

CASE: A 52-year-old woman with a history of schizophrenia and hypo-

thyroidism presents with progressive generalized weakness. She was

recently evaluated for the same complaint with adrenal function testing,

thyroid function testing, blood and urine cultures, and brain imaging. On

admission, she was hypothermic with a temperature of 30°C, bradycardic

and hypotensive. Blood pressure and temperature improved partially

with intravenous fluids and rewarming measures. Examination revealed

alopecia, bilateral xerosis and lichenification on the dorsum of her hands,

lower extremity edema and bilateral psoriaform rash extending from the

anterior mid-leg to the distal dorsal foot. Labs showed negative hepatitis

and HIV serologies. Blood and urine cultures were negative. TSH was

5.9 U/mL. Adrenal axis testing revealed a borderline normal response to

cosyntropin stimulation (6.40 ug/dL to 18.65 ug/dL at 1 hour). Aldoste-

rone levels were <1ng/dL. Treatment with hydrocortisone and

fludrocortisone was initiated due to concern for adrenal insufficiency.

At this point, hypotension resolved but the hypothermia persisted. Serum

zinc was found to be low at 25 mcg/dL (normal 60-130mcg/dL). Oral

zinc supplementation was started leading to improvement in the skin

lesions and hypothermia within five days. The patient was diagnosed

with dermatitis and hypothermia secondary to zinc-deficiency.

IMPACT: We present a case of severe zinc deficiency presenting with hypo-

thermia, alopecia and dermatitis. In this case, skin changes and body temper-

ature improved with zinc supplementation. More investigation is needed into

the link between zinc deficiency and body temperature.

DISCUSSION: Zinc is involved in many biochemical pathways impor-

tant to the function of many organ systems including skin, bone, gastro-

intestinal tract, central nervous system, immune system and reproductive

systems. The most common cause of zinc deficiency in humans is

reduced dietary intake but it can also be due to inadequate absorption

in the duodenum, increased loss, or increased body system utilization.

Zinc deficiency has myriad clinical manifestations including dermatitis,

xerosis, alopecia, impaired wound healing, oral ulcers, stomatitis, chang-

es in sense of smell and taste, diarrhea, lethargy, anhedonia, depressed

mood, growth retardation and impaired immune function. The associa-

tion between hypothermia and zinc is being established. While the

mechanism is not clear, multiple studies have demonstrated that zinc-

deficient rats have significant reductions in basal temperature and dietary

zinc supplementation lead to improvements in basal temperature. In our

case, the patient's hypothermia may be explained by zinc deficiency.

This is suggested by improvement of body temperature alongside im-

provement of the associated skin findings following zinc supplementa-

tion.

COMMON DRUG REACTION LEADS TO ALMOST FATAL CON-

CLUSION Upasana Bagaria; Yoo M. Shin. Emory University School of

Medicine, Atlanta, GA. (Control ID #2940770)

LEARNING OBJECTIVE #1: Recognize the signs and symptoms of

Jarisch-Herxheimer (JH) reaction

LEARNING OBJECTIVE #2: Treat and manage JH reaction

CASE: A 46-year-old Hispanic male with acquired immunodeficiency

syndrome (AIDS), history of lymphoma in remission and hypertension

presented with fever, generalized weakness and 20 pounds of weight loss

over a month. On arrival, he was afebrile with stable vitals. Laboratory

studies were notable for white blood count of 2600 per microliter,

creatinine 1.03 mg/dL, absolute CD4 count 64 per uL and rapid plasma

regain (RPR) titer of 1:8. He underwent CT imaging of his chest,

abdomen and pelvis with no specific pathology found. He was evaluated

for tuberculosis with a purified protein derivative skin test, which was

negative. Given his elevated RPR, he was treated for latent syphilis with

Benzylpenicillin intramuscular injection. Three hours after the injection,

he became acutely febrile to 40.3oC, hypotensive to 87/51 mmHg and

tachycardic to 120 beats/min with a diffuse erythematous rash over his

face and trunk. He was given diphenhydramine, acetaminophen and

fluids with little improvement. His mentation became altered and he

was transferred to the intensive care unit (ICU) for further monitoring.

In the ICU, he required pressors and supplemental oxygenation up to 7

liters via nasal cannula. There was concern for drug-induced fever versus

infectious process and patient was started on steroids and broad-

spectrum antibiotics. Less than 12 hours after aggressive management

was initiated, patient was weaned off pressors, afebrile and had signif-

icant improvement in his rash and mental status. Given the quick onset

of symptoms after penicillin injection and the rapid resolution, patient's

presentation was thought to be due to Jarisch-Herxheimer reaction.

IMPACT: This case highlights a well-known reaction that can occur after

treatment of early-stage and sometimes latent stage syphilis. Clinicians should

have high index of suspicion for Jarisch-Herxheimer reaction in patients

receiving treatment for spirochete infections as management is supportive

and often does not require more aggressive interventions.

DISCUSSION: Jarisch-Herxheimer reaction is an acute febrile response

that can occur within few hours after any treatment of spirochete infec-

tions, such as syphilis. This reaction is reported to occur in approximate-

ly 35% cases of early syphilis and is often accompanied by systemic

signs of myalgias, rigors, hypotension, and a rash. Mechanism is unclear
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but likely involves endotoxin release from the killed spirochetes leading

to host cytokine elevation. It is important to recognize that treatment is

supportive and symptoms often resolve within 12 to 24 hours after onset.

However, in rare instances, such as in this case, there can be significant

hemodynamic instability requiring higher level of care and monitoring.

Additional studies have not reported any associations with increased or

more severe Jarisch-Herxheimer reactions in patients with AIDS.

COMPLICATIONS OF IVC FILTERS: IS ONE FILTERTOOMANY?

Jennifer Kodela; Daniel Ambrus. University of Massachusetts Worcester,

Hudson, MA. (Control ID #2918977)

LEARNING OBJECTIVE #1: Recognize the risks associated with perma-

nent IVCF use as prophylaxis in patients with irreversible coagulopathies.

CASE: We present the case of a 73-year-old man with relapsing diffuse

large B cell lymphoma, status post autologous stem cell transplant in

2003, complicated by deep venous thrombosis (DVT) with prophylactic

Greenfield inferior vena cava filter (IVCF) placement. Subsequent sur-

veillance imaging revealed migration of the stent, abutting small bowel

and aorta. Elective retrieval was performed 10/2/17, complicated by an

infra-renal IVC tear and retroperitoneal hemorrhage, successfully

repaired with endovascular stents. He was discharged 10/3/17 on Aspirin

and Plavix with baseline respiratory status and no signs of hemorrhage.

He first presented to our center 10/6/17 with acute respiratory failure and

bilateral edema. CTA identified acute right lower lobe pulmonary embo-

lism (PE) and lower extremity ultrasound identified extensive bilateral

DVT. Low-intensity heparin without bolus was initiated, but he devel-

oped a large, painful abdominal wall hematoma and heparin was

discontinued. Vascular surgery was consulted to consider IVCF place-

ment, but initially deferred due to high risk of complications, since the

new filter would have to be placed within the site of the previous IVC

injury and stenting. Heparin was re-attempted but failed with symptom-

atic subcutaneous hematomas. Despite high risk for complications, the

decision was made to replace an IVCF. He received a Guther Tulip filter

without complications and was discharged to short term rehabilitation.

The next day he developed acute respiratory distress and was found to

have new PE and Aspergillus fumigatus pneumonia. He became critically

ill due to these complications, requiring prolonged intensive care. As his

condition declined, the decision was made to pursue comfort measures

only. He died on 11/14/17 due to respiratory failure from pneumosepsis.

IMPACT: Review of this case has highlighted the potential harm associated

with permanent IVCF use as prophylaxis in patients with irreversible coagu-

lopathies. It emphasizes the need for careful consideration of use of IVCF in

management of these patients.

DISCUSSION: IVCF have been used with increasing frequency for both

patients who fail anticoagulation and as prophylaxis in high-risk popu-

lations. Society guidelines widely differ in their recommendations for

appropriate use and data supporting IVCF as prophylaxis is widely

lacking. Long term IVCF use is associated with multiple complications

(filter fracture, erosion, migration, thrombus), and complications from

retrieval, such as perforations and hemorrhage, increase with duration of

placement. This case brings to light the challenges of long-term

management of irreversible coagulopathies and illustrates the potential

complications associated with prophylactic IVCF use. It highlights the

fact that this is an unsolved medical condition without permanent solu-

tion that requires further investigation and insight.

CONFUSION AND COAGULOPATHY IN AN ELDERLY: THINK

SALICYLATE TOXICITY! Mohammad K. Islam1; Sameer

Alqassimi2; Nethuja Salagundla3; ASM ISLAM2. 1Texas Tech Univ

HSC Amarillo, Amarillo, TX; 2Texas Tech University Health Sciences

Center, Amarillo, TX; 3Texas Tech UNV HSC Amarillo, AMARILLO,

TX. (Control ID #2937649)

LEARNING OBJECTIVE #1: Recognize the characteristic physical sign

and acid-base disorder associated with salicylate toxicity.

LEARNING OBJECTIVE #2: Distinguish the cause of coagulopathy in the

background of salicylate toxicity.

CASE: An 82 year old female with past medical history of

Alzheimer's disease, hypertension, COPD, iron deficiency anemia,

GERD, chronic back pain; brought to the hospital by EMS due to

altered mental status. In the ER, history was unobtainable due to her

confusion and poor cognition. Vitals: temperature 98.1F, pulse 76/min,

respiratory rate 24/min, BP 145/64 mmHg, SPO2 98% on room air.

On physical exam- dehydrated, confused and disoriented, pupil equal

and reacting to light, rapid deep breathing without any rales/wheezes,

S1/S2 normal, no murmur, no rash, no neck stiffness and focal

weakness. Initial lab : Hb 7.6 gm/dl, MCV 80, WBC 4.7, Platelet

249, Na 138, K 2.8, Cl 113, HCO3 11, BUN/Cr 19/0.8, Ca 7, Glucose

80 mg/dl, Mg 2.1, albumin 2.9, AST 17, ALT 10, Alkaline Phospha-

tase 83, PT 44.9, INR 3.85, PTT 34.8. ABG showed: pH 7.47, PO2

89, PCO2 14.5, HCO3 11, BE (-13). Urine analysis showed ketone

2+, blood alcohol level and urine toxicology screen were negative.

Serum salicylic acid level came back 80.9 mg/dl (therapeutic range

10-30 mg/dl). Subsequently treated with bicarbonate infusion and one

session of hemodialysis which markedly lower salicylic acid level and

significant improvement of confusion and coagulopathy.

IMPACT: When evaluating altered mental status in elderly, most common

etiologies would be underlying infection (UTI, pneumonia) and polypharmacy.

The characteristic rapid deep breathing and primary respiratory alkalosis with

primary metabolic acidosis, made us think towards salicylate toxicity. Al-

though elevated INR was initially thought to be due to a different reason, later

further research found out to be associated with impaired Vitamin K metabo-

lism due to salicylate toxicity.

DISCUSSION: Salicylic acid intoxication in an elderly is very tricky

because it can be missed very easily. In clinical settings, the finding

of a primary respiratory alkalosis with a primary metabolic acidosis is

nearly pathognomonic for consequential salicylate poisoning. Salicy-

lates are mitochondrial toxins that cause the uncoupling of oxidative

phosphorylation, resulting in cellular energy failure. Neurological ef-

fects include agitation, hyperactivity and delirium. Depressed mental

status and seizures may develop as the severity progresses. Three main

mechanisms behind CNS symptoms due to salicylic acid intoxication

include: direct stimulation via salicylic acid and their species,

neuroglycopenia and cerebral edema. Coagulopathy in the setting of

salicylate intoxication is very rare, most likely due to deranged vita-
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min K metabolism and liver injury. LFT was normal with raised PT

directs more towards vitamin K metabolism. Our case reminds physi-

cians to consider salicylate toxicity in an elderly presenting with

confusion and coagulopathy as early recognition and aggressive man-

agement could be lifesaving.

CONGESTIVE HEART FAILURE IN ANAPLASMOSIS AND BABE-

SIOSIS Jessica Tuan; Clara Weinstock. University of Connecticut School of

Medicine, Farmington, CT. (Control ID #2940252)

LEARNING OBJECTIVE #1: Recognize Congestive Heart Failure

(CHF) as a clinical manifestation of Anaplasmosis and Babesiosis

LEARNING OBJECTIVE #2: Manage anaplasmosis and babesiosis

CASE: A 69-year-old female with a past medical history of Factor V

Leiden, obstructive sleep apnea, hypertension, and asthma presented to

the hospital for shortness of breath. She gradually developed shortness

of breath, leg swelling, and weight gain over several weeks. Concur-

rently, she noted subjective fevers, weakness, and new-onset rash of

her lower extremities. She later recalled a tick bite one month prior,

was found to have anaplasmosis and babesiosis as an outpatient, but

had been non-compliant with treatment of doxycycline. Her vitals

were T 98.5 °F, HR 85 bpm, BP 134/76 mmHg, RR 18 bpm, SO2

96% on 2L nasal cannula. Physical findings included regular rate and

rhythm, JVD, and 2+ lower extremity edema, bibasilar crackles in the

lungs, mild tenderness in the right & left upper quadrants, diffuse

erythema of the right calf, and a 3 cm diameter erythematous patch on

the left calf. Labs showed AST 78 U/L, ALT 91 U/L, ALP 169 U/L,

TBili 1.6 mg/dL, troponin 0.057 ng/mL, pro-BNP 4710 pg/mL, and

ESR 77 mm/h. CBC and Chem-7 were unremarkable. Blood cultures

had no growth. She had positive IgM titers for both anaplasma and

babesia. Echocardiogram showed EF 55% with moderate left ventric-

ular hypertrophy and mild left atrial enlargement. EKG was normal

sinus rhythm. She was started on IV diuresis with improved breathing,

but was noted to have intermittent fevers (Tmax 102.7 °F) and went

into atrial fibrillation with rapid ventricular rate of 120 bpm. She was

placed on a diltiazem infusion. Digoxin and cardioversion were

attempted multiples times; however, she remained in atrial fibrillation.

Rate control was achieved and she was transitioned to metoprolol and

apixaban. She was treated for anaplasmosis with doxycycline 100 mg

BID for 14 days and for babesiosis with atovaquone 750 mg BID plus

azithromycin 250 mg daily for ten days. Her dyspnea and lower

extremity rash improved and she was discharged.

IMPACT: The patient's medical course demonstrates a case of anaplasmosis

and babesiosis leading to CHF.

DISCUSSION: While our patient had risk factors for CHF, her initial

presentation and diagnosis of CHF was in the setting of acute coin-

fection with Anaplasma phagocytophilium and Babesia microti. There

have been case reports demonstrating CHF and atrial fibrillation trig-

gered by anaplasmosis.1 Another review shows that 10.9% of patients

hospitalized with babesiosis had a complication of CHF.2 It is impor-

tant to recognize CHF as a potential clinical manifestation of tick-

borne illness. References 1. Solar V, Garza M, et. al. Heart Failure

and Atrial Fibrillation triggered by anaplasmosis in an elderly female:

D25. Journal of American Geriatrics Society. 63(Supplement 1):S244,

May 2015. 2. White D, Talarico J, et. al. Human Babesiosis in New

York State Review of 139 Hospitalized Cases and Analysis of Prog-

nostic Factors. Arch Intern Med. 1998;158(19):2149-2154.

CONTROVERSYOFHEPARINUSE INHYPERTRIGLYCERIDEMIA-

INDUCED PANCREATITIS: A CASE REPORT Ivan A. Serrano; Jose

Ruiz; Jarelys M. Hernandez; Peter Staiano. UF Health, Jacksonville, FL.

(Control ID #2942574)

LEARNING OBJECTIVE #1: Management of hypertriglyceridemia-

induced pancreatitis and controversial role of heparin use.

CASE: A 37 year old female with past medical history of diabetes

mellitus type 2, recurrent pancreatitis and hyperlipidemia, presented with

severe right-sided abdominal pain radiating to right-shoulder with asso-

ciated nausea and vomiting. On physical exam, she had significant

tenderness to palpation to epigastrium and and positive bowel sounds.

Laboratories were pertinent for triglycerides of 3978, low-density lipo-

protein (LDL) of 649 and lipase of 80. Computed tomography of the

abdomen revealed moderate peri-pancreatic inflammatory changes sur-

rounding the head of the pancreas consistent with acute pancreatitis. She

was aggressively hydrated, started on a heparin and insulin drip, as well

as gemfibrozil, rosuvastatin and omega-3 fatty acids without significant

improvement. Given persistent hypertriglyceridemia, the patient

underwent plasmapheresis for 3 days with subsequent improvement of

triglyceride count.

IMPACT: In the past, general consensus was that a combination of

heparin and insulin was a safe, effective and inexpensive therapy for

hypertriglyceridemia-associated acute pancreatitis. Despite the reported

success of intravenous heparin in combination with insulin, the use of

heparin is not recommended as it stimulates triglycerides metabolism

into free fatty acids which can potentially cause further pancreatic

injury. Given the concern of causing more harm and benefit, heparin

has lost favor as a treatment modality.

DISCUSSION: Hypertriglyceridemia is the third most common cause

of acute pancreatitis, accounting for 1-4% of all cases. Patients are

considered at risk when triglycerides exceed 1,000. The use of heparin

in acute management of pancreatitis due to hypertriglyceridemia, was

a common therapy which has become a controversial issue. Heparin

lowers triglycerides by releasing lipoprotein lipase from the endothe-

lium but in addition to increasing risk of bleeding, prolonged use can

deplete stores of lipoprotein lipase, resulting in rebound hypertriglyc-

eridemia. Even though some institutions still recommend the use of

heparin when triglycerides are not adequately improving, recent stud-

ies continue to discourage i ts use in the management of

hypertriglyceridemia-induced pancreatitis. In addition to conventional

treatment for acute pancreatitis, if triglyceride levels remain over

1,000, treatment with therapeutic plasma exchange is a common and

accepted practice. It is imperative to manage other co-morbidities like

diabetes, alcoholism, obesity, hepatitis and hypothyroidism to reduce

recurrences.
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COUGHING UP BLOOD? YOUMUST HAVE CANCER Nida Ahmed1;

SYED M. HASAN2; Zunirah ahmed1; Priyanka Vyas3. 1University of Ala-

bama at Birmingham (UAB), Montgomery, AL; 2UAB Montgomery, Mont-

gomery, AL; 3Baptist Medical Centre, Montgomery, AL. (Control ID

#2940893)

LEARNING OBJECTIVE #1: Recognize the clinical features of actinomy-

cetes infection

CASE: A 51-year-old male with the history of diabetes mellitus-II

presented to pulmonology clinic with the complaint of chronic cough,

hemoptysis and exertional dyspnea for one year. He reported chronic

fatigue and unintentional weight loss of 30 lbs. over a year. He is an

active smoker with 15 pack year smoking history. Physical examination

was normal except for cachectic appearance with clubbing of nails.

Laboratory workup including ANA screen, serum Histoplasma antigen,

Aspergillus antibody, HIV screen and QuantiFERON TB Gold was

negative. Sediment rate was 131 mm/hr. CT chest showed bilateral

cavitary airspace disease involving upper and lower lobes. Bronchoscopy

showed left upper lobe endobronchial friable lesion. Culture and cytol-

ogy were negative. Subsequent PET scan showed persistent bilateral

cavitary lesions along with enlarging right lower lobe 2 cm lesion with

increased FDG uptake, suspicious for metastatic disease. He underwent

CT guided needle biopsy which revealed chronic inflammation with

colonies of gram-positive, acid-fast bacillus-negative filamentous bacte-

ria consistent with actinomycetes. The patient was started on intravenous

Penicillin for 2 weeks followed by oral amoxicillin. While on treatment,

his hemoptysis resolved and appetite improved.

IMPACT: A high index of suspicion is required to diagnose pulmo-

nary actinomycetes, as an early institution of antibiotic therapy yield

excellent prognosis. This case highlights the importance of keeping

unusual infectious causes amongst the differentials for hemoptysis and

weight loss.

DISCUSSION: Actinomycosis is a slowly progressive granulomatous

disease caused by filamentous gram-positive, anaerobic or

microaerophilic actinomycetes bacteria. They are commensal flora of

oropharyngeal and gastrointestinal tract(GI) tract. Actinomyces israelli

is the most common subtype and practically involve any organ system.

It usually results in cervicofacial infection and pulmonary involvement

is relatively rare, accounting for approximately 15% of all patients

with actinomycosis. Pulmonary actinomycosis is caused by aspiration

of gastrointestinal secretions or direct extension of head and neck

infection; which differentiates it from the similar infection such as

Nocardia which spread via hematogenous route. Clinical presentation

is vague and includes productive cough, hemoptysis, chest pain and

weight loss. Lab work shows leukocytosis and elevation of ESR and

CRP. Imaging modalities are non-diagnostic. The most common radio-

logical finding is consolidation, followed by mediastinal lymph node

enlargement, cavitation, ground-glass opacity and pleural effusion.

Definitive diagnosis requires histopathological exam of lung tissue

biopsy. Treatment of choice is Intravenous penicillin dose of 18-24

million units daily for 2 to 6 weeks, followed by oral penicillin or

amoxicillin for 6 to 12 months. Surgical treatment is reserved for

complicated cases.

COULD NON-ANAEMIC IRON DEFICIENCY PRECIPITATE UN-

STABLE ANGINA? Alvaro F. Vargas Pelaez1; Jose Romeu2; Alvaro Vargas

Velez3. 1New York University, New York City, NY; 2Penn State University,

Hershey, PA; 3Instituto del Corazon, Manizales, Colombia. (Control ID

#2945763)

LEARNING OBJECTIVE #1: Recognize there may be a role for the

treatment of non-anaemic iron deficiency in symptomatic coronary artery

disease

CASE: An 80-year-old man with a long-lasting history of coronary

artery disease (CAD) status post 3-vessel coronary artery bypass

surgery presented to the office with worsening angina and fatigue

over several months. Last year he was able to walk multiple blocks

without symptoms and on presentation he was unable to walk more

than a block without shortness of breath and chest discomfort. His

antianginal medical regimen was uptitrated to the highest tolerated

dosages and included a beta-blocker, a long-acting nitrate, a short-

acting nitrate, and ranolazine. Repeated cardiac catheterization revealed

unchanged severe multi-vessel disease not amenable to further revas-

cularization. Vital signs, physical exam, metabolic panel and CBC

were within normal limits (Hgb = 13.2 g/dl, MCV = 86). Iron studies

however revealed clear iron deficiency (ferritin = 20 μg/l , serum iron

= 19mg/dl , and iron saturation = 14%). Despite the lack of anemia, a

decision was made to start iron supplementation with ferrous sulfate

325mg three times a day. During follow-up visit a month later, the

patient reported a significant improvement in his anginal symptoms

very close to his previous baseline. Clinical improvement was main-

tained at a 6-month and 1-year visits, and repeat iron studies revealed

replenished iron stores.

IMPACT: This case adds to the literature by describing an older

patient with a long-standing history of severe and worsening symp-

tomatic CAD on maximal antianginal pharmacotherapy and unchanged

coronary anatomy who dramatically improved after the correction of a

non-anaemic iron deficiency. This, to our knowledge, has not been

previously reported.

DISCUSSION: There are at least 2 billion people worldwide who have

iron deficiency. Anemia secondary to iron deficiency is often not

evident until iron store are nearly completely depleted. While once

thought to be harmful, the evidence behind the beneficial effects of

adequate iron stores (independently of anemia) in cardiovascular heath

continues to accumulate, particularly in heart failure and more recently

in other conditions such as pulmonary hypertension. In CAD, there is

still conflicting data and no official recommendation for iron supple-

mentation exists; however, it appears that iron deficiency may be

associated with higher mortality, especially in those at higher risk

such as patients with diabetes. Here, we present the case of an older

patient with a long-standing history of severe and worsening symp-

tomatic CAD on maximal antianginal pharmacotherapy and unchanged

coronary anatomy who dramatically improved after the correction of a

non-anaemic iron deficiency. While to our knowledge this finding has

not been previously reported, the role of iron in cardiovascular health

has so significantly shifted and expanded during recent years, that

further investigation about this potential relationship are warranted.
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COWDEN SYNDROME - CLINICAL FEATURES AND ASSOCI-

ATED MALIGNANCIES Ryann Quinn; Kit Cheng; Veena John.

Northwell Health, Manhasset, NY. (Control ID #2942461)

LEARNING OBJECTIVE #1: Recognize the clinical features of Cowden

Syndrome.

LEARNING OBJECTIVE #2:Manage patients with Cowden Syndrome by

screening for associated malignancies.

CASE: A 53 year-old female with past medical history significant for clear cell

renal carcinoma was diagnosed with bilateral invasive ductal carcinoma. She

underwent chemotherapy followed by bilateral mastectomies. Six months later

she was evaluated for postmenopausal bleeding, and endometrial biopsy showed

well-differentiated endometrial carcinoma. She underwent laparoscopic hyster-

ectomy and bilateral salpingo-oopherectomy. She also had a history of multiple

thyroid nodules, lipomas, skin tags, and fibrocystic breasts. Her family history

was significant for her sister who was diagnosed with ovarian, endometrial, and

breast cancer. Her mother was diagnosed with breast cancer at age 34, endome-

trial cancer at age 40, and died of colon cancer at age 60. On exam, her head

circumference was noted to be 60 cm (> 97th percentile). She had screening

colonoscopy, which showed multiple hyperplastic polyps in the sigmoid colon.

Due to the significant personal and family history, patient underwent BRCA 1

and 2 testing which did not detect any mutations. She was tested for Cowden

Syndrome and tested positive for the PV119F variant in the PTEN gene.

IMPACT: Cowden syndrome is a condition often missed, and its prevalence

may be underrated. Internists should perform a thorough physical exam in

patients diagnosed with breast, endometrial, thyroid, kidney or colon cancer.

The physical may reveal signs of the clinical features of Cowden syndrome.

Patients that display these features, or who have a strong personal or family

history of malignancy, should be considered for genetic testing and should be

screened for the associated malignancies.

DISCUSSION: The PTEN gene is the second most frequently mutated gene in

human cancer after p53. The diagnosis of Cowden syndrome includes major and

minor crtieria. The major diagnostic criteria of Cowden syndrome include breast

cancer, epithelial endometrial cancer, follicular thyroid cancer, gastrointestinal

hemartomas, adult Lhermitte-Dulcos disease, macrocephaly, macular pigmentation

of the glans penis, and the presence of multiple mucocutaneous lesions such as

trichilemmomas, acral keratoses, mucocutaneous neuromas, and oral papillomas.

The minor criteria include autism spectrum disorder, colon cancer, esophageal

glycogenic acanthosis, lipomas, mental retardation, renal cell carcinoma, testicular

lipomatosis, thyroid cancer (papillary or follicular variant of papillary), thyroid

structural lesions, and vascular anomalies. Current NCCN (National Comprehen-

sive Cancer Network) guidelines recommend increased surveillance of thyroid,

colon, kidney, breast, and endometrial cancer in patients with Cowden Syndrome.

CUTANEOUSCHOLANGIOCARCINOMA INVADINGABDOMINAL

WALL SURGICAL SCAR AS INITIAL PRESENTATION Jacqueline

Moore1; Pauline Leong2. 1Zucker School of Medicine at Hofstra Northwell,

Manhasset, NY; 2North Shore/Long Island Jewish, Great Neck, NY. (Control

ID #2927073)

LEARNINGOBJECTIVE#1:Recognize abnormal skin lesions carry a verybroad

differential diagnosis and must be evaluated expeditiously, typically with biopsy.

CASE: 79 year old man with history of abdominal aortic aneurysm repaired

openly in 2012 presented with a "prickling" sensation localized to his healed

incisional scar. The sensation was intermittent, present for 2 months, and

exacerbated by leaning forward. He noted a protuberant umbilical lump with

mild surrounding erythema and warmth, without pain or drainage. No weight

loss, fevers, or abdominal discomfort. Appetite and bowel function were

normal. MRI surveillance of the repaired abdominal aneurysm 7 months prior

showed stable aneurysm appearance and chronic cholelithiasis. He was a

former smoker with family history of maternal gastric cancer. On exam, he

was healthy-appearing. The abdomen was soft, nontender, without

organomegaly or internal masses. A 3 cm, multilobar, grey nodule protruding

from the umbilicus and abutting the healed incisional scar was noted. The

lesion was nontender and without drainage, but had a small perimeter of

erythema and induration. Differential diagnosis included scar granuloma,

atypical umbilical hernia, and neoplasm. CMP and coagulation studies were

normal. CT scan showed a 3.1 x 2.4 cm soft tissue thickening in the midline

ventral abdominal wall possibly consistent with postoperative changes; chole-

lithiasis with new thickening of the gallbladder fundus and pericholecystic

changes; and a new 2 cm hypodense liver nodule. Findings were suspicious for

chronic cholecystitis with abscess vs gallbladder cholangiocarcinoma with

liver involvement. Referred immediately to general surgery, an incisional

biopsy and MRCP were performed. MRCP characterized the umbilical mass

invading the rectus muscles plus a 2.8 x 2.5 cm poorly enhancing mass arising

from the gallbladder's frontal wall extending into adjacent liver parenchyma.

Pathology revealed metastatic adenocarcinoma which was CA 19-9 +, CK-7

and CK-20 +, and TTF-1 -, indicating pancreatico-biliary origin. His disease

was stage IV. He was initiated on gemcitabine and cisplatin. 6 month follow up

imaging showed stable abdominal disease but new pulmonary nodules being

evaluated for gemcitabine-induced inflammation vs metastases.

IMPACT: When approaching an unusual skin finding, internal malignancy

rarely comes to mind when deciding approach to diagnosis and treatment. This

case illustrates atypical skin findings should provoke a broad differential and

receive prompt evaluation including biopsy.

DISCUSSION: Cholangiocarcinoma typically manifests with jaundice, ab-

dominal pain, weight loss, or abnormal LFTs; there are very limited reports of

cutaneous metastases. Most incisional scar metastases reported involve colo-

rectal and hepatocellular carcinomas following primary tumor resection. Our

patient had quite rapid evaluation with imaging, surgical biopsy, oncology

consultation, and treatment initiation—the ideal manner in which a serious

atypical finding should be evaluated.

CUTANEOUS CONSEQUENCES: ANOLDMEDICATION IN A NEW

SETTING Joseph Kovacs1; Jennifer Rodriguez1; Alda Maria Gonzaga2.
1UPMC, Pittsburgh, PA; 2University of Pittsburgh, Pittsburgh, PA. (Control

ID #2942691)

LEARNINGOBJECTIVE #1:Recognize the clinical features of levamisole-

induced vasculitis

LEARNING OBJECTIVE #2: Distinguish the relevant laboratory findings

of levamisole-induced vasculitis

CASE:A 38 year old women with no significant past medical history presents

with progressive, painful purpura. She reported monthly episodes of purpura
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for the last year. These would spontaneously resolve, and were occasionally

treated with prednisone. Two days prior to admission, the patient had an

episode of severe, painful purpura, encompassing her cheeks, ears, and all of

her extremities. The rash spared the palms, soles, and mucosa. The purpura

were well-demarcated in retiform pattern, with scattered, flaccid bullae and

necrotic lesions. Social history was notable for cocaine abuse. She had used

cocaine for 16 years, typically monthly, and last reported use 4 days prior to

symptom onset. Labs were notable for an elevated ESR and CRP, positive P-

ANCA, positive anticardiolipin IgM (IgG negative), and low C4. On admis-

sion, the patient was initially started on broad spectrum antibiotics, however

these were discontinued at 48 hours. Given the patient's rash, specifically

affecting her ears, recent cocaine use, positive P-ANCA and anticardiolipin

IgM in the setting of no end organ damage, she was diagnosed with

levamisole-associated vasculitis. A steroid course was initially considered

but not initiated given the lack of efficacy in levamisole-associated vasculitis.

She had improvement of her purpura within 48 hours of supportive treatment,

and patient was discharged after counseling for cocaine cessation.

IMPACT:New onset purpuric rashes, especially those affecting the ears, in the

setting of cocaine use should prompt the clinician to consider levimasole-

induced vasculitis.

DISCUSSION: Levamisole, originally an anthelmintic drug, was taken off the

market in 2000 after reported side effects of leukopenia, agranulocytosis, and

skin vasculitis. It is found in cocaine due to its ability to potentiate the effects

and bulk product. Levamisole-induced vasculitis often presents with retiform

purpura that distinctively involve the ears, but is also observed on the face and

extremities. Lesions can have a necrotic center and form bullae. While patients

may test positive for cocaine, they typically do not test positive for levamisole

as it requires gas chromatography-mass spectrometry testing. It is often asso-

ciated with p-ANCA (86-100%), and commonly associated with c-ANCA

(50%) and leukopenia (50-60%). It is less often associated with a positive

ANA or anticardiolipin IgM. On biopsy, histology is characteristic for

leukocytoclastic vasculitis or thrombotic vasculitis. While steroids have been

used to treat levamisole-induced vasculitis there is currently no strong evidence

their use. The vasculitis typically self resolves after a few weeks of cocaine

abstinence, and can recur with repeated use.

CUTTING THE COCAINE: A CASE OF LEVIMISOLE INDUCED

VASCULITIS Clive A. Goulbourne1, 2; Odeth Barrett-Campbell1, 2; Rochelle

Hardie1, 2; Jordonna Brown1, 2; Tracian A. James-Goulbourne1, 2; Andrew A.

Chang1, 2. 1NYC Health + Hospitals/Kings County, Brooklyn, NY; 2SUNY

Downstate Medical Center, Brooklyn, NY. (Control ID #2946485)

LEARNING OBJECTIVE #1: - To recognize the clinical and laboratory

features of Levamisole Induced Vasculitis (LIV) and distinguish it from other

vasculitides

LEARNING OBJECTIVE #2: - To appreciate the widespread use of levam-

isole in cocaine and its potential clinical sequalae

CASE: 47-year-old African American woman with polysubstance abuse in-

cluding cocaine, marijuana and opiates presented with a facial rash, pain in

small joints of hands and painful ulcers to the lower extremities for one week.

Physical examination revealed violaceous tender skin lesions on the bilateral

helices and right naris. Mild erythema to the malar area involving the naso-

labial folds was seen; there were no mucosal lesions.Well-demarcated necrotic

ulcers with overlying eschar were seen on bilateral knees and the right ankle.

There was evidence of ulcers in different stages of healing on the lower

extremities. The remaining examination was unremarkable. Laboratory tests

revealed leukopenia, neutropenia, elevated inflammatory markers, and mild

hypocomplementemia. Perinuclear anti-neutrophil cytoplasmic antibody (p-

ANCA- anti-myeloperoxidase type) was positive; antinuclear antibody (ANA)

titer was >1:40. Other rheumatologic markers including lupus anticoagulant

(LA), anti-dsDNA, anti-Smith, anti-Jo-1, anti-SSA (Ro), anti-SSB (LA), anti-

histones and cytoplasmic anti-neutrophil cytoplasmic antibody (c-ANCA)

were all negative. Urine toxicology showed cocaine and opiates. A diagnosis

of LIVwasmade, based on the consistency of lesions with levamisole-induced

retiform purpura. The patient declined biopsy. She was treated with prednisone

and subsequently improved.

IMPACT: The rash of LIV presents very similarly to other vasculitides. This

case highlights the importance of substance abuse history which allowed the

care team to identify this patient's possible exposure to adulterated cocaine and

thus aiding the diagnosis.

DISCUSSION: Levamisole is commonly used to "cut" or dilute cocaine. A

2016 National Survey on Drug Use and Health estimated that 1.9 million

individuals, 12 years and older, were current users of cocaine. It has been

further suggested that up to 78% of cocaine may contain this agent. LIV should

be considered in patients with cocaine use presenting with the constellation of

clinical findings including retiform purpura with or without skin necrosis

associated with leukopenia, neutropenia and positive serological markers

(including ANA, p-ANCA and/ or c-ANCA). In the majority of cases reported,

spontaneous resolution of the condition was seen with cessation of cocaine use

and this is therefore the most important aspect of management along with

supportive care. Systemic corticosteroids have been used, however, there is no

evidence that they alter clinical course. With such a high prevalence of

levamisole-adulterated cocaine, it is imperative that clinicians recognize the

clinical and laboratory features of LIV and distinguish it from other vasculit-

ides. This would prevent a delay in diagnosis and long-term sequelae.

CYTOMEGALOVIRUS (CMV) ILEITIS IN A CHRON'S DISEASE

PATIENT THAT IS HIV NEGATIVE: A CASE REPORT Jarelys M.

Hernandez; Kevin Green; Ivan A. Serrano; Carmen Isache. UF Health Jack-

sonville, Jacksonville, FL. (Control ID #2946375)

LEARNINGOBJECTIVE #1: Recognition and management of CMV infec-

tion in a patient with Inflammatory Bowel Disease (IBD) exacerbation

CASE: A 58-year old Caucasian female with history of diabetes mellitus and

ileocolonic Chron's disease with total colectomy and end ileostomy presented

to the emergency room with complaints of fevers, abdominal pain, nausea,

vomiting and increased output from her ileostomy for 5 days. She typically

emptied her ileostomy bag 4 times daily but noticed an increase up to 14 times

daily. Her Chron's disease was previously well controlled with mesalamine and

adalimumab, however adalimumab was stopped a few months prior due to

recurrent urinary tract infections. Vital signs upon admission were normal.

Laboratory studies were remarkable for absent leukocytosis and transaminitis,

and a mildly elevated lipase (74 U/L) and alkaline phosphatase (123 IU/L).

Empiric treatment with mesalamine, piperacillin-tazobactam, and dexametha-

sone was initiated without a good clinical response. Stool studies including

Clostridium difficile toxin polymerase chain reaction, fecal leukocytes, and

enteric pathogen nucleic acid amplification test were negative. She also tested

negative for HIVand hepatitis. Computer tomography imaging revealed areas
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of small bowel wall thickening. Ileoscopy was performed and showedmultiple

5 mm ulcers with erythema in the terminal ileum. Ileal biopsy was obtained,

which confirmed active chronic ileitis and CMV infection. She responded

favorably to a 21-day course of IV ganciclovir. Budesonide therapy was then

commenced, with a plan to resume adalimumab in the outpatient setting.

IMPACT: Controversy exists on how CMV participates from IBD flare-ups,

and further investigation is needed in order to elucidate if CMV is just an

innocent bystander upon reactivation versus a significant cause of morbidity

and mortality. Nonetheless, CMV testing is warranted in those who present as

an IBD flare non responsive to steroid therapy. A 21-day course of antiviral

therapy has proven to be effective.

DISCUSSION: CMV infection involving the small intestine is rare. Indepen-

dent risk factors for CMV reactivation in IBD flare-ups include female gender,

pancolic inflammatory disease and active inflammation on histology. Diagno-

sis is based on histological analysis and fecal cultures. CMV tropism for

inflammatory tissue and immunosuppression in IBD lead to an increased risk

of CMV reactivation. Some authors suggest that CMV infects areas of active

IBD releasing pro-inflammatory cytokines and further exacerbating an IBD

flare. In patients with refractory or complicated IBD, CMV infection needs to

be ruled out. Treatment of choice of CMVinfection are antiviral agents such as

ganciclovir with a duration of 21 days or longer pending symptomatic resolu-

tion. The choice between IV and oral therapy is based on the patient's clinical

response.

DASATINIB-ASSOCIATED PLEURAL EFFUSIONS Eric Woods1; Ben-

jamin T. Galen2. 1Montefiore Medical Center, Bronx, NY; 2Albert Einstein

College of Medicine, Bronx, NY. (Control ID #2945527)

LEARNING OBJECTIVE #1: Recognize a common side effect of a second

generation tyrosine kinase inhibitor

LEARNING OBJECTIVE #2: Manage a symptomatic dasatinib-associated

pleural effusion

CASE: A 62 year-old man presented with two months of progressively

worsening shortness of breath and non-productive cough. He noted dyspnea

on exertion as well as orthopnea. His history included well-controlled HIVon

HAART (undetectable VL, CD4 count 349) as well as BCR-ABL+ chronic

myeloid leukemia on dasatinib with no changes to his medications in the past

year. He was afebrile and had an oxygen saturation of 95% on room air. He had

decreased breath sounds at both lung bases, as well as bilateral basilar crackles,

worse on the right. There was no lower extremity edema or jugular venous

distension. Routine chemistries, complete blood count, and pro-BNP were

normal. Large bilateral pleural effusions were seen on chest x-ray. Computed

tomography of the chest ruled out pulmonary embolism and there was no

lymphadenopahy or parenchymal lung disease. Echocardiogram was normal.

One and a half liters of exudative, lymphocyte-predominant pleural fluid were

removed by thoracentesis from the right hemithorax with symptomatic im-

provement. Pleural fluid cultures, flow cytometry, and cytology were negative.

Fluid triglyceride and adenosine deaminase were low. Dasatinib was held and

the patient was discharged with outpatient follow-up.

IMPACT: Internists must maintain a high index of suspicion for tyrosine

kinase inhibitor side effects, including lung and pleural diseases.

DISCUSSION: Second generation tyrosine kinase inhibitors (TKIs) like

dasatinib are the mainstay of treatment for chronic myeloid leukemia in

patients who have an intolerance or are unable to achieve optimal responses

on imatinib. Although TKIs are often safe and effective, they can have a wide

range of side effects that vary by agent. Pleural effusions are reported more

commonly with dasatinib than with other TKIs with an incidence of approx-

imately 20%. The pathophysiological mechanism of pleural effusions with

dasatinib is currently unclear, but is suspected to involve inhibition of platelet-

derived growth factor receptors or expansion of cytotoxic T and natural killer

cell populations. Several risk factors for pleural effusion have been identified

among patients on dasatinib: older age, preexisting cardiac disease, hyperten-

sion, hypercholesterolemia, or autoimmune disease. Patients on dasatinib with

pulmonary complaints must be monitored for the development of pleural

effusions since they can develop at any point during treatment. For symptom-

atic patients with effusions, temporary interruption of treatment should be

considered until the effusion improves. Dasatinib can then be restarted at a

reduced dose. A short course of diuretics or corticosteroids can also be

considered if the pleural effusion is diagnosed early. However, for medium

or large pleural effusions, a therapeutic thoracentesis may be required. Patients

requiring repeat thoracenteses should discontinue dasatinib.

DE-NOVO REFRACTORY CRYOGLOBULINEMIA WITH

MULTIORGAN INVOLVEMENT 4 YEARS AFTER VIROLOGIC

CURE OF HEPATITIS-C AND ORTHOTOPIC LIVER TRANSPLAN-

TATION Andrew Simmelink1; Leslie Ranken2; Linsey Spence2; Chris

Fotiadis3; Mark Russo2. 1Carolinas Medical Center, Charlotte, NC; 2Carolinas

Healthcare System, Charlotte, NC; 3Metrolina Nephrology Associates, Char-

lotte, NC. (Control ID #2938110)

LEARNING OBJECTIVE #1: Recognize cryoglobulinemic vasculitis.

LEARNING OBJECTIVE #2: Manage cryoglobulinemic vasculitis

emergencies.

CASE: A 55-year-old female with a liver transplant for hepatitis c cirrhosis 4

years prior to presentation with virologic cure after direct acting antiviral

therapy was admitted for biliary stricture and acquired a Clostridium difficile

infection (CDI). Over 3 days she developed acute renal failure requiring

dialysis despite normal tacrolimus levels, and a palpable leg rash diagnosed

via skin biopsy as leukocytoclastic vasculitis. Renal biopsy was consistent with

mixed cryoglobulinemic vasculitis.Weeks later she had a sudden recurrence of

rash and developed acute systolic heart failure necessitating brief inotropic

support, despite a recent normal echocardiogram and no coronary artery

disease on heart catheterization. Symptoms resolved with plasma exchange,

steroids, and rituximab.

IMPACT: Cryoglobulinemia often begins subtly, and should be investigated if

risk factors are present. Clinicians should be aware that CGVA remains in the

differential of patients presenting with vasculitis or renal insufficiency even

after virologic cure of hepatitis C and no prior history of CG.

DISCUSSION: Hepatitis C virus (HCV) is a major cause of chronic liver

disease, cirrhosis, and hepatocellular carcinoma, with many extrahepatic man-

ifestations. Accounting for ~90% of mixed-cryoglobulinemia (CG) syndromes

including polyclonal IgG and monoclonal or polyclonal IgM with rheumatoid

factor activity, 60% are asymptomatic and <10% develop vasculitis (CGVA).

Classically, HCV-induced CGVA is a B-cell clonal expansion with immune

complex-mediated vasculitis of small and medium vessels, resulting in multi-

system involvement including palpable purpura, arthritis, hepatosplenomegaly,

peripheral neuropathy, glomerulonephritis, intestinal ischemia, and central

nervous system. Since direct-acting antiviral (DAA) therapies, reduction or

ABSTRACTS JGIMS496



resolution of CG or CGVA is 89%. HCV relapses are not spared from

extrahepatic disorders, and may induce de novo or persistent CGVA. CG-

nephropathy is the most common complication, with type I MPGN, membra-

nous nephropathy, and mesangioproliferative glomerulonephritis. End-stage

renal disease (ESRD) risk is 7 times higher in HCV-infected individuals, is

viral load variable, and improves with sustained viremic response (SVR). CG-

cardiomyopathy is a rare but deadly CGVAmanifestation. Typical chest pain is

usually not present, and is often caused by hypertensive emergency or wors-

ening renal insufficiency. Plasma exchange is first line therapy for severe

manifestations including hyperviscosity syndromes, glomerulonephritis, cuta-

neous findings, systemic vasculitis, and neuropathy. Despite a delayed re-

sponse, B-cell reduction is key with adjunctive therapies such as rituximab

chimeric monoclonal CD20 antibody, while also depleting CD19 B-cell HCV

reservoirs. Eradication of source etiology, i.e. HCV viral loads, is crucial. We

postulate the CDI triggered the immune response and CGVA.

DECADES OF DEVASTATING DIARRHEA Gordon T. Robbins; Heba

Iskandar. Emory University School of Medicine, Atlanta, GA. (Control ID

#2928697)

LEARNING OBJECTIVE #1: Recognize patients that should be evaluated

for autoimmune enteropathy.

LEARNINGOBJECTIVE #2:Manage patients diagnosed with autoimmune

enteropathy with additional treatment options.

CASE: A 46 year-old woman with Hashimoto's thyroiditis, idiopathic cardio-

myopathy, and BMI of 14 presented with over 20 years of watery diarrhea

previously diagnosed as celiac disease with microscopic colitis. However, a

strict gluten free diet provided no relief. Stool studies were negative for

infectious pathogens, including giardia, ova, and parasites. Fecal leukocytes

were absent, and MRI revealed no mucosal thickening, disfavoring inflamma-

tory bowel disease (IBD). Colonoscopy was significant for edematous mucosa

in the colon and blunted villi in the terminal ileum. Biopsies revealed chronic

inflammation, decreased goblet cells, and increased epithelial apoptosis. The

patient was positive for anti-goblet cell antibodies, which supported a diagnosis

of autoimmune enteropathy (AIE). Previously, the patient had minimal im-

provement with budesonide and mesalamine but each caused her significant

swelling. Following this diagnosis, high-dose prednisone was initiated and

later tapered with addition of 6-mercaptopurine (6-MP). She had poor toler-

ance of 6-MP and developed leukopenia, requiring daily dose reduction.

Nevertheless, the patient was still having ten watery stools per day with

significant pain and bloating. TNF-alpha inhibitors were contraindicated in

her case due to the patient's cardiomyopathy, so she was initiated on

vedolizumab infusions instead, while still taking 6-MP. After two infusions,

her abdominal symptoms had resolved and her stool frequency significantly

reduced. Repeat colonoscopy revealed reduced inflammation and only mild

edema, and the patient now has a BMI of 30 with plans to taper 6-MP.

IMPACT: This is the first case of a patient with AIE being successfully treated

with vedolizumab in the literature. Documenting new, successful therapies is

critical, particularly when diseases lack formal treatment guidelines.

DISCUSSION: Physicians must recognize when a patient is receiving no

benefit from treatment and is misdiagnosed. AIE is a rare disease, particularly

in adults, and can easily be mislabeled as celiac disease or IBD due to their

similar presentations. AIE should be suspected in patients predisposed to

autoimmune disease when chronic diarrhea and malabsorption are refractory

to dietary modification and providers have excluded immunodeficiency, pos-

sibility of infection, and other autoimmune processes. Diagnosis requires

histologic confirmation of villous atrophy and deep crypt lymphocytosis.

Corticosteroids are routinely the first-line therapy. Nevertheless, many patients

are steroid-dependent or refractory and require addition of immunomodulators

such as azathioprine, 6-MP, tacrolimus, or infliximab for maintenance therapy.

However, as these options may be unsuccessful, poorly tolerated, or contrain-

dicated, such as with our patient, vedolizumab presents another viable option.

DELAYED DIAGNOSIS OF ORAL, ESOPHAGEAL, AND GENITAL

LESIONS Pedram Navid-Azarbaijani; Alice Tang. Weill Cornell Medicine,

New York, NY. (Control ID #2944871)

LEARNING OBJECTIVE #1: Recognize the clinical manifestations of

pemphigus vulgaris (PV).

LEARNINGOBJECTIVE #2: List the differential diagnosis in a patient with

concurrent oral, esophageal, and genital lesions.

CASE: A 30-year-old male presented to the ED with progressive odynophagia

and dysphagia and a nine kilogram weight loss. Ten months prior, he initially

noted burning chest pain that was attributed to GERD, but four months of

omeprazole had no effect. He then developed painful, erosive oral ulcers, a

penile ulcer, an urticarial rash, and a scalp lesion. The scalp lesion was presumed

to be related to a cutaneous fungal infection andwas treatedwith antifungals. The

oral ulcers were attributed to an allergy to omeprazole, so it was switched to

famotidine. Despite these treatments, he experienced acutely worsened

odynophagia and presented to the EDwith an inability to tolerate PO. He denied

abdominal pain, bloody bowel movements, joint pain, or visual changes. The

patient denied tobacco or alcohol use. He had not been sexually active for a year

and had tested negative for HIV, HSV, and syphilis two months prior. He had no

other past medical history. Physical examination was notable for numerous

erosions on the gingiva, a healing penile erosion, dermatographism, and a boggy

plaque with overlying crust and scale on the frontal scalp. EGD demonstrated

severe ulcerative esophagitis and a web in the proximal esophagus. Biopsies of

the esophagus, scalp, and oral lesions revealed intraepithelial acantholysis with

basal tombstoning. Direct immunofluorescence staining revealed intercellular

deposition of IgGwithin the epidermis, pathognomonic for PV. After a course of

prednisone and two infusions of rituximab, the patient experienced marked

improvement of his odynophagia and gingival lesions.

IMPACT: This case focused our approach on the evaluation of patients

presenting with concurrent oral, esophageal, and skin lesions. It helped us

recognize the various clinical manifestations of PV. Accurate recognition of

this constellation of symptoms can prevent a delay in diagnosis.

DISCUSSION: PV is an intraepidermal autoimmune disease that causes

blistering and erosions of the skin and mucous membrane. While skin erosions

are a classic presentation, mucosal disease in the oral cavity and esophagus are

often the only initial sites of involvement and can lead to a delay in diagnosis.

This patient's symptoms went undiagnosed and untreated for several months.

The case provides an opportunity to explore the differential diagnosis practi-

tioners should consider when presented with concurrent symptomatic oral,

esophageal, and genital lesions. Blistering skin disorders, such as PV and

cicatricial pemphigoid, should be considered. Alternative diagnoses to consid-

er include Crohn's disease with mucocutaneous involvement, Behçet's disease,

and HSV, although providers should search for other systemic manifestations

of the diseases such as gastrointestinal or ocular symptoms.
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DELAYEDREACTIONTODRUGSOFTENFACESDELAYEDDIAG-

NOSIS Kajali Mishra; Adrienne Lenhart; Junior Uduman. Henry Ford Hos-

pital, Detroit, MI. (Control ID #2929708)

LEARNING OBJECTIVE #1: Suspect DRESS in setting of SIRS with

eosinophilia

LEARNING OBJECTIVE #2: Multiple medications make the diagnosis of

DRESS difficult

CASE: The patient is a 60-year-old female with a history of end stage renal

disease secondary to hypertension on peritoneal dialysis who presented second-

ary to acute onset of abdominal pain, swelling, and a maculopapular rash. Of

note, she was recently hospitalized with methicillin sensitive staphylococcus

aureus peritonitis, for which she was initially treated with vancomycin and

cefepime, before antibiotics were de-escalated to cefazolin, for which she com-

pleted a 21 day course. Upon arrival, she was febrile and hypotensive(BP 50/30),

with evidence of leukocytosis(70% eosinophils), elevated transaminases, and a

positive ANA (speckled, titer 1:160). She was initially re-started on cefazolin,

while repeat infectious work up was pending. Blood, urine, respiratory and

peritoneal cultures, chest x-ray, abdominal ultrasound and fungitell were all

negative and antibiotics were held. In addition, testing for HIV, viral hepatitis,

RF, complements, dsDNA Ab, ANCA, anti-Smith Ab, and anti-Scl-70 Ab were

also negative. Given persistently elevated liver enzymes (AST 178, alkaline

phosphatase 652), she underwent liver biopsy, which showed portal inflamma-

tion with lymphocytes and minimal portal fibrosis, consistent with drug induced

liver injury. Dermatology performed a punch biopsy of a chest wall lesion, which

showed subacute spongiotic dermatitis. The patient was diagnosed with a drug

reaction with eosinophilia and systemic symptoms (DRESS) in the setting of

exposure to multiple recent antibiotics. Her rash, eosinophilia, and transaminitis

subsequently improved with systemic corticosteroid therapy.

IMPACT: DRESS can be difficult to distinguish from other infections, auto-

immune disease, or hypereosinophilic syndrome. Our patient presented with

multiple systemic inflammatory response criteria, resulting in an initial suspi-

cion for infection. Finding the culprit drug for DRESS was further confounded

by the use of multiple antibiotics.This case highlights the potential hazards of

polypharmacy and the importance of de-escalating antibiotics when

appropriate.

DISCUSSION:DRESS is a rare and potentially life threatening hypersensitivity

reaction, characterized by fever, lymphadenopathy, facial edema, maculopapular

rash, eosinophilia and involvement of multiple organ systems (most commonly

the liver, kidney, and lungs). Antiepileptic agents, sulfa drugs, ampicillin,

minocycline, and vancomycin have been reported as causal agents of DRESS.

Inmost patients, the reaction begins within 2-6weeks after the introduction of the

offending medication. The etiology of DRESS in our patient was somewhat

unclear, as she was simultaneously exposed to multiple antibiotics, all of which

could be implicated as the cause of the syndrome.While skin allergen testing can

be helpful in situations where the etiology of DRESS is unclear, this was deferred

in our patient due to the severity of disease.

DIAGNOSING MECKEL'S DIVERTICULUM IN ADULTS Hajra

Awwab; Ghausia Ata; William Betz. Grand Strand Medical Center, Myrtle

Beach, SC. (Control ID #2946562)

LEARNING OBJECTIVE #1: Diagnose a case of Meckel's diverticulum in

adults in the setting of inconclusive diagnostic testing

LEARNING OBJECTIVE #2: Recognize clinical features of Meckel's di-

verticulum in adults, including jejunal stricturing disease

CASE: A 55-year-old male with past medical history of peptic ulcer disease,

gastrointestinal bleed, small bowel ulcer disease presented for gastrointestinal

workup. In recent years, he had undergone extensive gastrointestinal work up

at an outside facility that included multiple balloon enteroscopies, revealing a

1.5cm ulcer 80cmproximal to the ileocecal valve and jejunal stricture requiring

dilatation. Given a suspicion for Crohn's disease, biopsies were performed but

were negative; NSAID-induced enteritis was favored. Most recently, retro-

grade balloon enteroscopy showed residual stricturing disease. The patient

presented with a one-day sudden onset sharp, nonradiating epigastric pain that

waxed and waned. The patient reported vomiting and diaphoresis but denied

hematochezia, coffee-ground emesis or melena. On physical examination, his

vital signs were within normal limits and his gastrointestinal exam revealed

mild epigastric tenderness to palpation without rebound or guarding. Hemo-

globin was normal; cardiac workup, chest x-ray, CTAbdomen with IV contrast

and FOBT were all unrevealing. Despite therapeutic interventions, his pain

worsened over one-week of hospitalization. Gastroenterology was consulted,

and a repeat CT abdomen with PO and IV contrast revealed a non-inflamed

2cm diverticulum near the ileocecal valve that was highly suspicious for

Meckel's diverticulum. A nuclear medicine Technetium-99m scan was positive

for Meckel's diverticulum. Immediate surgical resection was performed,

resulting in resolution of his abdominal symptoms. Pathology was consistent

with Meckel's diverticulum with no malignancy noted.

IMPACT: Diagnosis of Meckel's diverticulum is often overlooked or diag-

nosed late. Initial diagnostic imaging is often not sensitive enough for the

diagnosis. We describe this case to emphasize the importance of early and

correct diagnosis of Meckel's diverticulum in adults who present with abdom-

inal pain, gastrointestinal bleeding, and finding of a diverticulum or stricture in

the small bowel not explained by other obvious causes.

DISCUSSION: Meckel's diverticulum can be complicated by intestinal ob-

struction, hemorrhage, perforation or gangrenous conditions. Therefore, cor-

rect diagnosis is important. It is has a higher prevalence in men and in those

with congenital malformations. Ninety-percent are located within 90cm

of the ileocecal valve. Technetium-99m pertechnetate scan has a sen-

sitivity of 80-90% in children but in adults, the sensitivity is dimin-

ished secondary to less ectopic mucosa in adults. Symptomatic cases

are treated with surgical resection. Asymptomatic or incidentally-found

cases do not benefit from resection.

DIARRHEA MAY RARELY REFLECT UNDERLYING LIFE-

THREATENING ILLNESS Sireesha Vutukuri1; Ahmed Abbasi1;

Dharmarajan S. Thiruvinvamalai2. 1Montefiore Medical Center, Bronx, NY;
2Montefioe Medical Center (Wakefield Campus), Bronx, NY. (Control ID

#2947423)

LEARNING OBJECTIVE #1: 1.Diarrhea can be a presenting complaint for

carcinoma of unknown origin 2.Adenocarcinoma is the most common type

associated with poor prognosis

CASE: 64-year-old woman with ESRD on hemodialysis presented with 5-6

episodes/day of watery, nonbloody, diarrhea for 2 weeks associated

with weight loss and anorexia, mild abdominal pain relieved with

bowel movement. Pap smear, mammogram, endoscopy and colonosco-

py within 2 years were normal. Examination revealed hepatomegaly.
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Labs significant for leukocytosis, anemia, elevated LFTs and elevated

CEA. Evaluation confirmed diffuse hepatic metastases, periportal, mes-

enteric, retroperitoneal lymphadenopathy, osseous metastases in bones,

nodules within a breast, right ovarian cyst, multi-nodular thyroid,

bilateral renal cysts. Endoscopy revealed multiple sessile hyperplastic

polyps in gastric antrum and duodenum and candidiasis in the esoph-

agus. Colonoscopy showed extensive diverticulosis. IR guided liver

biopsy showed poorly differentiated adenocarcinoma but not specific

site of origin. Hospitalization was complicated by vasodilatory shock,

unresponsive to antibiotics. She developed hepatic failure, hypoglyce-

mia and based on dismal prognosis, was discharged to hospice care.

IMPACT:Diagnostic work up is required to recognize the primary but costs of

investigation should be weighed against survival benefits.

DISCUSSION: Carcinoma of Unknown Origin comprises approximately 3%

of human cancer, with 7-12 cases/ 100,000 population/ year, a com-

mon cause of cancer-related deaths. Mean age is 59 at diagnosis, more

in males. Early dissemination, clinical absence of primary tumor,

unpredictable metastatic pattern, and aggressiveness constitute the fun-

damental characteristics. General deterioration and weight loss are

common, while digestive and respiratory symptoms, hepatomegaly,

ascites, skin nodules, and bone pains suggest sites of metastases.

Adenocarcinoma percentages among all histological features of Carci-

noma of Unknown Origin vary by source. The primary cancer site was

found in 7.1% of cases in a study, requiring huge numbers of tests

and costs, for a mean survival of 8.1 months.

DIARRHEA-PREDOMINANT LUPUS ENTERITIS IN A PATIENT

WITH SYSTEMIC LUPUS ERYTHEMATOSUS Bharat Maraj; Emily

Harding-Theobald; Annsa C. Huang. UCSF, San Francisco, CA. (Control ID

#2940752)

LEARNINGOBJECTIVE #1:Understand the diagnostic challenges of lupus

enteritis, a disease defined by vasculitis or inflammation of the small bowel

with supportive imaging or biopsy findings. It is a diagnosis of exclusion.

CASE: A 61 year-old female with a history of systemic lupus erythematosus

(SLE) presented to the emergency department with chronic non-bloody diar-

rhea and an unintentional weight loss of 50 pounds over 8months. Notably, she

did not experience abdominal pain. On admission, the patient was afebrile and

cachectic. Her abdomen was soft, non-tender, and distended with hyperactive

bowel sounds. She did not have a rash, oral ulcerations, or joint effusions.

Laboratory results revealed normal complete blood counts, liver function tests,

and double-stranded DNA antibody with hypocomplementemia. Infectious

stool studies, occult blood, fecal elastase, and celiac antibodies were negative.

Abdominal CT revealed pneumatosis intestinalis concerning for bowel ische-

mia or perforation. However, there were no abnormalities with exploratory

laparotomy. Colonoscopy and biopsies were unremarkable. Rheumatology

was consulted after infectious and gastroenterological studies did not reveal

an etiology. Steroids and cyclophosphamide were started for a putative diag-

nosis of lupus enteritis. The patient's diarrhea improved rapidly following

treatment. Repeat imaging of the abdomen showed significant improvement

in bowel wall pneumatosis. The patient was maintained on an oral steroid taper

and cyclophosphamide for 3 months after discharge without recurrence.

IMPACT: Lupus enteritis is a potentially life-threatening manifestation of SLE

and can present in acute or chronic clinical scenarios. Generalists must be

aware of this disease so that rheumatology can be consulted and treatment can

be started before the development of severe illness.

DISCUSSION: Lupus enteritis is a rare phenomenon in patients with SLE

characterized by inflammation of the gastrointestinal tract secondary to im-

mune complex deposition within blood vessels. Abdominal pain is present in

95% of cases. Hypocomplementemia and elevated double-stranded DNA

antibody are common but not specific. CT is considered the gold standard

for diagnosis. Over 70% of patients exhibit circumferential bowel wall thick-

ening and engorgement of mesenteric vessels on imaging. Our patient did not

have elevated double-stranded DNA antibody nor typical CT findings which

delayed diagnosis ultimately resulting in abdominal surgery that might have

been avoidable if treatment had been initiated earlier. Diagnosis was also

difficult in the absence of abdominal pain. Although 33% of lupus enteritis

patients have diarrhea, it is rare for diarrhea to be the predominant complaint in

acute or chronic lupus enteritis. This patient's brisk response to cyclophospha-

mide and corticosteroids affirms the importance of a high index of suspicion

and early rheumatology consultation in patients with nonspecific gastroenter-

ological findings and underlying autoimmune disease.

DIFFERENTIATING PULMONARY INFILTRATES IN AN ACUTE

LEUKEMIA PATIENT WITH DIFFERENTIATION SYNDROME

Michelle Fleshner; Daniel Dunlap; Georgios Kitsios. UPMC, Pittsburgh, PA.

(Control ID #2936813)

LEARNING OBJECTIVE #1: Establish a differential diagnosis for bilateral

pulmonary infiltrates in acute leukemia

CASE: A 56-year-old female was admitted with a new diagnosis of Acute

Promyelocytic Leukemia (APML). She was initiated on standard-of-care all-

trans retinoic acid (ATRA). One hour later, she became febrile to 102.6, and

within ten hours she had a new O2 requirement of 9L, prompting ICU transfer.

A chest X-ray demonstrated new diffuse bilateral dense airspace disease.

ATRAwas discontinued given concern for differentiation syndrome, a poten-

tially fatal complication of induction chemotherapy. She was started on broad-

spectrum antibiotics and dexamethasone for probable differentiation syn-

drome. Her respiratory status worsened requiring intubation. Bronchoscopy

was diagnostic for diffuse alveolar hemorrhage (DAH). Work-up was negative

for common or opportunistic pathogens. DAHwas considered to be secondary

to thrombocytopenia in the setting of APML. She was treated with aggressive

blood product transfusions, high-dose steroids, and ATRAwas restarted. She

clinically improved, pulmonary infiltrates resolved by day 6, and by day 9 she

was extubated.

IMPACT: This case encourages clinicians to broaden their differential diag-

nosis for diffuse pulmonary infiltrates and apply it to patients with acute

leukemia.

DISCUSSION: The differential diagnosis for diffuse pulmonary infiltrates in

acute leukemia includes common or opportunistic infections, pulmonary ede-

ma, acute respiratory distress syndrome (ARDS), and DAH as well as pro-

cesses more common to leukemia such as differentiation syndrome from

ATRA. Differentiation syndrome is a serious complication of ATRA induction

in APML, occurring in about 25% of patients and thought to be due to cytokine

release from rapidly differentiating cells. Clinical manifestations include fever,

diffuse pulmonary opacities and multi-system organ failure. Diagnosis is

clinical and requires a high index of suspicion. Treatment consists of high-

dose steroids without which the mortality rate is 30%. ATRA therapy is only
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stopped in severe cases. In any patient with fevers and respiratory distress after

ATRA treatment, it is imperative to consider and treat for differentiation

syndrome regardless of the presence of another etiology. With this patient, a

high index of suspicion was key, however, she developed a high fever and

diffuse pulmonary infiltrates within 1 hour of ATRA initiation. This is less

consistent with the literature, which reports a median of 12 days from initiation.

DAH is an important cause of respiratory failure, particularly in patients with

hematological malignancies. It is diagnosed by sequential bronchoalveolar

lavage (BAL)with progressively more hemorrhagic lavage aliquots. Treatment

consists of reversal of the underlying cause and aggressive transfusion of

platelets to maintain counts greater than 50. This patient may have had both

diagnoses, but identifying DAH was critical in providing the appropriate

treatment, which was to restart ATRA.

DIFFUSE PARENCHYMAL LUNG DISEASE(DPLD) IN PATIENTS

WITH RHEUMATOID ARTHRITIS (RA); IMPORTANCE OF DIF-

FERENTIAL DIAGNOSISMalvika Kaul1; Lauren M. Sullivan2. 1MacNeal

Hospital, Oak Park, IL; 2MacNeal Hospital, Berwyn, IL. (Control ID

#2934564)

LEARNING OBJECTIVE #1: The development of DPLD can be idiopathic

or related to infections, autoimmune, or exposures to environmental agents,

radiation and drugs. RA as well as MTX are well known causes of DPLD. Our

case lays importance of differentiating potential causes of DPLD and also

unusual presentation of MTX related DPLD in setting of limited risk factors.

CASE: A 67 year old female with a two-year history of RA on MTX (7.5 mg

weekly) admitted for hypoxic respiratory distress and initially started on

treatment for community-acquired pneumonia with ceftriaxone and

azithromycin. A CT Scan was performed revealing ground-glass opacities in

diffuse lung fields, without any other parenchymal or vascular pathology. The

patient denied any tobacco exposure, travel or sick contacts and her primary

care physician confirmed no prior pulmonary complaints including previously

negative imaging. Given her persistent symptoms despite antibiotic treatment,

a Broncho alveolar lavage (BAL) was performed and fluid samples, including

bronchial cultures for bacterial, fungal, mycobacterial and viral pathogens as

well as cytology were obtained and were negative. In light of the negative

workup, MTX was considered as a possible culprit and was discontinued. She

was also started on prednisone and her symptoms improved. At 4 week out

patient followup, her symptoms markedly improved, which also correlated

with her improved chest x-ray.She remained off the MTX and began a steroid

taper.

IMPACT: DPLD is a known complication of RA; the challenge is to exclude

other causes before establishing diagnosis. In a previously relatively healthy

patient with RA, with no known baseline clinical or radiological lung pathol-

ogy, evaluating causes like infection, neoplasm and drugs is vital. BAL is more

helpful in assessing infectious or neoplastic etiology than actually making a

definitive diagnosis of drug related pneumonitis, with cessation of the

offending agent being the mainstay of management.

DISCUSSION: DPLD is suspected in 20-30% of patients with RA. Dilemma

remains excluding RA related DPLD versus other causes like medications, as

most of these patients are on cytotoxic medications. MTX related toxicity is

commonly associated with multiple risk factors including age greater than 60,

RA- pleuropulmonary involvement, previous use of disease-modifying anti-

rheumatic drugs,and higher weekly doses of MTX, pre-existing lung disease

and decreased elimination of MTX like in renal insufficiency. Diagnosis of

above is typically based on the combination of the appropriate clinical setting,

clinical manifestations, radiographic abnormalities and either the response to

drug withdrawal or the results of BAL. Our case reports an acute onset MTX

induced DPLD in an uncommon setting of limited risk factors with no known

RA related pulmonary changes before presentation and dramatic improvement

after cessation of MTX. It also lays importance of early diagnosis of drug

induced DPLD and early cessation of offending agent for better outcome.

DISSEMINATED ACTINOMYCES INFECTION: A CASE OF MA-

LIGNANT MIMICRY Khoi M. Pham. Methodist Dallas Hospital, Dallas,

TX. (Control ID #2911489)

LEARNING OBJECTIVE #1: Recognize infection with Actinomyces as a

possible mimic of metastatic cancer with abdominal masses and pulmonary

nodules.

CASE: A 53-year-old African American male presented with right-sided abdom-

inal pain on and off for 9 months, worsening in the last 2 to 3 months. Associated

symptoms included recent right abdominal swelling which resolved without treat-

ment and 30 lbs weight loss over the last 6 months. The patient was a 70-pack-year

smoker with poor dental hygiene. Vital signs revealed 101.5 degree Fahrenheit and

pulse of 108 beats per minute. On exam, he had mild tenderness over the right

upper and lower quadrants with firmness of the right upper quadrant and flank area

but no hepatosplenomegaly. Abdominal CT showed a large mass lesion involving

the right body wall and extending into the lateral right intra-abdominal cavity and

right paracolic gutter alongwith a largemass lesion in the right lobe of the liver and

numerous tiny pulmonary nodules. He had FNA biopsies of liver 3 different times

and a liver wedge biopsy which all were negative for malignancy. An investigation

into possible infectious etiologies came up negative until final pathology reported

single cluster of filamentous organisms (GMS stain positive, gram positive and

AFB negative), which was interpreted as Actinomyces with the masses being a

reactive/inflammatory process related to the infection. During his 4-week hospital

course, hewas treated empiricallywith IV vancomycin for 10 days and piperacillin-

tazobactam for 15 days. His fever resolved within 3 days of treatment and

leukocytosis slowly trended down. Patient was started on amoxicillin for 6 months

when final pathology result came back.

IMPACT: In cases of fever and leukocytosis with metastatic-appearing lesions

and pathology without evidence for malignancy, tuberculosis or fungus, keep-

ing actinomyces in the differential, though rare, is important.

DISCUSSION: In cases of fever and leukocytosis with metastatic-appearing

lesions and pathology without evidence for malignancy, tuberculosis or fun-

gus, keeping actinomyces in the differential, though rare, is important. The fact

that this patient had poor oral hygiene with significant smoking history may

have been the entry point for his disseminated disease. Treatment initially with

IV antibiotics including broad-spectrum penicillin likely contributed to his

clinical improvement. Once identified, 6 months of amoxicillin is appropriate

for treatment of disseminated actinomyces.

DISSEMINATED HISTOPLASMOSIS PRESENTING AS PROGRES-

SIVECONSTITUTIONAL SYMPTOMSASSOCIATEDWITHAPER-

SISTENT RIM-ENHANCING BRAIN LESION IN ADVANCED HIV

Raymundo Garcia-Dwyer; Darlene LeFrancois. Montefiore Medical Center/

Einstein, Bronx, NY. (Control ID #2945853)
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LEARNING OBJECTIVE #1: Recognize histoplasmosis as a differential

diagnosis for a rim-enhancing brain lesion in advanced HIV

LEARNING OBJECTIVE #2: Recognize the treatment of disseminated

histoplasmosis with CNS involvement

CASE: A 36-year-old man from Guatemala with poorly controlled HIV and

disseminated histoplasmosis (DH) presented to the ER actively seizing. On

brain CT he was found to have a round, rim-enhancing lesion associated with

vasogenic edema and local mass effect. He was empirically diagnosed and

treated for cerebral toxoplasmosis. Several months later he presented with

fever, fatigue, and anorexia. On physical exam he was febrile, with scleral

icterus, and facial seborrheic dermatitis. An extensive infectious work up

revealed a urine histoplasma antigen level above the limit of quantification

(>19 ng/ml), much higher than prior admission (9 ng/ml). He was started on

intravenous liposomal amphotericin B for the treatment of relapsed DH. Brain

imaging showed persistence of the prior rim-enhancing lesion. LP

performed revealed positive histoplasma antigen levels and his anti-

fungal regimen was adjusted for the treatment of CNS histoplasmosis

(total dose of 175mg/kg of liposomal amphotericin B). His urine

histoplasma antigen levels fell below the level of quantification and

his symptoms and brain lesion resolved. He was subsequently

transitioned to oral intraconazole for suppressive therapy.

IMPACT: Disseminated histoplasmosis with CNS involvement is an under

recognized opportunistic infection in HIV-infected hosts. High index of suspi-

cion for CNS histoplasmosis is warranted in patients with advanced HIVwith a

persistent rim-enhancing brain lesion.

DISCUSSION: Histoplasma capsulatum is a fungus found worldwide but

particularly in North and Central America. It is a common cause of asymp-

tomatic infection in theMidwestern United States and in Latin America.While

the vast majority of exposed individuals will remain asymptomatic (>90%),

severely immunocompromised HIV-infected hosts are at risk for disseminated

disease and high morbidity and mortality without therapeutic intervention.

Disseminated histoplasmosis (DH) can be a diagnostic challenge in the post-

HAARTera and in non-endemic areas where cliniciansmay be unfamiliar with

the disease. This case demonstrates the progressive nature of the disease and

the importance of considering DH in the differential diagnosis of late stage

HIV-infected individuals presenting with progressive constitutional symptoms

and a persistent rim-enhancing brain lesion. Making a timely diagnosis is

imperative given that DH with CNS involvement not only requires more

aggressive antifungal therapy, but the dosage and duration of therapy also

needs to be adjusted to achieve adequate treatment for remission and to prevent

relapse of disease. The prognosis of DH is largely based on the patient's level of

immunosuppression and immune reconstitution with antiretroviral therapy.

Suppressive therapy prevents relapse of disease in up to 95% of individuals

with well-controlled HIV.

DISSEMINATEDMSSA INFECTIONMASQUERADING AS A DIAG-

NOSIS OF RETROPERITONEAL HEMATOMA Patricia Ajayi-Fox; Jill

Allenbaugh. University of Pittsburgh Medical Center, Pittsburgh, PA. (Control

ID #2910994)

LEARNING OBJECTIVE #1: Identify framing bias as a cognitive bias

influenced by how a patient is presented to the physician

LEARNING OBJECTIVE #2: Describe an unusual presentation of commu-

nity acquired MSSA bacteremia incorrectly diagnosed for many months

CASE:A 37-yearold female presented with two months of anemia, right upper

quadrant pain and back pain, which was diagnosed as a retroperitoneal (RP)

hematoma on imaging. She had previously sought care at two other hospitals

that corroborated this diagnosis but did not diagnose a cause for her recurrent

RP bleeds and she was transferred to our hospital for further evaluation. Her

physical exam revealedmoderate abdominal distension with diffuse tenderness

to palpation, and decreased breath sounds in the right lung field. CBC showed

hemoglobin 7.7gm/dL, WBC 14.3 with 93% neutrophils. ESR was >120mm/

hr and CRP 41.8mg/dL. Her leukocytosis and clinical picture, prompted an

infectious work, up which showed >100,000 Methicillin-susceptible Staphy-

lococcus Aureus (MSSA) in her urine, but negative blood cultures. CTof chest,

abdomen and pelvis revealed moderate right pleural effusion, a large loculated

collection in the posterior right pararenal space and moderate, multi-loculated

ascites. The decision was made to drain the collections as this presentation was

not consistent with her previous diagnosis of an RP bleed. The retroperitoneal

collection, ascites fluid, and pleural space all contained, purulent material that

grew (MSSA).The ascites fluid studies also showed a lipase 2324 units/L

consistent with chylous ascites, and wbc 17,600, with 100% neutrophils. Her

prior diagnosis of retroperitoneal hematoma was reconsidered and she was

instead diagnosed with community-acquired MSSA infection from an un-

identified intravascular focus with septic emboli to multiple organ systems.

She was treated with Nafcillin for an extended course of 9 weeks, due to re-

accumulation of abscesses and recurrent draining but was successfully

discharged from the hospital.

IMPACT: The impact of this case lies in the important lesson of recognizing

when a clinical picture does not exactly "fit" with diagnoses presented, and

making sure physicians of all levels feel comfortable to challenge a given

diagnosis and push themselves or their team to accurately diagnose a patient.

DISCUSSION: This case illustrates the importance of using clinical reasoning

skills and recognizing biases. If we had accepted her initial diagnosis, it would

have negatively impacted her outcome as it is not standard of care to drain an

RP hematoma. Additionally, this case shows an unusual presentation of com-

munity acquired MSSA bacteremia, masquerading as a retroperitoneal hema-

toma and chylous ascites inaccurately diagnosed for months despite multiple

medical evaluations.

DISSEMINATED ZOSTER IN A SOLID ORGAN TRANSPLANT PA-

TIENT PRESENTING AS DIARRHEA AND NECROTIC SKIN LE-

SIONS Sarah Koumtouzoua; Dominique Cosco. Emory University, Atlanta,

GA. (Control ID #2940718)

LEARNING OBJECTIVE #1: Review the presentation and diagnosis of

disseminated zoster, particularly in a resource limited environment

LEARNING OBJECTIVE #2: Review prophylaxis and prevention of dis-

seminated zoster in immuno-compromised solid organ transplant patients

CASE: A 76-year-old Navajo male in rural Arizona with renal transplant and

recent CMV viremia presents with one week of watery diarrhea, accompanied

by pruritic, painful, centrally located lesions with caudal spread. He endorses

fatigue, myalgia, anorexia, and cough. Medications include tacrolimus, myco-

phenolate and prednisone. There are numerous lesions, largest measuring 4 X

3 cmwith a central area of necrosis, surrounded by flesh colored vesicles on an

erythematous base. Similar lesions are seen on the scrotum, chest, right temple

and corner of mouth. He is rigorous and ill-appearing, with tachycardia, fever,

and hypotension. Differential for the lesions included drug toxicity, CMV/
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EBV, HIV, aspergillosis, candidiasis, coccidiomycosis, and septic emboli. He

was started on broad coverage antibiotics for sepsis from skin and soft tissue.

On day two, the lesions began weeping and spreading along the trigeminal

dermatome. Disseminated zoster was suspected and acyclovir started. Tissue

scraping with Tzanck smear and serologies confirmed the diagnosis of dis-

seminated herpes zoster (HZ) complicated by ecthyma gangrenosum. Follow-

ing treatment with 2 weeks IVacyclovir, the lesions crusted over and diarrhea

resolved.

IMPACT: Disseminated zoster can be fatal, with rates approaching 5-15%

despite treatment. Early identification can prevent mortality and morbidity in

immune-compromised patients. Since it presents atypically compared to shin-

gles, using clinical reasoning and bedside diagnostic testing available in

resource limited settings is key. Preventative measures with immunization

and prophylaxis should be used, given high mortality in immune-

compromised patients.

DISCUSSION: Disseminated zoster is an opportunistic infection caused by

reactivation of varicella virus (VZV) that should be considered in an immuno-

compromised patient following solid organ transplant. It typically occurs as re-

activation from previous patient or organ-donor infection. It will not always

follow a dermatomal distribution and has atypical lesions that are delayed in

eruption, superinfected, hemorrhagic or necrotic. Symptoms of VZV viremia

arise from seeding of the lungs, liver, gut, and brain. Unlike clinically diag-

nosed shingles, disseminated zoster requires VZV DNA detection via PCR

detection, DFA staining ofVZVinfected cells, viral culture or serologic testing.

Tzanck smear is the most rapid, inexpensive, and is completed at bedside, but

cannot distinguish VZV from HSV. To prevent zoster, immunocompromised

solid organ recipients should remain on prophylactic acyclovir for 3-6 months

post-transplantation, during graft rejection, and with increased immunosup-

pressant doses. Patients aged 60 or greater should receive vaccination 4 weeks

pre-transplantation to prevent infection.

DISTRUBUTIVE SHOCK DUE TO SEVERE DISULFIRAM-

ETHANOL REACTION Benjamin Kwok; Vineet Reddy. New York Uni-

versity, New York, NY. (Control ID #2946140)

LEARNING OBJECTIVE #1: Recognize the clinical manifestations of

disulfiram-ethanol reaction

LEARNING OBJECTIVE #2: Treat severe disulfiram-ethanol reaction

CASE: A 35-year-old man with prior alcohol dependence presented with two

hours of worsening nausea and emesis several hours after binging on alcoholic

beverages. His vomitus was witnessed to be bright red with clots mixed with

coffee-ground emesis. His heart rate was 140 beats per minute and blood

pressure 80/40mmHg. He was pale, diaphoretic, and ill appearing. He had

dried blood around his mouth, mild epigastric tenderness to palpation, brown

stool in his rectal vault, and warm extremities. Intravenous fluids (IVF) and

proton pump inhibitor (PPI) were started. After 3 liters of IVF, he remained in

shock. Labs revealed white blood cell (WBC) 20.2 x103/μL with 16% bands,

hemoglobin 15.6 g/dL, platelets 330 x103/μL, lactate 7.4 mmol/L, ethanol

level 52 mg/dL. While undressing the patient, it was discovered that he had

been taking disulfiram (Antabuse). The patient also had multiple large well-

circumscribed erythematous plaques on his trunk. Antibiotics were held. A

single dose of intramuscular epinephrine 0.5mgwas given. His emesis and skin

findings resolved, his shock reversed, and his lactate cleared within 1 hour. An

esophagogastroduodenoscopy (EGD) revealed diffuse gastritis. He was

discharged within 24 hours of presentation with a normalizedWBC and stable

hemoglobin.

IMPACT: Careful physical examination is important in undifferentiated shock

to avoid unnecessary procedures and therapeutics. In this case, the exam

revealed the diagnosis of severe disulfiram-ethanol reaction (DER), a type of

distributive and anaphylactic shock, which reversed with a single dose of

intramuscular epinephrine. Antibiotic and unnecessary invasive therapies were

avoided.

DISCUSSION: Acetaldehyde is implicated in the adverse effects of

ethanol consumption, including flushing, gastritis, nausea and

vomiting. Disulfiram is used in ethanol aversion therapy by inhibiting

aldehyde dehydrogenase, thereby increasing levels of acetaldehyde and

its toxic effects. Most cases of DER are usually mild and occur by

accidental consumption of ethanol. Patients recover without serious

sequelae. Severe cases of DER occur with higher levels of ethanol

and lead to shock, myocardial infarction and death. It is thought to be

primarily acetaldehyde and histamine-mediated. Management includes

IVF, antihistamines, and vasopressors. Use of epinephrine/

norepinephrine is preferred because of stabilization of mast cells to

prevent further histamine-mediated vasodilation. Intravenous norepi-

nephrine is often used and there are reported cases of intramuscular

epinephrine quickly reversing DER. Fomepizole, an inhibitor of alco-

hol dehydrogenase, has also been shown in several cases to terminate

DER by blocking ethanol metabolism to acetaldehyde. Dopamine

should be avoided because disulfiram inhibits dopamine β-

hydroxylase, an enzyme necessary for norepinephrine synthesis.

DOTHECONSULTANTS SEEWHAT I SEE?ACASEOFARAPIDLY

EVOLVING RASH Amy J. Sheer; Joseph Herring; Maryam Sattari. Univer-

sity of Florida College of Medicine, Gainesville, FL. (Control ID #2944810)

LEARNING OBJECTIVE #1: Describe the classic presentation for derma-

tomyositis and DRESS

LEARNING OBJECTIVE #2: Review the treatment for dermatomyositis

and DRESS

CASE: A 40-year-old female with depression on venlafaxine presented with

pruritic rash, weakness, and muscle pain. Lab results revealed elevated creat-

inine kinase (CK) and transaminases. While skin biopsy was negative, her

symptoms improved on prednisone and she was discharged on a steroid taper.

Three days later, she presented with worsening rash, weakness, and muscle

pain. Her CK and transaminase levels remained elevated. Physical examination

revealed 3/5 strength in upper extremities and 2/5 in lower extremities, helio-

trope eruption on face, scaly rash on chest, and poilkeroderma on thighs. All

medications were discontinued. Dermatology and rheumatology were

consulted for possible dermatomyositis (DM). However, when the consultants

evaluated the patient, the rash had evolved and was diffusely erythematous on

her face, trunk, and limbs. Her presentation was thought to be consistent with

Drug Reaction with Eosinophilia and Systemic Symptoms (DRESS) due to

venlafaxine, as her dose had been increased 2 weeks prior to symptom onset.

Repeat skin biopsies were obtained. The next day, the rash again evolved with

a heliotrope appearance. Consultants were called to bedside and in the absence

of eosinophilia, agreed with diagnosis of DM. Repeat skin biopsy confirmed

DM. She received intravenous immunoglobulin (IVIG) for 3 days and pred-

nisone with improvement in her symptoms.
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IMPACT: This case illustrates the diagnostic dilemma of evaluating a patient

in the setting of rapidly evolving rash. While DM and DRESS have many

overlapping features, timely diagnosis and treatment is important, as patients

with DM benefit from steroid sparing treatment.

DISCUSSION: DRESS is a potentially life-threatening syndrome consisting

of rash, fever, lymphadenopathy, eosinophilia, and internal organ (i.e. liver)

involvement. More than 50 drugs are associated with DRESS, with usual onset

of symptoms 2-6 weeks after initiation of the causative drug. The main

treatments are systemic corticosteroids and discontinuing the culprit medica-

tion. DM is identified by a characteristic rash commonly preceding muscle

weakness. The hallmark cutaneous findings include a heliotrope rash (blue-

purple discoloration) on the upper eyelids associated with edema, an erythem-

atous rash on the face, neck and anterior chest (V sign) or back and shoulders

(shawl sign), and a raised violaceous rash at the knuckles (Gottron rash). The

rash can be pruritic. The weakness can range from mild to severe enough to

lead to quadriparesis. Myalgia and muscle tenderness occur in a small number

of patients. DM treatment consists of high-dose prednisone, azathioprine,

mycophenolate, IVIG or methotrexate. While DM usually responds well to

therapy, the prognosis is worse for patients who are severely affected at

presentation, when initial treatment is delayed, and in cases with severe

dysphagia or respiratory difficulties.

DON'T GIVE THE "COLD SHOULDER" TO THE HISTORY AND

EXAM:ACASEOFAWARMSHOULDERMariana Gonzalez; Alexander

Goldowsky; Ari Kriegel; Claire Wagner; Jonathan Wang. Beth Israel Deacon-

ess Medical Center, Boston, MA. (Control ID #2942676)

LEARNING OBJECTIVE #1: Identify historical features distinguishing

extrinsic from intrinsic causes of shoulder pain.

LEARNING OBJECTIVE #2: Recognize the distinction between skin indu-

ration and soft tissue swelling in a shoulder exam.

CASE: A 79-year-old man presented to his primary care physician with right

posterior shoulder pain of twoweeks duration. A right shoulder radiographwas

without fracture or dislocation. He was diagnosed with subacromial impinge-

ment syndrome and referred to orthopedics. However, complete blood count

revealed leukocyte count of 44×109/L and absolute eosinophil count of

10×109/L, and he was admitted to the hospital. On evaluation, he denied injury

or trauma, numbness, or weakness. He reported no fever, night sweats, or

weight loss. He was a 45 pack year smoker and had a past history of

hypothyroidism. On exam, he was afebrile and normotensive. His right shoul-

der had exquisite tenderness to palpation posteriorly. An area of induration

with diffuse subcutaneous swelling was present without crepitus or fluctuance.

A plaque with flesh colored subcutaneous nodules was noted on the right

posterior shoulder. Abduction, external and internal rotation were limited due

to pain. CT scan showed degenerative changes of the shoulder joint without

effusion, enhancement of the infraspinatus and deltoid muscle, and a 3.4 cm

right lower lung lobe lesion. CT of the chest revealed the lesion as a cavitary

mass with hilar lymphadenopathy. Biopsy of the shoulder lesion and the lung

mass were obtained. The pathologic diagnosis was poorly differentiated non-

small cell carcinoma.

IMPACT: This patient exhibited features on history and exam that must not be

overlooked in building a differential for shoulder pain. Suspicion of an

extrinisic, non-mechanical disease process should be heightened when encoun-

tering patients with posterior shoulder pain, or atypical features such as skin

induration.

DISCUSSION: Common etiologies of shoulder pain are usually mechanical,

such as rotator cuff tendinopathy or adhesive capsulitis. Non-mechanical

causes often refer from nearby viscera or the brachial plexus or muscle. In this

case, the patient developed referred pain from neoplastic invasion of local

muscle and soft tissue of the shoulder, but was initially misdiagnosed as

impingement syndrome. Providers should always ask "red flag" indicators,

such as fever, weight loss, or lymphadenopathy, which may be clues to an

extrinsic condition. One should also look for a mechanical pain pattern.

Posterior pain is the least common pattern of intrinsic shoulder disease, and

should arouse concern of an extrinisic process. Joint exammust include careful

inspection of the surface and soft tissue. Induration should be distinguished

from deeper soft tissue swelling. Skin thickening should raise the possibility of

an infiltrative, extrinsic process, such as eosinophilic fasciitis, scleroderma, or

neoplasm. This patient had true soft tissue edema in addition to indurated skin

plaques, which were biopsied, and led to his diagnosis of malignancy.

DON'T LET FRAMING BIAS BLIND YOU: RECURRENT VISION

LOSS IN A YOUNG MAN Peter S. Park; Ayako W. Fujita; Sarah Jones.

University of Pittsburgh Medical Center, Pittsburgh, PA. (Control ID

#2942697)

LEARNINGOBJECTIVE #1: Identify framing biaswhen assessing a patient

after multiple healthcare encounters

LEARNING OBJECTIVE #2: Include mitochondrial disorders on the dif-

ferential for unexplained lactic acidosis in an adult

CASE: A 22 year old man with seizure disorder, migraines, and depression

presented with acute bilateral vision loss. He denied ocular pain, floaters,

dizziness, chest pain, or neck pain. Three months ago, he had right peripheral

vision loss with normal MRA, but had MRI brain with nonspecific T2/FLAIR

signal in left occipital cortex and subcortical white matter and focus of

breakdown of blood brain barrier. He denied tobacco, alcohol, or illicit drug

use. Interestingly, he was noted to have had several admissions concerning for

factitious disorder. Vital signs were temperature 100 Fahrenheit and heart rate

122 bpm.He did not blink to threat, but otherwise ophthalmologic exam was

unremarkable. His labs were normal except for lactate of 10mmol/L. Infectious

workup was negative. Patient had a seizure in the ED and another break-

through. Neurology was consulted, but MRI and CTA of his head/neck were

unremarkable. He was transferred to a tertiary center for further work up. Upon

transfer, ophthalmologists were again unimpressed by his exam and suggested

psychiatric or functional causes. Workup thereafter included the use of elec-

tronic search engines such as Pubmed and Google, which lead to MELAS

(Mitochondrial Encephalomyopathy Lactic Acidosis and Stroke-like syn-

drome) as a possibility. Moreover, EEG showed seizure tendencies. MR spect

showed N-acetylaspartate peak, lactate peak, and subacute infarct all in right

posterior cerebral artery region. Electromyography showed proximal myopa-

thy. He was empirically treated with IV arginine and oral coenzyme Q10.

Outpatient muscle biopsy showed ragged red fibers consistent with mitochon-

drial myopathy, likelyMELAS.Genetic testing for m.3243A>G genemutation

associated with MELAS was positive, confirming the diagnosis.

IMPACT: This reminded us of the importance of fighting framing bias.

Factitious disorder was suggested, but investigating with a fresh set of eyes

and focusing on the differential diagnosis of unexplained lactic acidosis led to

the diagnosis. Despite the rarity of MELAS itself, we should include mito-

chondrial disorders on the differential for unexplained lactic acidosis in adults.
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DISCUSSION: The hallmark of MELAS is the stroke-like episodes

(hemiparesis, hemianopia, or cortical blindness). Diffusion weighted MRI

brain can show high signals that are different from typical thromboembolic

strokes, in that they do not follow vascular territory, may fluctuate, or resolve

quickly. Focal or generalized seizure and migraine are other common features,

which this patient had. Most patients will have a point mutation in mitochon-

drial genome (m.3243A>G). Prognosis is very poor. Mitochondrial disease

should remain on the differential for unexplained lactic acidosis, when infec-

tious work up is negative (Type B) and when the numbers look worse than the

patient.

DON'T STOP THE MUSIC (OR THE MEDS) Richard J. Silvera; Connie

Park. Montefiore Medical Center, New York, NY. (Control ID #2946609)

LEARNINGOBJECTIVE #1: Recognize the risk of discontinuing HIV pre-

exposure prophylaxis (PrEP)

LEARNING OBJECTIVE #2: Diagnostic approach to side-effects of PreP

CASE: 21 year old man who has sex with men at high risk for HIV

acquisition via casual condomless anal intercourse presented for rou-

tine care for HIV PrEP with Emtricitabine and Tenofovir. Patient

reported current alcohol, intranasal cocaine, intranasal crystal metham-

phetamine, marijuana, and 3,4-Methylenedioxymethamphetamine

(MDMA) use. Laboratory studies at the six month visit were notable

for positive pharyngeal and rectal N. gonorrhea; negative 4th genera-

tion HIV antibody/antigen, Hepatitis C (HCV) IgM antibody and viral

load; and alanine transferase (ALT) and aspartate aminotransferase

(AST) elevated to 142 U/L and 72 U/L respectively. At PrEP initiation

there was no evidence of viral hepatitis, AST and ALT 97 U/L and 63

U/L. Initial liver dysfunction was attributed to substance use. Concern

was raised that elevated serum transaminases may be due to PrEP and

holding medications considered. Due to patient's high risk for HIV

PrEP was continued. Additional studies were sent and smooth muscle

antibody was positive suggesting autoimmune hepatitis. Patient has

continued in routine care for PrEP but has not presented for further

liver care.

IMPACT: When caring for patients at high risk of HIV infection providers

should consider both the risk of withholding as well as the risk of continuing

PrEP

DISCUSSION:HIV PrEP has been shown to more than 90 percent effective in

preventing HIV infection when taken daily. Recommendations have limited

PrEP to those at highest risk due to concerns of cost-effectiveness, medication

intolerance, and engendering drug resistance. Research has estimated that once

PrEP is withdrawn protection only remains above 95% for approximately 6

days. Since PrEP is recommended for patients at highest risk providers must

consider that if PrEP is withheld risk for HIV increases in approximately 1

week. Because of the life-long consequences of an HIV infection, providers

must consider the risk of stopping PrEP as heavily as the risk of continuing

PrEP. PrEP is generally well tolerated with the most common reported side-

effects being renal toxicity and bone mineral density depletion, with rarer side

effects of lactic acidosis and hepatomegaly. Per standard of care and New York

State guidelines, PrEP recipients receive routine renal and liver monitoring.

When encountering laboratory abnormalities among PrEP recipients it is

tempting to assume it is due to PrEP medications, but we recommend a broad

differential and complete evaluation before discontinuation of PrEP. It is

tempting when encountering a potential iatrogenic harm to withhold "non-

essential" medication, but in a patient at high risk for HIV infection PrEP may

be an essential. In a model of the USA in 2014, the number needed to treat

(NNT) to prevent one HIV infection was 64. With such a low NNT providers

must have a high threshold to hold PrEP.

DON'T BE DERAILED BY A NEGATIVE TEST Yoko Tomoda1;

Hirokazu Kuroda1; Sandra Y. Moody2; Makito Yaegashi1. 1Kameda Medical

Center, Kamogawa, Japan; 2Kameda Medica Center & UCSF/SFVAMC,

Kamogawa City, Japan. (Control ID #2937754)

LEARNING OBJECTIVE #1: Diagnose tuberculous pleurisy with pleural

biopsy, even if the pleural fluid acid-fast bacilli (AFB) smear, PCR and culture

are negative

LEARNING OBJECTIVE #2: Obtain as many specimens as possible to

detect Mycobacterium tuberculosis, since the susceptibility is essential for

appropriate long-term therapy

CASE:A28-year-oldwoman presented to our outpatient clinic with a nine-day

history of low-grade fever, left chest pain and dyspnea. She denied cough,

sputum, weight loss, night sweats and anorexia. Chest radiograph revealed a

left pleural effusion, raising suspicion for pneumonia. Empiric amoxicillin/

clavulanate and doxycycline were prescribed. The pleural effusion, however,

persisted. Tuberculosis was suspected, and sputum and pleural effusion were

tested for AFB smear, culture and tuberculosis-PCR, which were negative.

Since the pleural fluid revealed lymphocytic predominance and an elevated

adenosine deaminase level (83.6 units/L), she was hospitalized for a pleural

biopsy. On physical examination, her vital signs were stable, except for a pulse

of 100 BPM. She was breathing comfortably, but had decreased breath sounds

in the left lower lung field. Percutaneous pleural biopsy with a Cope needle

was performed, but no parietal pleura obtained. She then underwent rigid

thoracoscopy, revealing scattered small granules on the intrathoracic wall.

Histopathology demonstrated caseating granulomas with Langhans giant cells

and a few AFB, which confirmed a diagnosis of tuberculous pleurisy. She was

discharged to home 12 days later on combination therapy, including isoniazid

(INH), rifampin (RMP), pyrazinamide (PZA) and ethambutol (EMB). After

two months, PZA was discontinued based on guidelines. One month after

stopping PZA, however, the Mycobacterium tuberculosis from the tissue

culture were found to be resistant to INH, and her therapy was changed to a

nine-month regimen of RMP, PZA and EMB. The pleural fluid cleared. Three

months after restarting PZA, neutropenia developed, and her regimen was

changed to RMP, levofloxacin and EMB.

IMPACT: This case illustrates the importance of pleural biopsy to diagnose

tuberculous pleurisy, even if pleural fluid AFB smear, PCR, and cultures are

negative.

DISCUSSION: In patients with tuberculous pleurisy, the sputumAFB smear is

rarely positive, and the culture is positive in only 25-33%. AFB smear of the

pleural fluid is also seldom positive, and the sensitivity of PCR and culture are

low at 62% and 25-30%, respectively. The pleural needle biopsy yields

granulomas in 75%, but the sensitivity of pleural thoracoscopy biopsy is nearly

100%. Thus, physicians should not rule out tuberculous pleurisy with negative

results of sputum and pleural fluid and should obtain a pleural biopsy. In Japan,

the incidence of drug-resistant tuberculosis is 12.7% and resistance to isoniazid

is 4.5%. It is important to obtain as many specimens as possible before

treatment, since the results of susceptibility testing are essential for appropriate

long-term therapy.
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DON'T FORGET THE PROTEIN: A CASE OF SECONDARY MEM-

BRANOUS NEPHROPATHY MANIFESTING AS HEADACHE Alex-

ander Teng; Sina Salehi Omran. UPMC, Pittsburgh, PA. (Control ID

#2945291)

LEARNING OBJECTIVE #1: Identify venous thrombosis as a potential

sequelae of membranous nephropathy

LEARNING OBJECTIVE #2: Recognize the potential harm of framing,

congruence, and confirmation bias

CASE: A 40 year old otherwise healthy safety manager presents with severe

headache. He was well until 3 weeks ago at which point he noted the onset of a

headache originating from his right ear with radiation to the front and back,

photophobia, and hyperacusis. Due to progressive symptoms, he went to the

hospital for evaluation. On arrival, his vitals and physical exam were unre-

markable. A CTHead demonstrated venous thrombosis of the right transverse,

right sigmoid, left transverse, and superior sagital sinus. Direct sequence

angiography and MRI confirmed such findings. Workup for hypercoagulable

processes including lupus anticoagulant, Factor V mutation, Prothrombin

gene, JAK2 was sent and later unremarkable. He was discharged home with

warfarin and follow up in hematology. Later that day, further review of labwork

by consultant services identified low protein (5.2 g/dL) and albumin (2.3 g/dL)

on initial tests. Patient was thus called and readmitted, with UA showing a

urine protein creatinine ratio of 6.5g/day, albeit serum creatinine normal.

Further tests revealed membranous nephropathy on biopsy, a negative PLA2R

antibody, 1:320 ANA titer in speckled pattern, positive SSA, anti-Smith, anti-

dsDNA. Ultimately, he was diagnosed with mixed collagen vascular disease

and started on prednisone and cellcept.

IMPACT: Independent of showing a rare presentation of nephrotic syndrome,

the case represents the dangers of cognitive bias, such as confirmation and

framing bias. It is important not overlook results that "do not fit" with the

current hypothesis. Also, the case highlights the importance of interdisciplinary

communication among the consultant and primary teams. In this era of in-

creased data exchange capabilities, team communication remains an area for

improvement.

DISCUSSION: Of all nephrotic syndromes, membranous nephropathy confers

the highest possibility of thrombosis (35%). There are several proposed causes,

among them the loss of coagulation proteins such as protein S and antithrombin.

Studies also suggest that venous thrombosis risk increases with lower serum

albumin levels, potentially doubling for every 1 g/dl drop in albumin. 2012

KDIGO guidelines recommend initiation of low-dose heparin for"high risk"

patients, and consideration of full anticoagulation with albumin levels <2.0-2.5

and significant comorbid illness. The case also illustrates how the interplay of

bias and interteam communication can result in nearmisses andmedical error. As

it is not a common culprit of dural venous thrombosis (0.6% per Ferro et al.

2004), the focus on more typical causes (e.g. hereditary, malignancy) resulted in

the delayed recognition of low albumin and total protein level. As such, congru-

ence and confirmation bias may have been at play.

DON'T GO BREAKING MY HEART Marjorie E. Bateman1; Celeste

Newby2. 1Tulane University School of Medicine, Mandeville, LA; 2Tulane

University School of Medicine, New Orleans, LA. (Control ID #2944113)

LEARNINGOBJECTIVE #1: Recognize stimulants as possible precipitants

of heart failure

LEARNING OBJECTIVE #2: Recognize the barriers in uncovering dietary

supplement use

CASE: A 27 year-old male bodybuilder presented with a 3-week history of

shortness of breath and bilateral lower extremity edema. He was taking

multiple supplements in preparation for bodybuilding competitions. He report-

ed an increased use of caffeine pills, ephedrine, and anabolic steroids. He

endorsed weight gain, which he attributed to increasing muscle mass from an

aggressive exercise regimen. Diffuse expiratory wheezing and bilateral 1+

peripheral edema were present on exam. Chest radiograph demonstrated

bilateral pulmonary edema and cardiomegaly. Transthoracic echocardiogram

revealed a left ventricular ejection fraction of 40-45% and enlargement of the

right ventricle. He was admitted for diuresis and management of acute systolic

heart failure exacerbation. An evaluation for the etiology of the patient's heart

failure, including cardiac MRI, was negative for ischemic, infectious, and

autoimmune disease. The patient's heavy use of stimulant-based supplements

likely led to the development of heart failure. The patient was counseled

extensively to discontinue these supplements prior to discharge.

IMPACT: A wide range of non-FDA regulated dietary supplements are

marketed to bodybuilding athletes in the United States. With minimal regula-

tion on these supplements, safety recalls are frequent. This case adds to the

evidence that stimulant-based dietary supplements can be especially detrimen-

tal to the cardiovascular system.

DISCUSSION: Although the FDA banned ephedrine alkaloids in 2004 for

their myriad cardiac side effects, the drug is still found in supplements today. In

small case series, anabolic steroids and ephedra have been associated with

cardiomyopathy and heart failure. Both substances can cause left ventricular

hypertrophy and diastolic dysfunction through stimulation of the adrenergic

system. Based on the temporal relationship between increased supplement use

and the onset of non-ischemic cardiomyopathy, the combination of ephedra

and anabolic steroids likely contributed to the development of heart failure in

our patient. While he was knowingly using these supplements, he was unaware

of cardiac risks associated with these substances. Multiple studies have dem-

onstrated that patients are unlikely to report dietary supplement use and

providers are unlikely to specifically ask about it. A 2002 National Health

Interview Survey study reported that only one third of patients disclosed

supplement use to their physicians. In an inpatient survey, only 20% were

asked about use of supplements at admission and 18% disclosed use to a

physician. In another survey of ambulatory patients, the most significant factor

predicting patient disclosure of supplement use was having the primary care

physician ask about use of these products. This case highlights the importance

of asking patients, especially young athletes, about the use of over the counter

supplements.

DON'T RUN FROMRUNYON'S CRITERIA: DIAGNOSIS ANDMAN-

AGEMENT OF SECONDARY BACTERIAL PERITONITIS Blair C.

Stone; Richard H. Zou; Elizabeth Eden. University of Pittsburgh, Pittsburgh,

PA. (Control ID #2939912)

LEARNING OBJECTIVE #1: Identify the diagnostic criteria for secondary

bacterial peritonitis

LEARNING OBJECTIVE #2: Explain the difference between spontaneous

and secondary bacterial peritonitis

CASE: A 70-year-old male with alcoholic cirrhosis presented with

acute-onset diffuse abdominal pain. He denied fevers, emesis, changes
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in bowel movements or rectal bleeding. Abdominal exam showed

marked distension, diffuse tenderness to palpation and shifting dull-

ness. Laboratory testing revealed creatinine 2.4 mg/dL and albumin

2.0 g/dL. Initial paracentesis was remarkable for neutrophil 4289/mm3,

lactate dehydrogenase (LDH) 202 IU/L, albumin 1.3 g/dL, glucose 68

mg/dL and total protein (TPro) 2.5 g/dL. He was started on ceftriax-

one for spontaneous bacterial peritonitis (SBP) and vancomycin after

Gram stain revealed Gram positive cocci. Computed tomography (CT)

without contrast showed massive ascites. Ascites fluid culture grew

vancomycin-resistant Enterococcus faecium and faecalis. His antibi-

otics were broadened to ceftriaxone and linezolid. Repeat CT with

contrast did not show evidence of perforation or abscess. Despite the

patient's polymicrobial ascites and fulfillment of Runyon's criteria for

secondary bacterial peritonitis, he was managed conservatively with

antibiotics in the absence of perforation or abscess on CT. Repeat

paracentesis revealed neutrophil 918/mm3 and negative ascites fluid

culture. The patient ultimately developed hepatorenal syndrome and

elected to pursue home hospice.

IMPACT: Secondary bacterial peritonitis is a rare cause of ascites typically due

to perforated viscus or abscess. Diagnosis relies on Runyon's criteria and

requires a high index of suspicion, as management differs from SBP despite

similar clinical presentations.

DISCUSSION: Secondary bacterial peritonitis should be suspected in patients

with ascites who have polymicrobial peritonitis, imaging findings concerning

for perforation, treatment failure with antibiotics alone or ascites fluid studies

suggestive of secondary bacterial peritonitis. Runyon's criteria is used to aid in

the diagnosis of secondary bacterial peritonitis and has an estimated specificity

of 96% and sensitivity of 67% if two or more of the following ascites fluid

features are met: TPro >1 g/dL, glucose <50 mg/dL, LDH greater than the

upper limit of normal. This is often supported by polymicrobial ascites fluid

Gram stain or culture. Patients who fulfill Runyon's criteria should undergo

immediate abdominal imaging to evaluate for active infection or perforated

viscus. Evidence of perforation necessitates immediate surgical evaluation

given nearly 100% mortality with medical management alone. Those without

indications for surgery may be managed as SBP with empiric antibiotics

targeted toward Gram negative and anaerobic organisms. Repeat paracentesis

should be obtained 48 hours after initial paracentesis to trend neutrophil count

and repeat ascites fluid culture.

DOUBLETROUBLE: DIABETIC KETOACIDOSIS SECONDARYTO

EXTREME EXOGENOUS AND ENDOGENOUS INSULIN RESIS-

TANCE Pragya Shrestha1; Rashmi Dhital2; Niranjan Tachamo2; Priyadarshani

Sharma1; Anthony A. Donato1. 1Reading hospital- Tower Health System,

Wyomissing, PA; 2Reading Hospital, West Reading, PA. (Control ID

#2938733)

LEARNINGOBJECTIVE #1:Recognize immunologically-mediated insulin

resistance with anti-insulin antibodies as a cause of severe cases of diabetic

emergencies not responding to high dose of insulin.

LEARNING OBJECTIVE #2: Identify immunosuppressive therapies as

treatment of these cases.

CASE: 87-year-old Caucasian male with diabetes mellitus type II (DM II)

presented to the emergency department with viral gastroenteritis. He hadDM II

for 25 years (HA1c:13.9%) and was on insulin glargine 15 units at bedtime and

aspart 7 units three times daily with meals. Laboratory investigations showed a

blood sugar of 751 mg/dL, anion gap >22 meq/L and Beta-Hydroxybutyrate >

8 mmol/L. He was admitted under DKA protocol and was started on regular

insulin infusion at 7U/hr (0.1 U/kg/hr). Despite increasing insulin infusion up

to 52U/hr, blood glucose remained elevated. Insulin antibody and C-peptide

were significantly elevated at >50U/ml and 7.59 ng/ml respectively. Patient

was given insulin aspart 30 U to assist in breaking his insulin-resistant cycle as

well as initiated on hydrocortisone 50 mg IV 8 hourly. Paradoxically modest

decrease in insulin requirements with the steroid treatment was observed.

Patient was then transferred to a tertiary care center where he was continued

on hydrocortisone with gradual reduction in blood sugar levels. He remains in

close follow up with endocrinology and has been continued on insulin aspart

mix (70/30) 25U in morning and 20U at night with dapagliflozin 5 mg once

daily and hydrocortisone 10 mg twice daily. He has been advised to avoid

Lantus (glargine) indefinitely.

IMPACT: I became aware of: 1.Keeping exogenous insulin resistance in

differential diagnosis in patients with severe DKA refractory to high dose

insulin. 2.Ordering insulin antibodies along with C-peptide in highly suspi-

cious cases. 3.Corticosteroids should be avoided in all cases of DKA, except in

this scenario ,where these help in stabilizing immune system forming antibod-

ies against exogeous insulin. 4. Using short acting insulin like aspart and lispro

for patients with this diagnosis.

DISCUSSION: Anti-insulin antibodies have been described in two

instances: In patients with Insulin Autoimmune Syndrome (Hirata's

disease), where insulin-naive patients develop antibodies - with post

prandial hyperglycemia (when insulin is bound to antibody) and

fasting hypoglycemia (with dissociation of bound insulin from anti-

bodies). However, Patients with insulin treated diabetes- antibodies are

of rare clinical significance. Few case reports of extreme immunolog-

ically mediated insulin resistance have been reported in diabetic pa-

tients with development of antibodies to exogenous insulin leading to

hyperglycemia and severe diabetic ketoacidosis (DKA).HLA-DR7 have

been reported to have susceptibility to development of exogenous

insulin antibodies.Plasmapharesis, corticosteroids and azathioprine have

been found to have therapeutic benefit. Insulin Lispro and Aspart have

been reported to be of lower immunogenic potential.

DRUG RASH WITH EOSINOPHILIA AND SYSTEMIC SYMPTOMS

(DRESS) SYNDROME Jennifer Kodela1; Srividhya lakshmanan2;

Kiandokht Keyhanian1. 1University of Massachusetts Worcester, Hudson,

MA; 2UmassMemorial Health Care, Shrewsbury,MA. (Control ID #2936709)

LEARNING OBJECTIVE #1: Recognize the clinical features of DRESS

syndrome

LEARNING OBJECTIVE #2: Need for early recognition of DRESS

syndrome

CASE: 64-year-old woman with a past medical history of epilepsy secondary

to cerebral hemorrhage who was started on antiepileptics in early 2017,

presented to UMass University Hospital for evaluation of diffuse rash. She

was found to be febrile, with rash covering >80% of her body. On review, she

had recently undergone several medication changes for seizure management.

Initially she was started on Levetiracetam when diagnosed with seizures . This

was discontinued 6 months later due to peripheral numbness. Later she was

started on carbamazepine with a dose escalation shortly after. Three weeks later
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she developed sore throat and oral blistering. She was seen by urgent care,

diagnosed as viral exanthem and sent home. Three days later she developed a

diffuse pruritic rash originating at her neck and traveling down to her legs. She

developed a fever 3 days later, presented to an outside hospital, and was sent

home with antihistamines. A month later she was found unconscious and

hypotensive at home by her daughter. She was then admitted to the outside

hospital and prescribed 5 days of 20 mg prednisone, hydrocortisone cream and

calamine lotion without significant improvement which prompted admission to

hospital. On admission she was noted to have perioral edema andmultiple pink

papules coalescing into annular plaques on the arms, legs, abdomen, and back

with central areas of sparing. No evidence of blisters or erosions. Patient had

leukocytosis of 13.9 with eosinophilia 36.2%, mild proteinuria, and

hematochezia. Skin biopsy revealed diffuse spongiosis with focal basal vacu-

olar changes and many eosinophils. No epidermal necrosis or blisters were

observed. Periodic -acid Schiff and Gram stains negative. These histopatho-

logical changes were consistent with DRESS versus early Steven Johnson

Syndrome. However, given eosinophilic predominance, DRESS was diag-

nosed. Carbamazepine was stopped. The patient was started on Prednisone

40mg twice a day with improvement of rash.

IMPACT: This case illustrates the potential challenge of diagnosing DRESS.

Drug rash with eosinophilia and systemic symptoms (DRESS) syndrome is a

rare, severe, drug reaction, typically involving fever, rash, eosinophilia, and a

variety of systemic presentations. Early recognition is crucial in minimizing

morbidity and mortality and for appropriate intervention and treatment.

DISCUSSION: Drug rash with eosinophilia and systemic symptoms syn-

drome is an adverse reaction with an estimated mortality rate of upto 10%.

Drugs most commonly associated with DRESS are anticonvulsants, allopuri-

nol, antibiotics and antivirals. This syndrome usually occurs 1-6 weeks into

therapy with the drug but may occur as late as few months after initiation.

Management involves prompt cessation of the drug and supportive care.

DRY AND WET BERIBERI IN A POST-BARIATRIC SURGERY PA-

TIENT Karen Yang; Darlene LeFrancois. Montefiore Medical Center, Bronx,

NY. (Control ID #2940687)

LEARNING OBJECTIVE #1: Recognize clinical features of beriberi

LEARNINGOBJECTIVE #2:Realize that post-bariatric surgery patients are

at risk for thiamine deficiency

CASE:A 63-year-old woman with morbid obesity status post roux-en-y

bypass 13 years ago presented with lower extremity neuropathic pain

for 5 years, worsening post-prandial emesis for months, and dyspnea

at rest for 1 day. She also had months of progressive leg weakness

leading her to be bed-bound. She had bilateral lung crackles, elevated

JVP, trace leg edema, mildly decreased bilateral hip flexion strength,

markedly diminished ankle dorsi- and plantarflexion, sensory loss to

pinprick to the upper third of both calves, and absent lower extremity

reflexes. Echocardiogram revealed left ventricular hyperkinesis and

high-normal cardiac index 3.7 L/min. Her EMG/NCS showed axonal

sensor imotor polyneuropathy and mul t i - leve l lumbosacra l

radiculopathy. The patient was suspected to have thiamine deficiency

manifesting as both dry and wet beriberi. Her prior whole blood

thiamine level was 65 nmol/L (normal 78-185), and repeated level

was 80 nmol/L (drawn at a nonfasting state, which is known to cause

false elevation). She was diuresed and treated with thiamine. Her

dyspnea resolved but neuropathic pain and weakness minimally im-

proved prior to discharge. She was later lost to follow-up.

IMPACT: The case highlights the importance of recognizing symptoms of

thiamine deficiency in patients with prior bariatric surgery.

DISCUSSION: Thiamine deficiency is a known complication of bariatric

surgery that can be seen in up to 18% of patients one year post-surgery, but

is usually asymptomatic. Dry and wet beriberi are classic syndromes of

thiamine deficiency. Dry beriberi involves axonal sensorimotor

polyneuropathy mainly in the lower extremities. Wet beriberi manifests as

high-output heart failure due to decreased systemic vascular resistance, or

more severely, depressed myocardial function and hypotension. Peripheral

polyneuropathy from thiamine deficiency after bariatric surgery has been

reported in the literature—presenting as rapidly progressive ascending weak-

ness resembling Guillain-Barre syndrome, or as insidious, late-onset distal

sensorimotor polyneuropathy. In contrast, there are no documented cases

relating cardiac beriberi to bariatric surgery. Whole blood thiamine liquid

chromatography/mass spectrometry is superior to available alternatives such

as erythrocyte transketolase activity assay which indirectly measures thiamine

status. The test should be drawn prior to thiamine supplementation in a fasting

state to avoid false elevation. With thiamine supplementation, cardiac beriberi

may improve in hours to days while dry beriberi may take weeks to months to

respond, with delayed treatment associated with poor improvement in neuro-

logical symptoms. In the appropriate clinical setting, clinicians should consider

beriberi as the diagnosis in patients with prior bariatric surgeries and ensuing

polyneuropathy or heart failure.

DYSPNEAANDHEMOPTYSIS: A RAREAND POTENTIALLYLIFE-

THREATENINGPRESENTATIONOFLUPUSAnthony J. Nicolas; Jason

Phillippi. Baystate Medical Center, Springfield, MA. (Control ID #2945166)

LEARNING OBJECTIVE #1: Diffuse alveolar hemorrhage (DAH) is a rare

and life-threatening complication of SLE

LEARNING OBJECTIVE #2: An aggressive, multimodal approach to im-

munosuppression is required to alter disease course of DAH in the context of

SLE.

CASE: A 20 year old male, with no past medical history, presented for

progressive subacute dyspnea on exertion, hemoptysis, and profound ane-

mia (Hgb 5.2 g/dL, MCV 75 fL, Ferritin 87 ng/mL, Iron Level 19 mcg/

dL, Transferrin Saturation 5%). Direct Coombs was positive, but without

convincing evidence of hemolysis (Haptoglobin 114mg/dL, LDH 367

U/L.) Remaining labs were unremarkable except for subnephrotic range

proteinuria (TP/Cr 1.04) raising suspicion for a multisystem autoimmune

process, such as Goodpasture syndrome. Nephrology, Rheumatology,

Pulmonology, and Hematology were consulted. On day 3 of his initial

11-day admission, a bronchoscopy was done which was consistent with

diffuse alveolar hemorrhage. Lung biopsy was deferred given the risks.

With clinical concern for Goodpasture syndrome, the patient was started

on high dose (1g/day x3 days) IV methylprednisolone and plasmapheresis.

Serologies returned with positive ANA (1:1280, speckled), positive anti-

dsDNA, low complement (C3 50 mg/dL, C4 5 mg/dl). Renal biopsy

revealed membranous nephritis (Class V lupus nephritis). Anti-GBM,

ANCA, and anti-cardiolipin were negative. HIV, T-spot, and Hep B/C

serologies were also negative. Plasmapheresis was stopped and rituximab

started following the diagnosis of SLE. His hemoptysis and dyspnea
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resolved, and he was transitioned to prednisone with the plan to continue

rituximab on discharge. He was re-admitted from clinic 4 days later with

worsening hemolytic anemia (Haptoglobin <10 mg/dL LDH 465, Total

bilirubin 1.5 mg/dL), hemoptysis, and hypoxia requiring O2 supple-

mentation. A CT angiogram chest showed diffuse ground glass opac-

ities. Cyclophosphamide was added along with further pulse-dose

steroids leading to resolution of the patient's symptoms. The patient

was discharged hospital day 7 with rituximab (weekly x4), cyclophos-

phamide (q2 weeks x6), prednisone taper, and Bactrim prophylaxis.

He remained asymptomatic at pulmonology follow up 2 months later.

IMPACT: This case highlights a rare cause of hemoptysis and a very rare

presentation of lupus. Aggressive diagnosis and treatment are needed, albeit in

the absence of strong evidence of best treatment practices.

DISCUSSION: Diffuse alveolar hemorrhage (DAH) is a very rare complica-

tion of SLE, and it can occasionally be the presenting feature. Notably,

hemoptysis is absent in roughly half of patients on initial presentation, and a

high index of suspicion is required. Mortality may be as high as 50% in SLE

patient's with DAH. Glucocorticoids are central to management, generally with

cyclophosphamide, and occasionally rituximab. This patient demonstrated

ongoing DAH despite steroids and rituximab. Clinical remission in this patient

was ultimately achieved with a combination of rituximab, cyclophosphamide,

and steroids.

DYSPNEA IN GRAVES DISEASE: PULMONARY EMBOLISM (PE)

AND MITRAL REGURGITATION (MR) AS POSSIBLE CAUSES

NITISH GUPTA; Howard Soh; Nidhi Dhar. Montefiore Medical Center,

Bronx, NY. (Control ID #2945380)

LEARNING OBJECTIVE #1: Recognize uncommon cardiovascular mani-

festations of hyperthyroidism

CASE: 48 year-old female with history of Graves disease, non-compliant with

medications, 2 months old history of unprovoked PE with negative

hypercoagulable workup presented with a 1 month history of dyspnea

and orthopnea. Exam was remarkable for tachycardia, bibasilar

crackles, distended abdomen, and bilateral lower extremity edema.

She had an undetectable thyroid stimulating hormone and bilateral

pleural effusions on chest x-ray . Echo revealed a high cardiac output

state with moderate mitral regurgitation and borderline pulmonary

hypertension. Repeat CT chest revealed no pulmonary embolism.

Symptoms and fluid status improved with inpatient diuresis and initi-

ation of methimazole.

IMPACT: Pulmonary embolism, valvular disease, and pulmonary hyperten-

sion are potential, rare manifestations of hyperthyroidism that should be

considered when evaluating dyspnea in a patient with Graves disease

DISCUSSION: Franchini et al. in a systemic analysis reported 34 cases

of venous thromboembolisms, all unprovoked, in thyrotoxic patients of

which 4 had pulmonary embolisms.1 Lin et al using a nationwide

population-based dataset, following 53,418 patients and adjusting for

potential confounders over a 5-year period reported that the risk of having

PE during the five year follow-up period was 2.31 times greater (95%

confidence interval 1.20-4.45, P = 0.012) for patients with hyperthyroid-

ism than for patients in the comparison cohort.2 Thyrotoxicosis has been

shown to have endothelial dysfunction and decreased fibrinolytic activity.

Along with elevated levels of vWf, tissue plasminogen activator inhibitor-

1 and antithrombin III, decreased levels of tissue plasminogen activator,

shortened aPTT and increased turnover of coagulation factors II, VII, IX

and X, all have been thought to be a cause for hypercoagulable state.

Despite history of PE, repeat CT during this admission did not reveal the

PE. But echo done for dyspnea revealed a moderate mitral regurgitation.

A finding that has been described in literature as valvulopathy associated

with hyperthyroidism, with resolution after restoration of normal thyroid

function.3 Patient's echo also revealed pulmonary hypertension, if isolated,

is another uncommon but widely reported finding associated with hyper-

thyroidism. Mechanism of both findings have been thought to involve

autoimmune vascular endothelial damage. Referances 1. Franchini M,

Lippi G, Targher G. Hyperthyroidism and venous thrombosis: A casual

or causal association? A systematic literature review. Clin Appl Thromb

Hemost. 2011;17:387-92 2. . Increased risk of pulmonary embolism

among patients with hyperthyroidism: a 5-year follow-up study. Lin HC,

Yang LY, Kang JH. J Thromb Haemost. 2010 Oct; 8(10):2176-81 3.

Pierre K, Gadde S, Omar B, Awan GM, Malozzi C. Thyrotoxic

Valvulopathy: Case Report and Review of the Literature. Cardiology

Research. 2017;8(3):134-138

DYSURIA AND STERILE PYURIA IN A KIDNEY TRANSPLANT

PATIENT: UREAPLASMA UREALYTICA URETHRITIS Siyi

Shangguan3; Christopher T. Smith1; Weijia Wang2; Amar Kohli3; Janel

Hanmer4. 1University of Pittsburgh Medical Center, PITTSBURGH, PA;
2Tufts Medical Center, Boston, MA; 3UPMC, Mars, PA; 4University of Pitts-

burgh, Pittsburgh, PA. (Control ID #2909826)

LEARNING OBJECTIVE #1: Diagnose Ureaplasma Urealytica infection in

immunosuppressed patients with dysuria and sterile pyuria.

CASE: A 37-year-old man with kidney transplant 9 years ago for IgA ne-

phropathy on immunosuppression presented with one week of dysuria. He

went to an urgent-care clinic after two days of symptoms where a urinalysis

was reportedly "dirty", and oral cefuroxime was started. Urine culture, gonor-

rhea and chlamydia screen collected in the clinic were negative. He was

admitted to our medicine floor from Emergency Department after he had no

improvement in symptoms. Past medical history was notable for Banff 1A-1B

acute cellular rejection and antibody mediated rejection (with mild interstitial

fibrosis and tubular atrophy) 3 years ago. Vital signs, cardiopulmonary, ab-

dominal and genitourinary physical exams were normal. Bloodwork showed

normal WBC, BUN 34mg/dl, creatinine 2.2mg/dl (at baseline). Urinalysis:

cloudy appearance, 3+ urine blood, 3+ leukocyte esterase, negative nitrite,

protein 100mg/dl, greater than 100 WBC, few WBC clumps, RBC 2 to 3.

Urine eosinophil (+). Repeat gonorrhea and chlamydia screening, urine cul-

ture, trichomonas Vaginalis RNA and urine fungal culture remained negative.

Transplant renal ultrasound revealed unremarkable graft kidney and bladder.

He failed to improve after 2 days of empirical ceftriaxone. The decision was

made to trial doxycycline for atypical pathogen coverage. Additional micro-

biology workup included: AFB culture, PCRs of BK virus, adenovirus,

Mycoplamsa Hominis, Ureaplasma Urealyticum and Ureaplasma Parvum.

On the second day of doxycycline, patient reported tremendous improvement

of dysuria and was discharged to complete a 10 days' course. Later his urine

ureaplasma urealytica PCR came back positive while other tests were finalized

as negative. A post-discharge phone call confirmed complete resolution of his

dysuria.
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IMPACT: The differential of sterile pyuria in this patient is broad: urinary tract

infection, transplant rejection, IgA nephropathy relapse, urolithiasis, neoplasm,

interstitial cystitis or interstitial nephritis secondary to cefuroxime. Benefits of

empiric antibiotic administration outweighed the risks in an immunosup-

pressed patient with prominent dysuria symptom, and atypical pathogens

should be considered if first line empirical therapy fails.

DISCUSSION: Ureaplasma urealyticum is associated with urogenital tract

conditions. Its precise pathogenic role remains unproven given its common

genitourinary colonization in healthy asymptomatic adults and its difficult

detection due to the fastidious growth requirements. Immunocompromised

patients are predisposed to develop diseases. Ureaplasma should be considered

in such population presenting with non-gonococcal urethritis and/or sterile

pyuria. Urine sample PCR is the diagnostic test of choice. The suggested

treatment is doxycycline, while macrolides and fluoroquinolones are appropri-

ate alternatives.

E-CIGARETTE TECHNOLOGY CAUSING BURN INJURY Jeannette

F. Stein; Achamma Abraham. Duke University Medical Center, Durham, NC.

(Control ID #2944611)

LEARNING OBJECTIVE #1: Patient safety is a concern to the internist

treating patients on home oxygen. The internist should be aware of the

technology of e-cigarettes.

LEARNING OBJECTIVE #2: Although patient education includes risks of

cigarette use while on home oxygen, the risks of alternative tobacco products

should also be emphasized.

CASE: 72 year old with a past medical history significant for diabetes, morbid

obesity with likely obesity hypoventilation in addition to obstructive lung

disease, on home oxygen. This patient smoked in spite of being instructed

not to smoke e-cigarettes while using oxygen. This patient suffered second

degree burns to his face, nose, mouth and tongue after lighting an e-cigarette,

while on oxygen. He was admitted to the Burn Service Intensive Care Unit.

Following discharge, all E-cigarettes, cigars and cigarettes were removed from

the home.

IMPACT: Smoking patterns in the US are changing. 1 As cigarette use has

declined, there has been a concomitant surge in the use of non-cigarette

tobacco products. Referred to as alternative tobacco products, these include

cigars, smokeless tobacco, hookah, and electronic cigarettes. We present a

patient who sustained burn injury as a complication from the use of e-

cigarettes. Patients who sustain burn injuries usually require care in a university

burn setting, often with complicated recoveries. This risk represents a largely

unrecognized health hazard. Though most papers on e-cigarette use discuss the

potential of chemical exposure to the smoker, this vignette adds burn injury as a

significant risk. Electronic cigarettes (e-cigarettes) are battery-operated devices

resembling traditional cigarettes. 2 Instead of burning tobacco, they are

nicotine-filled cartridges that may also contain other chemical substances.

When used, chemicals in the cartridge are turned into a steam (vapor) that is

inhaled. The types or concentrations of chemicals in e-cigarettes, including

nicotine, vary substantially. Because e-cigarettes have only been readily avail-

able in the United States since 2006, there is limited research on the risks.3 A

number of papers discuss not only the changing philosophy of nicotine use but

also the lack of regulation of alternative tobacco products. 4 Of these, e-

cigarettes are the least regulated and are not FDA-approved as a means to quit

smoking. E-cigarettes have no warning labels and can be sold to those of any

age. 5 Burn injuries of any magnitude are associated with significant morbidity

aswell as health care cost. Any preventative measures are likely to reduce these

features.

DISCUSSION:Most authors writing on the topic of health hazards relating to

e-cigarettes remark on the lack of scientific material relating to this topic. Many

request further research on the health consequences. Most note the increase in

use of these products, but agree that their use in smoking cessation is limited. 6

As the increase in use of e-cigarettes is noted, so are the likely known risks.

EASY TO TREAT, EASY TOMISS: A RARE PRESENTATION OFAN

INCREASINGLY COMMON DISEASE Paul Levy; Brendan Huang;

Bharat Maraj. UCSF, San Francisco, CA. (Control ID #2939120)

LEARNINGOBJECTIVE #1:Recognize the clinical and laboratory features

of acute Hepatitis C infection

LEARNING OBJECTIVE #2: Understand how the time course of HCV

infection influences management of the disease

CASE: A 43 year-old man with a history of intravenous (IV) drug use

presented to the emergency department complaining of "yellow eyes" for 4

days with associated watery, non-bloody diarrhea. He did not have abdominal

pain, anorexia, or nausea, and denied herbal supplement use or recent travel.

His exam showed jaundice and scleral icterus without mental status changes or

asterixis. His abdomen was soft, non-tender, and non-distended. Laboratory

tests revealed transaminitis and conjugated hyperbilirubinemia. Liver function

tests from 1-year prior were normal. Urine toxicology was positive for

methamphetamine and heroin. Acetaminophen and ethanol levels were

negative. Ceruloplasmin, anti-smooth muscle antibody, and anti-

mitochondrial antibody were within normal limits. Hepatitis A serol-

ogies were consistent with past immunity and hepatitis B serologies

were negative. Hepatitis C virus (HCV) antibody was negative 6

months prior to presentation. Repeat HCV antibody on presentation

was reactive with an elevated viral load of 390,000 IU/L, indicative of

acute HCV infection. During the patient's hospital stay his ALT

reached 2122 U/L and his conjugated hyperbilirubinemia peaked at

24 mg/dL before both down-trended. His INR and mental status

remained normal. He was given a putative diagnosis of acute hepatitis

C infection and was discharged with GI follow up.

IMPACT: Acute HCV infection is often asymptomatic and rarely leads to

hospitalization. This case demonstrates how HCV can mimic other infectious,

metabolic, and toxic diseases. Understanding the time course and incubation

period of HCV is crucial given the available treatments, especially with an

increasing incidence of HCV.

DISCUSSION: Recently, reported cases of HCV infection have tripled in the

setting of rising IV drug use, particularly among whites living in non-urban

areas. Acute symptomatic HCV is rare and often presents with vague

symptoms—such as jaundice, nausea, and RUQ pain—that mimic other

etiologies. Accurate diagnosis is crucial given the time course of the disease

and recent improvements in treatment. Acute infection presents with transam-

inases greater than 10-20 times the upper limit of normal, although levels

greater than 40 times the upper limit have been reported. Patients may have

elevated bilirubin, although no reported cases were found with a 25-fold

increase, as in our patient. The presence of jaundice, recent exposure, and an

elevated serum viral load indicated an acute HCVinfection in our patient. Once

acute infection has been diagnosed, a viral load is repeated 12 weeks after

suspected exposure to determine if the virus has been spontaneously cleared or

JGIM ABSTRACTS S509



progressed to chronic infection (~50%of cases). Therapy should be initiated 12

weeks after suspected exposure to avoid treating patients who may clear the

virus spontaneously.

EDEMA AND A SURPRISING ECHO - THE DIFFERENTIAL OF A

RIGHT SIDED HEART MASS Neha S. Paralkar; Nancy A. LaVine.

Northwell Health, New Hyde Park, NY. (Control ID #2945037)

LEARNING OBJECTIVE #1: Describe the presentation and differential for

right sided heart masses

CASE: A 43-year-old female RN with pre-diabetes and fibroids pre-

sented for an outpatient visit complaining of lower extremity edema,

palpitations and dyspnea. Edema was present for two months, starting

in the ankles and progressing up the legs. She had no history of

cardiac disease or personal or family history of thromboembolic dis-

ease. Medications included metformin and estrogen for the past two

months, as patient was planning IVF (she had no history of prior

pregnancies or miscarriage). Exam was notable for a healthy appearing

obese woman, BP 120/90 and HR of 91 with bilateral 3+ pitting

edema, normal heart exam and EKG; CBC, CMP, UA and TSH were

normal. LE doppler was negative for DVT. Transthoracic echo re-

vealed a 4.1 x 1.8 cm highly mobile echo dense mass of unclear

etiology, attached to the tricuspid valve, prolapsing into the right

ventricle. The main differential included myxoma and thrombus. The

patient underwent urgent surgical excision and pathology showed a

4.5x2.4x1.6 cm organized thrombus.

IMPACT: This case required a thoughtful review of the differential of right

sided heart masses. Although excision did ultimately provide a tissue diagno-

sis, the time between echo and pathology result provided an opportunity for

further investigation of potential causes. Right sided heart masses that obstruct

blood flow can present with symptoms of right sided heart failure (peripheral

edema, hepatomegaly, ascites, dyspnea). Myxomas, the most common primary

cardiac tumor, are frequently left sided, with right ventricular myxomas ac-

count for less than 5% of all myxomas. Papillary fibroelastomas, lipomas,

sarcomas, and solid tumor metastases are uncommon. Thrombi occur with

stasis and akinetic myocardium; in a normal heart, cardiac thrombi can be

associated with malignancy, ulcerative colitis, Behcet's syndrome, and

hypercoaguable states. Vegetations from infective endocarditis or

Libman-Sacks endocarditis should also be considered. TTE can char-

acterize a mass and its mobility. Cardiac MRI with contrast is the gold

standard imaging modality to differentiate between tumor and throm-

bus, but in this case, as in others reported, the diagnosis was depen-

dent on the surgical pathology.

DISCUSSION: This case highlights the presentation of right ventricular

mass of unknown etiology in a previously healthy patient, with em-

phasis on working through an uncommon differential. Symptoms of

right sided obstruction were present, without history or evidence of

structural heart disease. Right ventricular myxomas are rare, though

this could not be ruled out until pathology. An isolated cardiac

thrombus is uncommon, especially in a patient without other evidence

of VTE. Although the pathologic diagnosis of thrombus was made

with excision, the etiology of the thrombus remains unknown. The

patient is currently undergoing extensive hypercoagulable workup, and

early results suggest Antiphospholipid syndrome may be the culprit.

EMBOLIC STROKE ASSOCIATEDWITH PULMONARYARTERIO-

VENOUS MALFORMATION AND HEREDITARY HEMORRHAGIC

TELANGIECTASIA: DO NOT MISS THE PRESENCE OF FRE-

QUENT EPISTAXIS, SUGGESTIVE FAMILY HISTORY, AND

TONGUE TELANGIECTASIA Keishiro Sueda; Yoshimasa Hamahata;

Masao Horiuchi; Jun Ehara; Eiji Hiraoka. Tokyo Bay Urayasu Ichikawa

Medical Center, Urayasu, Japan. (Control ID #2941150)

LEARNING OBJECTIVE #1: Recognize hereditary hemorrhagic telangiec-

tasia (HHT) and pulmonary arteriovenous malformation (PAVM) can cause

embolic stroke.

LEARNING OBJECTIVE #2: Recognize the clinical features of HHT.

CASE: A 45 year-old male with a history of frequent epistaxis developed a

sudden loss of left visual field. He denied any numbness, weakness, and

dysarthria. Initially noted family history was significant only for brain abscess

in his mother. On examination, he had left homonymous hemianopia with

otherwise normal neurological findings. Laboratory studies showed normal

complete blood cell counts, renal, liver function tests, HbA1c, lipid and coagu-

lation panels. Magnetic resonance (MR) imaging of the head detected an acute-

phase large infarction in the right occipital lobe with normal MR angiography

findings. Electrocardiogram and in-hospital cardiac monitor showed sinus

rhythm, never detected atrial fibrillation. Deep vein thrombosis of the legs was

excluded by ultrasound. Considering the sudden mode of onset, the large size of

infarct, and the lack of atheromatous lesion, he was diagnosed with embolic

stroke. Transesophageal echocardiography with agitated normal saline showed

microbubbles were detected in the left ventricle 4 cardiac cycles after injection,

suggesting the presence of an intrapulmonary shunt. Then, chest contrast-

enhanced CT discloseds a PAVM, considered to be the embolic source. Careful

review of the patient's family history revealed frequent epistaxis in his son and

brother, brain abscess both in his mother and niece, and PAVM in his niece.

Repeated physical exam noticed tongue telangiectasias. The history of recurrent

epistaxis, tongue telangiectasias, and PAVM established the diagnosis of HHT.

The patient received anticoagulants and recovered well. Embolotherapy to the

PAVM was done later. He has been well for 6 months.

IMPACT: In patients with embolic stroke without apparent sources, we must

consider the possibility of HHTwith PAVM. Detection of HHTand therapy of

PAVM reduce CNS events.

DISCUSSION: We reported a case of embolic stroke caused by previously

undiagnosed PAVM and HHT. HHT is an autosomal-dominant genetic disease

and its prevalence are one in 5,000-8,000 in Japan and 16,500 inNorthAmerica. Its

diagnosis is made when three of the followings are present: spontaneous and

recurrent epistaxis; multiple mucocutaneous telangiectasias at characteristic sites;

visceral involvement; and family history of HHT among first degree relatives.

Approximately 30% of the HHT patients have PAVM. Themost common etiology

of PAVM is HHT. Patients with PAVM are at risk for CNS events such as stroke

and brain abscess. Embolotherapy to PAVM reduces the CNS events, reportedly.

However, most patients with HHT are not diagnosed before the CNS events.

Therefore, physicians should be aware of the clinical features of HHT for its timely

diagnosis and treatment of HHT complicated PAVM before the preventable CNS

events occur.

EOSINOPHILIA AS A RARE PRESENTATION OF PANCREATIC

CANCER Trevor D. Argall; Yogita Segon. Medical College of Wisconsin,

Waukesha, WI. (Control ID #2945611)
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LEARNING OBJECTIVE #1: Recognize eosinophilia as a rare presentation

of pancreatic cancer

CASE: A 72-year-old female was admitted following a negative workup for

recurrent ascites at an outside hospital. She was also complaining of 10-pound

weight loss, decreased appetite, weakness, fatigue, nausea, and late-onset

diabetes which developed in the past year. She had a 20 pack-year smoking

history and quit in 1985. Physical exam revealed abdominal distension but was

otherwise unremarkable. Complete metabolic panel revealed acute kidney

injury (AKI), hyponatremia to 125 mmol/L, and an albumin of 2.9 g/dL.

Complete blood count showed a hemoglobin of 16.8 g/dL, hematocrit of

51%, White Blood Cell (WBC) count of 46,700/uL with 10% neutrophils,

and a platelet count of 402,000/uL. Diagnostic paracentesis demonstrated a

WBC count of 2,070/uL with 58% eosinophils and a SAAG of 2.0. No

malignant cells were seen. Serum uric acid was 9.6 mg/dL and CA125 was

106.2 U/mL. Amylase, lipase, CA19-9 and CEA levels were normal. Abdom-

inal computed tomography (CT) showed a 2x2 cm pancreatic mass and

peritoneal carcinomatosis. Per the patient, this mass was present 7 years ago

and measured 3x3 cm. Endoscopic ultrasound (EUS) guided biopsy of the

mass at the outside hospital was consistent with an inflammatory mass without

evidence of malignancy. Bone marrow biopsy did not show evidence of a

primary eosinophilia or myeloproliferative disorder. Repeat EUS biopsy of the

pancreatic mass demonstrated a poorly differentiated carcinoma.

IMPACT: This case changed my thinking by integrating eosinophilia into the

symptom profile of solid tumor malignancy. I will think of solid tumor

malignancy, including pancreatic cancer, in the differential diagnosis of eosin-

ophilia. This case also teaches caution against over-reliance on diagnostic tests.

EUS guided biopsy and CA 19-9 have a high negative predictive value (Yang

et al), and both were falsely negative in this patient.

DISCUSSION: Eosinophilia is uncommon in the absence of parasitic infec-

tion, allergic diseases, or collagen vascular disorders. After ruling out common

causes of eosinophilia, the differential diagnosis must expand to include less

common causes such as primary bone marrow disorders and solid tumor

malignancy. In the presence of other symptoms associated with malignancy,

one should consider a workup for pancreatic cancer and other solid tumors,

even in the presence of normal tumor markers. There are only three reported

cases in the literature where pancreatic cancer presented with eosinophilia

(Ibrahim U et al). The workup for pancreatic cancer should be diligent and

persistent in a patient with unexplained eosinophilia and a pancreatic mass on

CT of the abdomen. Yang Yet al. EUS-guided fine needle core biopsy for the

diagnosis of pancreatic malignant lesions: a systematic review and Meta-

Analysis. Scientific Reports. 2016;6:22978 Ibrahim U et al. Eosinophilia as

the presenting sign in pancreatic cancer: an extremely rare occurrence. Post-

grad Med. 2017 Apr;129(3):399-401

EOSINOPHILIA CAUSING PERIPHERAL NEUROPATHY Jesse D.

Faulk; Soujanya Thummathati; Yedla Parekha. University of Alabama at

Birmingham Huntsville Regional Campus, Huntsville, AL. (Control ID

#2945750)

LEARNING OBJECTIVE #1: Assess the cause of eosinophilia

LEARNING OBJECTIVE #2: Recognize manifestations of eosinophilia

CASE: 75-year-old Caucasian male with past medical history of right eye

melanoma status post resection presented to the emergency department due to a

two-week history of weakness and numbness in lower extremities. Patient

started with lower extremity muscle weakness two weeks prior and then

developed decreased sensation that began in his feet and ascended to mid-leg

bilaterally. Patient denied any recent fevers, weight loss, diarrhea, or skin

lesions. He had decreased vibratory and sharp sensation of lower extremities

to the level of mid-shin with symmetrical lower extremity weakness (3/5).

Initial labs revealed WBC count of 25x103/μL, hemoglobin of 15.1 g/dL, and

absolute eosinophil count of 9.5x103/μL (normal 0-0.5x103). Vitamin B12 and

TSH were normal. Nerve conduction study of lower extremities revealed

primary axonal sensory motor polyneuropathy. Strongyloides antibody, c-

ANCA, p-ANCA, and HIV were negative. IgE was 229 IU/mL. Bone marrow

biopsy revealed markedly increased eosinophil precursors but no monotypic

B-cell or abnormal T-cell population identified. Patient was diagnosed with

idiopathic hypereosinophilic syndrome (HES) and started on IV steroids. His

symptoms mostly resolved after one week of therapy.

IMPACT: This case changed my practice by realizing the importance of fully

evaluating the cause of an uncommon lab value and uncommon clinical

manifestation. In this case, both the degree of hypereosinophilia and the

manifestation of peripheral neuropathy were unusual. It was important to

systematically work-up the hypereosinophilia to determine cause and to fully

evaluate for other potential causes of peripheral neuropathy to avoid premature

closure.

DISCUSSION:Hypereosinophilia is defined as tissue hypereosinophilia or an

absolute eosinophil count of > 1500 cells/μL on two separate exams separated

by one month. When hypereosinophilia is associated with organ damage it is

termed hypereosinophilic syndrome (HES). HES can be subdivided into

primary HES, in which there is an underlying clonal process, or secondary

HES, in which there is polyclonal eosinophil expansion. HES with no known

cause is termed idiopathic HES. Presenting symptoms vary, but skin, lung, and

gastrointestinal tract are most commonly involved. Less commonly, HES

causes cardiac and neurologic findings. Neurologic findings in HES include

cerebral thromboemboli, encephalopathy, and peripheral neuropathy. Periph-

eral neuropathy is thought to account for half of the neurologic manifestations

of HES.

EOSINOPHILIC ESOPHAGITIS PRESENTING WITH SPONTANE-

OUS ESOPHAGEAL RUPTURE Tanureet Kochar; Mohammed Farhan

Khaliq; Brittain McJunkin. Charleston Area Medical Center, Charleston,

WV. (Control ID #2945515)

LEARNING OBJECTIVE #1: To increase awareness of eosinophilic esoph-

agitis as a cause of spontaneous esophageal rupture in relatively young,

otherwise healthy patients.

CASE: Eosinophilic esophagitis (EoE), once considered a rare disease, has

been increasingly recognized as a leading cause of dysphagia in the last few

decades. It is common in young patients with a history of atopy. Dysphagia and

food impaction are the usual presentations. Spontaneous esophageal perfora-

tion has rarely been described in association with EoE. We present a 40-year-

old female with known eosinophilic esophagitis who presented with sponta-

neous esophageal perforation from food impaction, requiring surgery. A 40-

year-old female with known EoE presented with acute chest pain. She was

eating a Frito chip and felt a pressure in her chest. She vomited to relieve the

pressure and heard a popping noise. Her previous endoscopies had revealed

multiple fibrotic rings in proximal and distal esophagus. She had had two

previous small perforations post dilation, treated conservatively. She was
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afebrile, hypotensive with BP 88/69 mmHg and tachycardic with HR in 120's.

Pertinent labs: WBC 33.8 with 90 neutrophils, hemoglobin 14.3gm/dL, creat-

inine 1.8 (baseline creatinine of 0.6). Esophogram showed a large tear of the

esophagus at the gastroesophageal junction with leak of contrast within left

upper quadrant. She developed respiratory distress requiring intubation and

mechanical ventilation. Chest X - ray revealed large left pleural effusion, with

small pneumothorax and pneumomediastinum. She underwent emergency left

thoracotomy, intercostal muscle flap placement over esophageal perforation,

covered esophageal stent placement and decortication of the left lung. Pleural

fluid cultures were positive for Enterobacter aerogenes and Candida, which

were treated with appropriate antimicrobial agents. Diet was slowly advanced,

and when she was able to swallow liquid diet, she was discharged home.

IMPACT: Spontaneous esophageal perforation is rare, but may strongly im-

plicate EoE in relatively young patients without other predisposing factors such

as alcoholism.

DISCUSSION: Eosinophilic esophagitis may predispose to spontaneous

esophageal rupture. This rare complication has been documented in 13 case

reports (11 adults, 2 children) and only one of the patients had been previously

diagnosed with EoE. It is hypothesized that the variable clinical spectrum of

EoE depends upon the extent of infiltration of eosinophils in the wall of

esophagus. In a relatively young patient with spontaneous esophageal rupture

and no predisposing factors such as alcoholism, EoE should be considered as a

most likely cause.

EOS INOPH IL I C MYOCARD I T I S S ECONDARY TO

ANGIOIMMUNOBLASTIC T-CELL LYMPHOMA Bradley F. Wood-

man; George Krakowski; Elizabeth H. Federici; W C. Ehmann; Joseph

Drabick; Michael G. Bayerl; Hong Zheng. Penn State Health/Milton S

Hershey Medical Center, Hershey, PA. (Control ID #2920691)

LEARNING OBJECTIVE #1: Manage a peripheral T-cell lymphoma com-

plicated by eosinophilic myocarditis and intracardiac thrombus.

CASE: The patient is a 63 year old male who was diagnosed with

angioimmunoblastic T-cell lymphoma (AITL) with initial presentation of

fever, rash, and non-specific GI symptoms. He had a CT abdomen/pelvis

which showed splenomegaly with diffuse LAD. A left axillary lymph node

biopsy was taken, pathology later revealed AITL. While awaiting biopsy

results, he presented to the emergency room with shortness of breath,

orthopnea, lower extremity edema, and 30-lb weight gain. On exam, vitals

were normal except tachycardia, bilateral diffuse wheezes and a 3+ pitting

edema of his lower extremities. Laboratory studies were remarkable for throm-

bocytopenia (Plts: 32/uL), hypereosinophilia (abs eos: 4.5k/uL), and elevated

troponin (0.05 ng/mL). EKG showed atrial fibrillation with RVR without ST

elevations. An echocardiogram demonstrated normal LV size and function

with EF 65%. However, there was apical obliteration of the LV and RV with

thrombus formation, as well as posterior wall thickening with posterior leaflet

restriction causing moderate mitral regurgitation. A cardiac MRI was consis-

tent with hypereosinophilic myocarditis and thrombus. The patient was treated

with furosemide and diltiazem. Therapeutic lovenox was started with platelet

transfusion support to keep platelets above 50,000/ul. Bone marrow biopsy

showed involvement of AITL. He then received cyclophosphamide, vincris-

tine, etoposide, and prednisone (COEP) chemotherapy for his AITL.

Anthracycline was omitted due to concerns for cardiotoxicity. His symptoms

of edema, dyspnea, and pruritic rash were shortly improved, and he was

discharged home and completed 6 cycles of COEP as an outpatient. A repeat

bone marrow biopsy and PET-CTshowed excellent response to treatment with

near complete remission.

IMPACT: This is the first reported case of eosinophilic myocarditis secondary

to AITL. The patient's cardiac disease, as a consequence of his lymphoma,

complicated his treatment.While CHOP is the standard treatment for AITL, his

chemotherapy regimen was modified to reduce cardiotoxicity. Despite holding

anthracycline, he achieved almost complete remission after six cycles of

COEP.

DISCUSSION: Hypereosinophilic syndrome (HES) is a rare and poorly

understood complication of PTCLs. Eosinophilic myocarditis results from

eosinophilic infiltration of the myocardium with subsequent necrosis and

fibrosis. These patients can develop arrythmias, cardiac thrombus, and heart

failure. The etiology of HES must be treated to prevent progression of myo-

carditis. Therapeutic anticoagulation is recommended for cardiac thrombus

associated with HES. While CHOP is the standard regimen for AITL, two

other reported cases of PTCL with hypereosinophilic myocarditis that were

treated with CHOP resulted in partial remission or death. In this case, although

anthracycline was held to minimize cardiotoxicity, the patient achieved almost

complete remission.

EOSINOPHILIC PLEURAL EFFUSION AS A RARE ADVERSE EF-

FECT OF CLOZAPINE Joseph L. Simonson; Courtney Kluger. Northwell

Health, Manhasset, NY. (Control ID #2940001)

LEARNING OBJECTIVE #1: Recognize peripheral eosinophilia and eosin-

ophilic pleural effusion as rare adverse effects of clozapine.

CASE: A 69-year-old man with schizophrenia admitted from a psychiatric

facility presented to the EDwith fever and cough. His psychiatrist reported that

the patient's mental status remained unchanged from baseline with persecutory

delusions, auditory hallucinations, and suicidal ideations. For treatment-

resistant schizophrenia, clozapine had been started six weeks prior. On hospital

admission, the patient was septic with fever of 101F and WBC 15.8. Physical

exam was notable for decreased breath sounds over the right base. CXR

revealed a corresponding right pleural effusion and basilar consolidation. There

was no evidence of myocarditis. In the midst of treatment with broad spectrum

antibiotics for presumed healthcare-associated pneumonia, the patient devel-

oped a new eosinophilia peaking at 16.6% of serum leukocytes. Non-contrast

CT chest showed a loculated right pleural effusion. Subsequent thoracentesis

yielded an exudative effusion with cytology comprised of 96% eosinophils.

The pleural effusion was drained with a pleural catheter and MIST-2 protocol

was used to facilitate drainage. Workup for possible etiologies of eosinophilic

effusion was negative including serum and pleural fluid assays for helminthic

and parasitic infections as well as serologies for vasculitides. Flow cytometry

was unremarkable aside from eosinophilia. After infectious, immune, and

hematologic etiologies were ruled out, an adverse reaction to the new medica-

tion clozapine was suspected as a diagnosis of exclusion. Clozapine was

tapered off by psychiatry and replaced with olanzapine, and the patient's fever,

leukocytosis, and eosinophilia resolved. Repeat CT scan six weeks after

discharge documented resolution of the pleural effusion.

IMPACT: Clozapine is the pharmacotherapy of choice for treatment-resistant

schizophrenia. Its feared adverse effect of agranulocytosis is addressed with

regular monitoring of the absolute neutrophil count. Less commonly known is

the risk of clozapine-induced eosinophilia. Here, we report a case of a patient
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with clozapine-induced peripheral eosinophilia who developed an eosinophilic

pleural effusion associated with the medication.

DISCUSSION: Clozapine is a widely used medication so it is important for

internal medicine physicians who are likely to care for patients with psychiatric

disorders in their careers to recognize this rare but dangerous side effect.

Clozapine induced eosinophilia also carries a risk of mortality due to myocar-

ditis and cardiomyopathy. Further investigation into the pulmonary, cardiovas-

cular, and hematologic effects of clozapine is needed.

EPISODIC CUSHING'S SYNDROME PRESENTING AS INTERMIT-

TENT FACIAL SWELLING Michael Grzeskowiak; Shitij Arora. Albert

Einstein College of Medicine, BRONX, NY. (Control ID #2945016)

LEARNINGOBJECTIVE #1:Recognize Episodic Cushing's Syndrome as a

variant of Cushing's Syndrome

LEARNINGOBJECTIVE #2:Recognize the high prevalence of normal tests

assessing hypercortisolism in Episodic Cushing's Syndrome

CASE:A 37-year-old female with a past medical history of PCOS and anxiety

presents to the hospital with facial swelling, facial erythema, and headaches for

1 day. She denied diarrhea. She described recurrent similar symptoms for the

past 4 years. Review of her selfies showed a near doubling of her facial

measurements during episodes. Upon exam, she was an obese female with

facial erythema and hirsutism. We ruled out carcinoid syndrome (normal 24-

hour urine 5 HIAA), pheochromocytoma (normal plasma metanephrines), and

mastocytosis (negative Darier's sign, normal tryptase levels); all of which can

present as intermittent facial swelling. She had normal AM cortisol and ACTH

levels but review of her records over the past year showed a variability in 24-

hour urine free cortisol with at least 3 peaks and 2 troughs. We suspected ECS.

A repeat MRI brain, she had a normal MRI brain within the past year, was

performed which showed a 4mm pituitary adenoma. She was scheduled for a

trans-sphenoidal hypophysectomy.

IMPACT: Episodic Cushing's Syndrome (ECS) is rare and often

underdiagnosed. When clinical suspicion is high for Cushing's Syndrome,

repeating standard tests following initial normal results will assist with

diagnosis.

DISCUSSION: ECS is defined as elevated cortisol levels occurring without

any temporal pattern. The etiologies for ECS are the same as for Cushing's

Syndrome and include ACTH-secreting pituitary adenomas, excess cortisol

produced by the adrenal glands or ectopic secretion of ACTH. There are

limited explanations for the periodicity but some suggest hypothalamic causes

as mediators of pulsatile ACTH hypersecretion including neurotransmitters

such as dopamine and GABA. Patients can present with a wide variety of

symptoms that can mimic multiple diseases. Some include skin changes,

weight gain, hypertension, diabetes, menstrual irregularities, emotional lability,

and depression, in turn making Cushing's Syndrome a diagnostic challenge.

When Cushing's Syndrome is suspected, it is recommended that a 24-hour

urinary free cortisol, overnight low-dose dexamethasone suppression tests, and

nighttime plasma and salivary cortisol assays be used for diagnosis. However,

patients with ECS can show normal results 54-92% of the time. In

patients with hypercortisolism phenotype and an initial negative bio-

chemical profile repeating measurements of urinary cortisol is a reli-

able test when ECS is suspected. When ECS is biochemically con-

firmed, further imaging and laboratory studies should be guided by the

ACTH dependency as indicated by the levels.

ERADICATING HEPATITIS C INFECTION - THE START OF AN

INFLAMMATORYCASCADE!Aliza Hussain; Amy H. Farkas. University

of Pittsburgh Medical Center, Pittsburgh, PA. (Control ID #2940570)

LEARNING OBJECTIVE #1: Recognize the relationship between hepatitis

C, anti-viral therapy, and sarcoidosis

CASE: A 61 year old male with known asbestos-related pleural disease and

recently treated hepatitis C virus (HCV) infection presented with several

months of progressively worsening dyspnea, cough, decreased appetite, and

weight loss. He had recently been treated for HCV with ledipasvir and

sofosbuvir and had achieved sustained viral response. His family history was

significant for sarcoidosis in a half-brother. Upon presentation, he was found to

be hypoxic requiring supplemental oxygen. Computed tomography of the

chest showed diffuse interstitial lung disease along with thickened

bronchovascular bundles, bilateral ground glass opacities, and mediastinal

and hilar adenopathy favoring the diagnosis of sarcoidosis. Further infectious

work up was negative. Autoimmune workup showed an elevated ACE at 111,

but was otherwise unremarkable. A definitive diagnosis of sarcoidosis was

made on the basis of trans-bronchial lymph node biopsy, which showed

numerous non-caseating granuloma. The patient was started on 60 mg pred-

nisone. On follow up, he was no longer requiring supplemental oxygen and

could walk 2 flights of stairs, with improvement in both appetite and weight.

IMPACT: It is estimated that 2.7 million people in USA are living with

hepatitis C infection1. While multiple case reports of sarcoidosis in patients

with HCV have been described, the majority of them were associated with

older drug regimens with interferon and ribaviran2. There is only one previous

case of sarcoidosis associated with direct-acting antivirals (DAA)3. With the

resulting increase in DAA use for treatment of HCV, it is likely that more

DAA-induced sarcoidosis will be encountered and makes it important for

clinician to be aware of this potential complication.

DISCUSSION: To the best of our knowledge, this is only the second case

reported of sarcoidosis in a patient treated for Hepatitis C with DAA. Sarcoid

granulomas are a result of complex interplay between immune cells and persis-

tent antigenic stimuli. While the hepatitis virus on its own may be a co-factor in

the pathogenesis, it has also been postulated that the eradication of HCVinfection

using DAA likely results in an abrupt change in the inflammatory milieu and

might induce sarcoidosis. 1. DennistonMm, Jiles Rb, Drobeniuc J, Klevens Rm,

Ward Jw, Et Al. Chronic Hepatitis C Virus Infection in the United States,

National Health And Nutrition Examination Survey 2003 To 2010. Ann Intern

Med. 2014;160:293-300. Doi: 10.7326/m13-1133 2. Ramos-Casals M, Mañá J,

Nardi N, Brito-Zerón P, Xaubet A, Sánchez-Tapias JM, et al. Sarcoidosis in

patients with chronic hepatitis C virus infection: analysis of 68 cases. Medicine

(Baltimore) 2005;84:69-80 3. Douhara A, Ogawa H, Nakatani S, Ozutsumi T,

Shioyama E, YoshikawaM, Ueda S. Efficacy and HCC development after DAA

therapy for patients with chronic hepatitis C: a single center retrospective cohort

study. Hepatoma Res 2017;3:215-20.

ESCHERICHIA COLI PYOMYOSITIS IN A PATIENT WITH PROS-

TATE CANCER Sarah Tran1; Jessica Logan2. 1George Washington Univer-

sity, Washington, DC; 2DC VAMedical Center, Washington, DC. (Control ID

#2939890)

LEARNING OBJECTIVE #1: Recognize the clinical presentation of

pyomyositis
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LEARNING OBJECTIVE #2: Treat primary bacterial pyomyositis

CASE: A 77-year-old man with prostate cancer presented with a 1-week

history of right thigh pain and edema with dysuria. He had fallen several times

at home, even prior to onset of the pain. He was febrile and tachycardic with

2/5 hip flexion secondary to pain, unilateral swelling, and tenderness to

palpation over the right anterior thigh without fluctuance. Laboratory studies

revealed a leukocytosis to 22 and 53 WBCs on urinalysis. Doppler studies

were negative for deep venous thrombosis. Urine grew E. Coli and he was

treated with ceftriaxone. His fever and leukocytosis did not improve. Blood

cultures remained negative. Subsequent CT of the right lower extremity

demonstrated an 8cmx8.4cmx19.4cm multiloculated abscess in the vastus

intermedius. Infectious Diseases was consulted. Interventional radiology

placed two drains, which eventually grew out E. Coli. After output decreased

and drains were removed, he was transitioned to a 10-day course of

cefpodoxime with resolution of symptoms.

IMPACT: The patient remained septic for over 72 hours before the source was

identified. Though he did not experience serious adverse effects, similar

patients in the future may be less fortunate. Further education of our colleagues

is critical in aiding early identification of pyomyositis.

DISCUSSION: Pyomyositis is classically characterized by a primary muscle

infection in the setting of trauma and an underlying immunocompromised

state. It was originally identified in the tropics, but the incidence has been

climbing in temperate climates, especially among the immunocompromised. It

has been primarily described in patients with end-stage HIV, malignancy,

transplanted organs, or another iatrogenic source of immunosuppression

[1,2]. Pyomyositis is thought to originate from transient bacteremia in the

setting of blunt trauma to the muscles, including intensive exercise. Blood

cultures are infrequently positive, though more commonly found in HIV-

negative patients. [3]. The most common bacterial cause is staphylococcus

aureus, though gram negative organisms have also been identified [4,5]. In

early disease, MRI is the imaging modality of choice and the infection may

resolve with antibiotics alone. However, most cases of pyomyositis will have

progressed to form an abscess by the time they are identified. At that stage,

both ultrasound and CT have been successful for diagnosis [6,7]. Surgical

intervention is often required for drainage [6]. Diagnostic delays can lead to

increased morbidity due to systemic complications of bacteremia, or progres-

sion of the localized infection to joint or bone [8]. Pyomyositis is becoming

increasingly prevalent in developed countries and should be considered any

time a patient presents with localized muscle inflammation and history of blunt

trauma or immunocompromise. Increased awareness is essential to improving

early diagnosis to minimize morbidity and mortality from the disease.

ESOPHAGEAL GRANULAR CELLTUMORAS A CAUSE FOR DYS-

PHAGIAVincent M. Pronesti1; Marcia Mitre2. 1Allegheny Health Network,

McKees Rocks, PA; 2Allegheny Health Network, Pittsburgh, PA. (Control ID

#2935518)

LEARNING OBJECTIVE #1: Recognize uncommon tumors as a cause for

dysphagia in a young patient.

LEARNING OBJECTIVE #2: Assess the clinical and diagnostic features of

a granular cell tumor in the esophagus.

CASE: A 28-year old African American female with no significant history

presented with complaints of dysphagia, globus sensation, and dry cough for

approximately two to three years. She also had intermittent bilious emesis.

ROS was otherwise negative for weight loss, odynophagia, reflux, post-

prandial bloating, or early satiety. Exam was unremarkable. She underwent

EGD with findings of a sub-mucosal lesion in the mid-esophagus, but was

otherwise normal. EUS showed a yellow 4mmnodule in the middle third of the

esophagus at 35cm from the incisors. The nodule was firm with a negative

pillow sign. Band ligation with snare resection was performed. The lesion was

oval, intramural, sub-epithelial, anechoic, and within the deep mucosa with

well-defined borders. Pathology revealed a granular cell tumor (GCT).

IMPACT: This case acknowledges the wisdom in maintaining a broad differ-

ential for a common complaint of dysphagia. Although GCT is uncommon, it

was discovered in this healthy young patient. Maintaining a broad differential

allows the seasoned internist to recognize that unique pathologies do occur and

often require intervention.

DISCUSSION: GCTs are rare tumors that can be found in the gastrointestinal

tract 8% of the time, with the most common site being the esophagus. Since the

first reported case of esophageal GCT in 1931, there have been approximately

300 cases discussed in the literature. This case is unique because the patient

presented at an atypical young age with an otherwise typical presentation of

GCT. It is most common between the fourth and sixth decades of life. GCT is

more common in women than men by a ratio of 2-3:1 and in African American

more than white patients in a 3:1 ratio. GCTs are often asymptomatic, but the

most common presenting symptom is dysphagia when the esophagus is

involved. The lesion in this patient followed the general rules for presentation

and characteristics of GCT. On EGD, GCTs are typically yellow-white in color,

firm, with a negative pillow sign. They are also hypoechoic, with smooth

margins arising from the second or third layer of the distal esophagus. The

patient's lesion was found in the second layer within deepmucosa of themiddle

third of the esophagus. Histologically, GCTs have large polygonal cells that

often contain eosinophilic granules with low nuclear-cytoplasmic ratios. Im-

munohistochemical staining would identify positive S-100, PAS, neuron-

specific enolase, and nestin. All of the findings discussed help to differentiate

GCT from other more common entities on the differential, which would

include lipoma, leiomyoma, or gastrointestinal stromal tumor (GIST). When

the patient first presents to the internist, the physician must be cognizant of the

broad differential for dysphagia and that not all healthy patients have a

common etiology driving the presentation.

ESOPHAGEAL VARICES IN A POLYCYTHEMIA VERA PATIENT

Tarek Abdalla; Soujanya Thummathati; Roger D. Smalligan. UAB-

Huntsville, Huntsville, AL. (Control ID #2939570)

LEARNING OBJECTIVE #1: Follow a non-classical case of polycythemia

vera and explore causes of esophageal varices.

LEARNING OBJECTIVE #2: Discuss treatment of polycythemia vera.

CASE: A 57yo man presented with progressive weakness and 1 week of tarry

stools and nausea. He described a 50-lb weight loss and anorexia for a year

prior. He denied taking NSAIDS and recent anticoagulants. PMH: HTN,

depression, non-ischemic cardiomyopathy with recovered EF, IgA nephropa-

thy, CKD stage 4, embolic stroke 5mo prior with a negative hypercoagulable

workup. Surgery: none. He is a former smoker, denies alcohol and drug use.

FH: neg for cancer and hematologic disorders. PE: no JVD, regular heart rate

without murmurs, no HSM or stigmata of cirrhosis; stool hemoccult positive.

Lab: WBC 26k, Hgb 19, LDH 597, GGT 89. LFTs normal except AP 186;

CEA and AFP normal. Later erythropoietin returned low and JAK2 mutation
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positive. Imaging: US: HSM with no hepatic or portal vein thrombosis. EGD:

esophageal varices and erosive gastritis. Banding was successful. Bone mar-

row biopsy confirmed JAK2 c/w polycythemia vera given flow cytometry neg

for malignancy. He was started on aspirin and therapeutic phlebotomies with a

decision regarding hydroxyurea to be based on patient compliance and

motivation.

IMPACT: This case illustrates an uncommon cause of portal HTN. When

esophageal varices are seen, one must think of blood flow itself and not just a

source of obstruction like cirrhosis, portal vein thrombosis or some cancer

impeding flow.

DISCUSSION: Polycythemia vera (PV) is a subset of the chronic myelopro-

liferative disorders and a consequence of mutations in JAK2 V617F leading to

erythrocytosis. Classic findings in PV include erythrocytosis, weakness and

pruritis; however, hepatic involvement, especially in the absence of thrombo-

sis, is not common. Portal hypertension (HTN) may occur in a myeloprolifer-

ative process due to massively increased portal blood flow and decreased

hepatic vascular compliance. The pressure backup caused by portal HTN leads

to systemic consequences commonly seen in cirrhotic patients like splenomeg-

aly and esophageal varices. In one previous study of 97 cases of PV, 7 patients

had varices without cirrhosis. All 7 cases had evidence of thrombus in the

portal vein. Our patient did not have portal vein thrombosis, hence our theory

that increased portal blood flow coupled with increased viscosity may have led

to the portal HTN. The melena most likely came from bleeding varices despite

no active bleeding being seen on EGD. Esophageal varices can be treated with

pharmacologic therapy with a beta blocker or band ligation. Management of

PV ranges from aspirin and phlebotomy (goal Hct <45) to use of hydroxyurea

or even a kinase inhibitor like ruxolitinib (Jakafi). Patients >60 years old and/or

a previous history of thrombotic events typically justify cytoreductive therapy

with hydroxyurea. This case reminds physicians that liver complications can

occur in patients with PVand they must be monitored appropriately.

ETHICS OF CANCERMANAGEMENT IN PATIENT WITH ANTER-

OGRADE AMNESIA AND POOR PROGNOSIS Gladys Rodriguez1; Jeff

Kohlwes2. 1UCSF, San Francisco, CA; 2VAMC/UCSF, San Francisco, CA.

(Control ID #2946694)

LEARNING OBJECTIVE #1: Recognize ethical dilemma in managinng a

poor cancer prognosis in anterograde amnesia.

LEARNING OBJECTIVE #2: Apply four box method to an ethical case.

CASE: Mr. S is a 63 year old male with emphysema and bipolar affective

disorder admitted for two days of altered mental status. He reported a

30 lb weight loss over 2 months, a chronic, non-productive cough,

occasional hemoptysis, and night sweats with chills for three days. He

does not take any medications. He is homeless, has a 35 pack year

smoking history, drinks alcohol daily, and is estranged from family. He

was afebrile, BP 148/73, HR 64, RR 22 and O2 sat of 95% on 2L of

O2. On initial exam he had bilateral end expiratory pulmonary wheezing

and neuro exam was intact except alert and oriented to only person and

place. His labs were pertinent for: WBC of 14.2K, creatinine 0.83, normal

CMP, neg utox. Chest x-ray demonstrated a right apical density and was

started on empiric antibiotics for pnuemonia and placed in isolation to

rule out TB. CT head/chest demonstrated a new mass in the third

ventricle causing obstructive hydrocephalus, a right cerebellum lesion

and an enlarged right upper lobe mass with cavitation. Subsequently,

patient was noted to have a new but subtle left facial droop and a decline

in alertness. Neurosurgery placed a VP shunt with emergent consent, as

no surrogate decision maker was available. Transbronchial and brain

biopsy specimens revealed squamous cell carcinoma. XRT was initiated.

Mr. S developed short-term memory deficits and did not remember his

diagnosis and thus re-experienced a new lung cancer diagnosis daily when

he underwent brain XRT causing severe distress.The patient's brain me-

tastasis responded to XRT therapy but his ability to imprint short-term

memory continued to decrease. Ethics committee concluded that patient

had terminal illness, no proxy, and given anterograde amnesia patient

lacked decision making capacity. The committee recommended inpatient

palliative care and that the treating doctors refrain from further mentioning

the patient's diagnosis to him. He was then discharged to inpatient

hospice.

IMPACT: This case taught me how to apply the four box method to challeng-

ing ethical questions in a way that takes medical facts, patient preferences,

quality of life and other patient features into consideration.

DISCUSSION: The four box method was first described by Albert

Jonsen as a framework for ethical reasoning that connects the circum-

stances of a case to their underlying ethical principle. Different issues

from the case are separated into 4 distinct areas of discussion to assist

with ethical reasoning: medical indication, patient preference, quality

of life and contextual features. Anterograde amnesia is a loss of ability

to create new memories and can impair a patient's medical decision

capacity. By applying this method we determined it was best to

discontinue treatment in a man with anterograde amnesia leading to

lack of capacity for decision-making and no appropriate surrogate.

EUGLYCEMIC DIABETIC KETOACIDOSIS (DKA): WHEN LOSING

THE SUGAR IS NOT ENOUGHKaterina L. Byanova; Jennifer Hu; Mitch-

ell Ross. Beth Israel Deaconess Medical Center, Boston, MA. (Control ID

#2945594)

LEARNINGOBJECTIVE #1: Recognize the risk for euglycemic DKAwith

use of sodium-glucose cotransporter 2 (SGLT-2) inhibitors

LEARNING OBJECTIVE #2: Recognize the mechanism for development

of DKAwith SGLT-2 inhibitors

CASE: 41 year-old woman with type 1 diabetes (HgbA1c 8.8%) on insulin

pump and empagliflozin presented with nausea, vomiting, abdominal pain, and

dyspnea. Patient reported recently decreasing her oral intake and reducing her

basal insulin in the setting of an injury. On the night prior to admission, she

woke up with blood glucose of ~200 mg/dL; after an insulin bolus, her glucose

decreased to 180 mg/dL. Three hours later she became symptomatic. Home

urine glucose test revealed large ketones, and she presented to the emergency

department with concern for DKA. In the ED, labs showed serum glucose 203,

Na 138, K 4.9, Cl 96, CO2 12, anion gap 30, arterial blood pH 7.27, lactate 0.9;

urinalysis had 150 mg/dL ketones and 1000 mg/dL glucose. She was diag-

nosed with euglycemic DKA and treated with insulin drip and intravenous

fluids. She required high dextrose infusion rates to override the glucosuric

effect of empagliflozin and to allow for adequate IV insulin rates needed to

clear DKA. SGLT-2 inhibitor was stopped and adjustments were made to her

insulin regimen.

IMPACT: Euglycemic DKA is a unique complication of SGLT-2 inhibitors in

patients with type I diabetes. Clinicians should suspect DKA, particularly in
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patients with suggestive symptoms, acute illness, decreased intake,

alcohol use, or recent therapy initiation. A low threshold for checking

ketones and patient/family education can be invaluable for early rec-

ognition and treatment of DKA, which would be missed if relying

solely on blood glucose levels.

DISCUSSION: SGLT-2 inhibitors lower blood glucose by blocking its reab-

sorption at the proximal tubule and can improve glycemic control, promote

weight loss, and reduce cardiovascular mortality. However, they also increase

risk of ketoacidosis, which may be challenging to diagnose in the absence of

hyperglycemia due to glucosuria. Multiple mechanisms have been proposed to

explain the link between SGLT-2 inhibitors and DKA. SGLT-2 inhibition

decreases urinary excretion of ketones and promotes glucagon secretion,

possibly through direct effect on pancreatic alpha cells, which then increases

ketone production. Lower plasma glucose from glucosuria can lead to de-

creased insulin secretion from pancreatic beta cells. Moreover, when combin-

ing insulin with SGLT-2 inhibitors, insulin dose is reduced to avoid hypogly-

cemia, which may result in insulin levels insufficient to suppress lipolysis and

ketogenesis. Type 1 diabetics are particularly at risk given lack of endogenous

insulin production. The combination of osmotic diuresis from glucosuria and

inhibition of proximal tubule sodium reabsorption from SGLT-2 inhibition can

result in profound volume depletion. Glucosuria lasts for several days after

medication discontinuation, and thus providers should remain vigilant even

after the anion gap is closed.

EXTRA PULMONARY TUBERCULOSIS MIMICKING PERITONE-

AL CARCINOMATOSIS Sirisha Tummala; Ralph L. Millett; Farida Izzi.

George Washington University, Washington, DC. (Control ID #2945745)

LEARNING OBJECTIVE #1: Distinguish between identical presentations

of disparate intraperitoneal diseases

CASE: A 28-year-old woman with sickle cell trait and recent puerperium

presented with a two-week history of worsening abdominal distension and

pain, night sweats, and unintentional weight loss. Abdominopelvic CT imag-

ing revealed large volume ascites without evidence of cirrhosis along with

multiple peritoneal nodules and prominent mesenteric and pericardial lymph

nodes suggestive of peritoneal metastases. Ascitic fluid aspirate was cloudy

and orange with a low serum-ascites albumin gradient, RBC count of 3000,

and WBC count of 975 (36% segmented neutrophils, 59% lymphocytes); the

initial ascitic fluid culture was sterile and an adenosine deaminase was nega-

tive. Serum tumor markers were significant for an elevated CA-125. Shortly

after the initial paracentesis, the patient became febrile and was initiated on

broad-spectrum antibiotics. Trans-vaginal ultrasound showed a right-sided

hemorrhagic cyst and a PET scan demonstrated markedly increased uptake in

the uterus, ovaries, and adnexa with omental caking suggesting a diagnosis of

peritoneal carcinomatosis. An ultrasound-guided omental biopsy, however,

revealed no malignant cells but did show extensive necrotizing granulomata.

A tentative diagnosis of tuberculous peritonitis was made and the patient was

started on empiric therapy with rifampin, isoniazid, pyrazinamide, and etham-

butol. The patient later revealed that she had lived with an uncle who was

diagnosed with tuberculosis. She had no pulmonary symptoms, her pulmonary

CT was unremarkable, and AFB, FITE, and fungal staining on the biopsy

specimen were negative; a Quantiferon Gold was positive. With the initiation

of anti-tuberculous therapy the patient's fevers abated and her symptoms

improved. Several weeks after discharge, the ascitic fluid culture returned

positive for Mycobacterium tuberculosis, confirming the suspected diagnosis

of primary peritoneal tuberculosis.

IMPACT: This case expands the differential for what would otherwise seem an

obvious and solitary diagnosis. Subsequently, it speaks to the necessity of

open-ended patient communication prior to definitive conclusion. It also serves

to highlight the possibility of atypical presentations of diseases not typically

found in the Western World.

DISCUSSION: Despite an uptrend in TB infections in the US, primary

presentation of extra-pulmonary TB is uncommon and presents a diagnostic

challenge. In particular, peritoneal TB is often confused for peritoneal carci-

nomatosis due to similarities in symptoms and imagining as well as elevation

of CA-125. Even in countries with high rates of TB, the disease is often not

diagnosed until invasive surgeries such as total hysterectomies have been

completed. Increased recognition that the two diseases are clinically similar

may lead to decreased time to diagnosis as well as avoidance of unnecessary

and often extensive procedures.

FALSENEGATIVELABVALUES IN THEDIAGNOSISOF SYPHILIS

Anu Kurl1; Scott Steinbach2. 1Emory University School of Medicine, Hamp-

ton, GA; 2Emory University, Atlanta, GA. (Control ID #2944719)

LEARNING OBJECTIVE #1: Discuss the clinical presentation of ocular

syphilis

LEARNING OBJECTIVE #2: Review the problem of false negative RPR

testing including the prozone phenomenon

CASE: 50 year old male presents with vision change in the right eye associated

with headaches for 3 days. He also reported cyclical fevers, night sweats,

weight loss, and fatigue for months along with episodes of arthralgias in his

hands and feet and a papular rash over his extremities and trunk. He had been

evaluated by his primary care physician for these symptoms 6 months prior

with no clear etiology identified. Laboratory studies included a negative HIV,

normal RPR, normal TSH, and negative ANA, C3, C4, rheumatoid factor and

anti smooth muscle antibodies Examination revealed right sided papilledema.

Neurological exam was otherwise within normal limits. Brain imaging was

unremarkable. Laboratory studies at this timewere notable for an elevatedRPR

titer of 1:64 and positive treponemal antibody. Lumbar puncture revealed a

positive VDRL in the CSF. He was diagnosed with neurosyphilis. He was

treated with continuous IV penicillin G 24 million units for 14 days. At one

month follow up, symptoms had resolved and repeat RPR titer was 1:2.

IMPACT:We present a rare case of ocular syphilis occurring an immunocom-

petent patient. This case was complicated by a missed opportunity to diagnosis

secondary syphilis 6 months prior likely due to the prozone phenomenon. This

case reminds us in the setting of high clinical suspicion, treponemal antibody

testing can be used to avoid the trap of the prozone reaction.

DISCUSSION:Ocular syphilis is a form of neurosyphilis that involves the eye

and presents with vision changes and may manifest as uveitis, optic neuropa-

thy, retinal vasculitis and interstitial keratitis. Ocular syphilis can occur at any

stage and is an uncommon presentation of syphilis, most often reported in HIV-

infected patients. Rarely, it is reported occurring in HIV-uninfected persons as

demonstrated in this case. Interestingly, our patient had symptoms consistent

with secondary syphilis 6 months prior to presentation. At that time, the RPR

was negative and a confirmatory test was not performed. When using a non

treponemal test such as the RPR, false negatives may occur with early disease

where antibodies have not yet formed or from a prozone reaction
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where the antibody titer interferes with the formation of the antigen-

antibody complex that is necessary to result in a positive test. It is

commonly reported to occur in high antibody titers but evidence

suggests it can occur at a variety of RPR titers. This episode illus-

trates a missed opportunity in diagnosing secondary syphilis likely due

to the prozone phenomenon and potentially avoiding the development

of ocular syphilis altogether. Treponemal antibody testing would have

made the diagnosis. Thus in the setting of high clinical suspicion, it is

reasonable to perform treponemal antibody testing to avoid the false

negative of the prozone reaction.

FALSELY LOW FINGER-STICK CAPILLARY GLUCOSE VALUES

Lloyd D. Petty1; Simran Brar2. 1University of New Mexico, Albuquerque,

NM; 2University of New Mexico, Albuqeurque, NM. (Control ID #2946138)

LEARNINGOBJECTIVE #1:Distinguish medical conditions that can result

in falsely low finger-stick capillary glucose values

LEARNING OBJECTIVE #2: Recognize artifactual hypoglycemia to pre-

vent expensive testing and overtreatment

CASE: The patient was a 65 year old male without a known significant

past medical history who presented to the Emergency Department with the

chief complaint of shortness of breath and anasarca. The patient was

found to have atrial fibrillation with RVR and underlying heart failure

with systolic dysfunction. He required MICU admission for cardiogenic

shock and pressors. Since his admission, the patient had recurrent asymp-

tomatic hypoglycemic episodes with finger stick checks as low as 12 with

incongruent normal blood serum glucose values. However, he lacked

whipple's triad. The patient denied having a history of diabetes or taking

diabetic medications. Upon further questioning, the patient had been

experiencing finger discoloration brought on by cold weather for the past

3 years. He experienced his fingers turning blue, white and red and this

improved with warmth. No history of ulcers on his fingertips, joint

pain/swelling, muscle pain/soreness, skin rash or tightening, dysphagia,

reflux disease. He had no history of tingling and numbness in the hands,

frostbite, use of narcotics or cocaine. He had a long-standing tobacco

smoking history of half a pack a day for over 40 years. He stopped

smoking cigarettes 3 months prior to his admission. He denied personal or

family history of lupus, scleroderma, autoimmune or inflammatory pro-

cesses. Laboratory results showed normal fasting C-peptide, Insulin and

pro-insulin values. Urine sulfonylureas were negative. Hba1c was 5.9.

Normal serum cortisol levels. Normal sedimentation rate and CRP was

slightly elevated at 3.1mg/dl. ANA screen, RF, CCP and ANCA were

negative. Suspicion for raynaud phenomenon and artifactual hypoglycemia

prompted alternative site testing. Glucometer testing proximally at the

deltoids resulted in normoglycemic levels that were congruent with blood

glucose serum levels. The patient was recommended to avoid sampling

finger-stick capillary glucose should the need arise in the future.

IMPACT: I was not aware of medical conditions that can cause false finger-

stick capillary glucose readings. In cases such as these, knowing about

whipple's triad and causes of artifactual hypoglycemia can prevent physicians

from ordering expensive work up and treating for the wrong diagnosis by

simply testing an alternative proximal site.

DISCUSSION: Decreased peripheral perfusion is thought to increase

transit time and glucose uptake in distal tissues which can lead to

false glucose readings as was seen in this patient with raynaud's

syndrome. This can also happen in other conditions that physicians

should be aware of such as arterial insufficiency, critical illness and

circulatory shock, medications such as vasopressors, and rheumatolog-

ic conditions such as systemic sclerosis. Recognizing causes of arti-

factual hypoglycemia can lead to improved medical care.

FIRST SEIZURE, PROVOKED OR UNPROVOKED? Ryan Leibrandt;

Edward H. Nabet; Matthew Harrington. Mount Sinai Beth Israel, New York,

NY. (Control ID #2937795)

LEARNING OBJECTIVE #1: Consider vitamin B12 deficiency when eval-

uating patients with new-onset seizure.

LEARNINGOBJECTIVE #2:Recognize the signs and symptoms of vitamin

B12 deficiency.

CASE: A 79-year-old male presented to the emergency department after a

witnessed episode of unresponsiveness, jerking motions, urinary incontinence

and post-ictal confusion. The patient's wife denied a history of epilepsy but

reported several months of progressive dysarthria and gait ataxia, for which he

was evaluated nine months earlier. Work-up was negative for hemorrhage,

mass effect, hydrocephalus or acute infarct. Serum vitamin B12 level was

undetectable (< 150 pg/mL), however cobalamin supplementation was not

started and patient was lost to follow-up. Neurologic exam on admission was

remarkable for dysarthria, akathisia, dysmetria, decreased proprioception and

vibration sense affecting bilateral lower extremities. There was no cogwheel

rigidity. CT head showed no acute infarct. EEG revealed no epileptiform

discharges. Laboratory findings included hemoglobin 11.8 g/dL, MCV 100.0

fL, undetectable serum B12 and serum folate (< 3.5 ng/mL). Methylmalonic

acid level was normal (250 nmol/L) and homocysteine was moderately in-

creased (15.8 μmol/L). Rapid plasma reagin was non-reactive. Peripheral

blood smear showed macrocytosis and a hyper-segmented neutrophil with

seven lobes. Anti-intrinsic factor was elevated (13.6 AU/mL). EGD showed

non-bleeding duodenal erosions; pathology was negative for Helicobacter

pylori and celiac sprue. MRI brain revealed a subacute stroke in the cerebellar

vermis and pons. Based on the lesion's subcortical location, neurology rejected

stroke as the source of seizure. The patient was treated with cobalamin 1000

units IM daily and folic acid 1mg PO daily. His dysarthria, akathisia and

dysmetria resolved after several days. His proprioception and gait abnormal-

ities persisted, therefore he was discharged to subacute rehabiliation.

IMPACT: Guidelines for the management of first seizure in adults do not

recommend assessment for vitamin B12 deficiency. This case adds to growing

literature suggesting clinicians should maintain vigilance for central and pe-

ripheral neurologic symptoms indicative of B12 deficiency when evaluating

new-onset seizures.

DISCUSSION: Although uncommon, prior case reports detail vitamin B12

deficiency as an etiology of seizures. Neurologic symptoms of vitamin B12

deficiency typically include loss of proprioception and vibration sense, sym-

metric paresthesias and ataxia. The pathogenesis involves neuronal demyelin-

ation in the central and peripheral nervous systems. Methylcobalamin, a B12

analogue, has demonstrated a protective effect in cortical neurons against

glutamate toxicity, suggesting that demyelinated neurons are more susceptible

to glutamatergic excitation and epileptogenesis. This patient's diagnosis is

confounded by the discovery of a subacute stroke, however the subcortical

location of the lesion makes it an unlikely an etiology of seizure.
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FIXING THE CIRCUIT BUT BREAKING THE PUMP: PACING-

INDUCED CARDIOMYOPATHY IN PATIENTS WITH NORMAL

EJECTION FRACTION Kay Negishi1; David F. Lee1; Deepak Thatai2.
1Cambridge Health Alliance, Cambridge, MA; 2CAMBRIDGE HEALTH

ALLIANCE, Cambridge, MA. (Control ID #2935114)

LEARNINGOBJECTIVE #1: Recognize a complication of right ventricular

(RV) permanent pacemakers (PPM)

LEARNING OBJECTIVE #2: Identify patients who may require

biventricular (BiV) pacing

CASE: The patient is an 83-year-old woman with atrial fibrillation, who

received a DDD PPM for complete heart block (CHB). She developed rapidly

worsening dyspnea a week later, prompting her to present to the emergency

room. She was hypoxic to 85% on room air, tachypneic to the 30s, with a chest

x-ray consistent with pulmonary congestion. Her exam yielded a new systolic

heart murmur, an elevated jugular venous pressure, and bilateral lung base

crackles. PPM interrogation showed high percentage of ventricular pacing. A

transthoracic echocardiogram (TTE) revealed a left ventricular ejection frac-

tion (LVEF) of 35%, which was markedly decreased from 60% at the time of

her PPM placement three weeks prior. A left heart catheterization showed

patent coronary arteries. Her symptoms improvedwith aggressive diuresis, and

she was discharged home.

IMPACT: New onset heart failure (HF) in patients with a PPM can be

due to pacing-induced cardiomyopathy (PICM), just few days after

PPM placement.

DISCUSSION: Pacemakers are a relatively common and safe intervention, but

as many as 1 in 3 patients will develop PICM over eight years (Fang et al,

2015). It is important to regularly follow these patients to assess for new onset

HF, and this risk grows with time as the left ventricular remodelling progresses.

The rapid onset of her HF (three weeks) was initially felt unusual for PICM, but

as extensive investigations into other etiologies were unrevealing, her RV PPM

was ultimately deemed to be the most likely cause. Our patient highlights how

quickly this complication can develop. Benefits of BiV-pacing over RV-pacing

have been well-studied in patients with depressed LVEF (Moss et al, 2009,

Curtis et al, 2013). For patients with advanced heart block and normal LVEF,

the evidence is mixed as to whether BiV-pacing offers long-term clinical

benefits compared to RV-pacing. In a retrospective cohort study from Decem-

ber 2016 with patients with LVEF >50% who received a RV PPM for CHB,

12% developed PICM. Of these patients, 84% of those who underwent cardiac

resynchronization therapy (CRT) upgrades had ≥10% LVEF recovery or

improved left ventricular end-systolic volume (Kiehl et al, 2016). A 2009

study similarly found that BiV-pacing could prevent the LVEF reduction that

was seen in RV-paced patients who initially had normal LVEF (Yu et al, 2009;

Chan et al, 2011). These studies support a growing discussion to consider BiV-

pacing over RV-pacing in patients with atrioventricular block and normal

LVEF. Our patient's TTE two weeks post-discharge did not show improvement

in her LVEF. However, she was completely asymptomatic with medical

management. Given her symptomatic resolution, age, and frailty, an upgrade

to a CRTwas deferred.

FLUID AROUND THEHEART:A RARE COMPLICATIONOF PACE-

MAKER PLACEMENT Zunirah Ahmed; Allan M. Seibert; SYED M.

HASAN; Nida N. Ahmed. UAB Montgomery, Montgomery, AL. (Control

ID #2946610)

LEARNING OBJECTIVE #1: Identify clinical presentation of post cardiac

injury syndrome

LEARNING OBJECTIVE #2: Recognize pericarditis as a potential compli-

cation of permanent pacemaker placement

CASE: A 78 years old Caucasian lady with history significant for hyper-

tension, atrial fibrillation on anticoagulation and tachy-brady syndrome

status post permanent pacemaker placement 4 weeks ago presented to

the emergency department with shortness of breath since 3 weeks. This

was associated with intermittent cough. Patient denied any chest pain,

palpitations, fever and chills. Physical examination was remarkable for HR

120 BPM with irregular rhythm; RR 26/min ,pericardial rub and pulsus

paradoxus.Due to respiratory distress, patient was placed on BIPAP. Lab-

oratory data was significant for Hb/Hct was 8.6g/dl/ 29.5%.and creatinine

of 1.81 mg/dl.Chest X-ray was unremarkable but CT chest without con-

trast revealed large pericardial effusion and small to moderate sized

bilateral pleural effusions with associated atelectasis. Echocardiogram re-

vealed large sized pericardial effusion>2cm with elevated RSVP 30-

40mmHg.Ejection fraction was >70%.The patient was hemodynamically

stable, however she continued to have persistent shortness of breath.

Pacemaker evaluation was normal with no diaphragmatic stimulation.

Anticoagulation was stopped and percardiocentesis was performed with

drainage of 200ml of non-clotting bloody fluid. Pericardial fluid analysis

was unremarkable.Repeat echocardiogram after 72 hours showed minimal

pericardial effusion. Post -procedure patient's symptoms resolved complete-

ly and she was discharged home.

IMPACT: Pericarditis and lead perforation both can lead to pericardial effusion

after pacemaker placement. It is important for clinicians to differentiate be-

tween these two etiologies and treat pericardial effusion in a timely fashion.

DISCUSSION: Post cardiac injury syndrome (PCIS) is an emerging term that

encompasses post-myocardial infarction pericarditis, post-pericardiotomy syn-

drome, and post-traumatic pericarditis. Pathogenesis involves initial cardiac

injury to the pericardium/myocardium and /or pleura resulting in an inflam-

matory response. Presentation varies from uncomplicated pericarditis to more

complicated cases with pleuropericarditis, pericardial effusion with cardiac

tamponade and massive pleural effusion. Pacemaker placement is a minimally

invasive procedure with mortality rate of 0.08-1.1%.Pericarditis after pace-

maker placement is rare. Cardiac tamponade is a life threatening complication

that can develop either as a result of pericarditis or pacemaker lead perforation.

It is often difficult to distinguish between these two entities. Absence of

diaphragmatic stimulation may help rule out lead perforation as a possible

etiology. However, definitive diagnosis requires surgical evaluation. This case

highlights a major life threatening complication of a relatively safe procedure

and merits pericarditis as a differential diagnosis for pericardial effusion after

pacemaker placement.

FOCUSONTHENON-FOCALNargish Akhter1; Saad Bin Jamil2; Faddi G.

Saleh Velez3; ReneeMonderer1. 1Montefiore Medical Center, Wakefield Cam-

pus, Bronx, NY; 2Montefiore Medical center, BRONX, NY; 3Montefiore

Medical Center, Bronx, NY. (Control ID #2945741)

LEARNINGOBJECTIVE #1:Recognize that brain stem stroke may present

with respiratory failure and constitutional symptoms

LEARNING OBJECTIVE #2: Understand that advanced imaging such as

diffusion-weightedmagnetic resonance imaging (DW-MRI) is an accurate way
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of diagnosing brain stem stroke in an acute setting leading to early diagnosis

and treatment.

CASE: A 33 year-old man presented with dizziness, blurry vision,

generalized malaise, and whole body numbness for eight hours. His

past medical history significant for hypertension, diabetes,

polysubstance abuse, and obstructive sleep apnea. He had elevated

blood pressure, 196/121 mm Hg. During the next several hours, he

gradually developed severe weakness in the left upper and lower

extremities with positive babinski sign bilaterally, and cyclical apneic

episodes. Labs were unremarkable and urine drug screen was negative.

Computed tomography (CT) scan of the head was unremarkable.

Patient remained restless, dyspneic, and agitated, with progression of

weakness in all extremities. He was hypoxic, hence he was placed in

noninvasive mechanical ventilation. Repeat head CT was again read as

normal. On the following day, the patient required intubation due to

severe dyspnea. Neurology consult recommended MRI, which revealed

bilateral medial medullary stroke. Our patient underwent tracheostomy

and percutaneous endoscopic gastrostomy.

IMPACT: Bilateral Medial Medullary Infarction (BMMI) is a rare stroke

subtype, with catastropic consequences. Frequently presents with

quadriparesis, however sometimes the initial manifestation can be respiratory

distress.

DISCUSSION:BMMI is an uncommon stroke type, accounting for 0.5 - 1.5%

of all strokes. Information in regard of its clinical characteristics, etiology, and

prognosis is limited. However, case reports suggest that motor weakness,

dysarthria, and hypoglossal palsy are common clinical presentations. Brain

stem lesions may associated with abnormalities of respiratory rate and pattern.

Therefore, one quarter of patients with BMMI can develop respiratory failure.

The initial diagnosis may be challenging due to the heterogeneity of the clinical

presentation. Complete neurological manifestations of brain stem stroke may

express as late as 24 hours after event. If not clinically suspected, the condition

can be misdiagnosed as Guillain-Barre Syndrome in the early stages. Our

patient initially presented left sided weakness and generalized malaise, with

heat CT negative for stroke twice. This underlies the importance of advanced

imaging modalities to diagnose medullary stroke, such as DW-MRI. The most

common cause of BMMI is vertebral artery atherosclerosis (39%), however

that was not found in our patient. Overall prognosis for patients with BMMI is

poor.

FOOD-INDUCED HYPOGLYCEMIA Douglas Lambert. Montefiore Med-

ical Center, Bronx, NY. (Control ID #2941321)

LEARNING OBJECTIVE #1: Identify two surgeries associated with dump-

ing syndromes

LEARNING OBJECTIVE #2: Distinguish the features of early and late

dumping syndromes

CASE: A 66-year-old man with a history of hypertension presented with

abrupt onset tingling of his arms and legs, sweating, blurry vision, and

abdominal bloating. He arrived 2 hours after a high carbohydrate meal. His

initial blood glucose was 39. He had no history of DM, liver or kidney disease.

He did not report fevers, chills, or recent sickness. He had no family history of

pancreatic, thyroid or pituitary problems. On exam he had normal vitals, was

non-obese and well appearing. On his abdomen in the mid-line was a large

vertical scar. He reported that thirty years ago he had stomach surgery

following an admission for vomiting blood. He in fact had a thirty-year history

of these episodes after meals. Results while on D50: Glucose 86 C-peptide 5.8

(1.3 - 4.2) Insulin 35.1 (2.7 - 24.9) CT abdomen with contrast: "Prior distal

gastrectomy with Billroth II gastrojejunostomy. No pancreatic parenchymal

lesions." During a 48 hour fast his glucose remained > 70.

IMPACT: This case provides an example of a surgery with longstanding

medical consequences. Although gastric surgery for ulcers (as in our patient)

or for cancer is less common today, gastric bypass surgery is very common in

the context of the nationwide obesity epidemic. It is essential for internists to

consider surgical histories in patients with nonspecific abdominal or vasomotor

symptoms, or hypoglycemia.

DISCUSSION: Hypoglycemia is a common problem encountered by inter-

nists. In the absence of diabetes, chronic disease or infection, the differential for

hypoglycemia is a short list. The differential can be narrowed based upon a

surgical history, and the relationship of hypoglycemia to meals. In post-gastric

surgery patients, the occurrence following meals of bloating, vasomotor symp-

toms and sometimes hypoglycemia, particularly after high carbohydrate meals,

is a common phenomenon called dumping syndrome. It occurs in 20 - 50 % of

patients, 5 - 20% of whom have clinically significant symptoms requiring

behavioral or medical treatment. Early dumping syndrome occurs within 10 to

30 minutes of a meal, when the osmotic pull of a carbohydrate bolus entering

the duodenum causes intravascular volume loss, vasomotor symptoms, and

abdominal bloating. Hypoglycemia, by contrast, is a feature of late dumping.

In this case unregulated boluses of monosaccharides in the small intestine

trigger an excessive insulin response, and vasomotor symptoms predominate.

Both dumping syndromes can be explained by the loss post-surgically of the

neuro-hormonal feedback mechanisms between the stomach, duodenum and

pancreas. Estimates are late dumping occurs in 25% of all patients with

significant symptoms; and a smaller minority (<5%) have features of both

early and late. Post-gastric bypass surgery patients are another group that is

prone to early dumping syndrome.

FROM MECHANICAL TO CHEMICAL; A CASE OF DIABETES

INSIPIDUS INDUCEDBYCONCUSSIVE BRAIN INJURYMuhammad

Hassaan Shahid; Ashish Verma; laura youngblood. University of Tennessee

college of medicine-Chattanooga, Chattanooga, TN. (Control ID #2938180)

LEARNING OBJECTIVE #1: Identify Diabetes Insipidus following con-

cussion in an otherwise healthy patient.

CASE: A 34-year-old previously healthy male presented with a headache and

generalized weakness 12 hours after sustaining a concussion to his head in an

amateur boxing game. He reported transient unconsciousness after the clout

but returned to his normal state soon after that without any residual deficits. He

was evaluated at an outside hospital shortly after the injury and was discharged

after a completely normal workup including a non-contrast CT scan of the

head. Patient's headache, however, got worse with time and he returned to the

hospital. Physical examination showed moderate distress but no objective

abnormality. The patient continued to have frontal headaches and myalgias

and was admitted for observation. Soon, he was found to be polyuric with urine

output of 850ml/hour. Lab workup showed a serum osmolality of 288

mosm/kg, urine osmolality of 160 mosm/kg with the urine specific gravity of

1.002. Diabetes Insipidus was suspected and water deprivation test was per-

formed. Patient's body weight, serum and urine osmolality and urine output

were measured periodically. His serum osmolality and sodium increased to 291
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mosm/kg and 141 mmol/L respectively while he maintained a urine output of

~800mL/hour (10 litres in 12 hours) with an average urine osmolality of 165

mosm/Kg despite free water restriction. At that point, DDAVP was adminis-

tered. Following that, his urine osmolality increased to 630 mosm/Kg and the

serum osmolality dropped to 289 mosm/Kg. The urine output normalized. He

was diagnosed with complete Central Diabetes Insipidus (CDI) (given >50%

increase in urine osmolality following desmopressin) and was discharged

home next day on DDAVP.

IMPACT: Pituitary insufficiency should be suspected and ruled out in all

patients with head trauma or concussion, no matter how subtle the injury is.

Hormone deficiency doesn't become clinically evident right after the trauma

and therefore patients should be observed in the hospital. A clinician must be

able to identify and manage the life-threatening complications like cortisol

insufficiency and CDI as well as following a head injury.

DISCUSSION: Diabetes Insipidus is a rare disease and an uncommon com-

plication of concussive brain injury. There are several reported cases of CDI

following traumatic brain injury, however, those patients are usually sicker and

have other deficits from the trauma as well. Young population, especially those

participating in contact sports, can develop this complication from a concus-

sion. Early identification and intervention can prevent life-threatening compli-

cations. In most of the cases the condition is transient and the patients recover

completely within six months

FULL CODE HOME HOSPICE: OXYMORON OR OPPORTUNITY?

Lauren Kelly. New York Presbyterian - Weill Cornell Medical Center, New

York, NY. (Control ID #2946419)

LEARNINGOBJECTIVE #1: To recognize that patients do not need to have

a DNR order to qualify for home hospice care.

LEARNING OBJECTIVE #2: To illustrate a case in which maintaining full

code status paved the way for hospice end-of-life care.

CASE: 42 year old AA woman with advanced metastatic colorectal

cancer despite all standard chemotherapy presented with lethargy,

increased abdominal pain and distention for one week. She was now

bed-ridden. The patient and her family were clear that they wanted all

aggressive medical interventions in efforts to be present for her two

children. In light of her advanced disease and poor performance status,

the team initiated discussions about hospice care and code status. The

patient and family wished to defer such conversations and focus on

"fighting the cancer," declining hospice and maintaining "full code"

status. During the protracted hospital course, the patient began to

require large dose opioids for pain management, again, offering an-

other opportunity to readdress goals of care. Although the patient

wanted to continue her "fight," her primary goal was to go home

and to avoid future hospitalization. The team, rather than re-addressing

code status, reassured the patient she could remain "full code" even

while receiving hospice care. This obviated the need for DNR con-

versations that had upset and closed off the patient in the past.

Because the patient did not feel she was being asked to "give up,"

the team was able to make progress advancing the patient's goal of

remaining at home for as long as possible with home hospice care.

IMPACT: Discussions of code status are not tantamount to goals of care

conversations, and the former can even deter from identifying a patient's key

goals. By maintaining "full code" status and instead focusing on a patient's

priority to return home with supportive services, patients can achieve goal

concordant home hospice care.

DISCUSSION: Many patients as well as clinicians may not be aware that

patients do not require a DNR order to qualify for palliative or home hospice

care. Furthermore, patients with advanced illness often express a preference for

care in the home. A patient centered approach involves prioritizing patient

goals, which in this scenario involved redirecting the plan of care to focus on

the patient's desire to return home, a shared goal that restored the patient's sense

of purpose and control while preserving hope to continue "fighting." Several

tools noted in the palliative care literature, including scenario planning and

reframing, are especially useful to engage patients and families in this process.

Finally, the medical team was able to make a recommendation to the patient

and her husband for home hospice, a practice that is both desired by patients

and underutilized by physicians.

GI PCR TESTING: THE MORE INFORMATION THE MERRIER?

Emily Bilger; Jillian S. Catalanotti. The GeorgeWashington University, Wash-

ington, DC. (Control ID #2939787)

LEARNING OBJECTIVE #1: Describe the limitations of GI PCR testing in

the management of acute diarrhea.

CASE:A 75 year old man presented to clinic with a one week history of

diarrhea. He had returned one day prior from a international trip to France

and Japan. His symptoms first began one week prior to presentation after

eating steak tartare at a French bistro. The following morning both he and

his wife began to experience diarrhea. His wife's symptoms resolved after

one day, but his continued. He was experiencing voluminous non-bloody

diarrhea with fecal urgency, but no fever, chills or abdominal pain.

Because the differential diagnosis for persistent diarrhea in a returning

traveler is broad, a stool sample was sent for GI PCR testing. While the

results of the test were pending, the patient was told to avoid antimotility

agents and to continue aggressive hydration with water and electrolyte

replacement drinks. He was not given antibiotics. Several days later, the

results of his GI PCR came back positive for shiga-toxin producing

E. coli, astrovirus, and cryptosporidium. Distrusting the results, we decid-

ed to ask the patient to provide a second stool sample for confirmatory

testing. However, when we called the patient, we learned his symptoms

had resolved. In light of this, we did not pursue subsequent testing.

IMPACT: This case describes a scenario in which PCR test results did

not alter clinical management. The GI PCR test, while both sensitive

and specific, is not without limitations. It is still a relatively costly test

that is unable to differentiate between colonization and active infec-

tion. We anticipate that increasing use of GI PCR tests may change

current beliefs about the types and frequency of common gut-

colonizing microbes.

DISCUSSION: This patient's symptoms were most likely caused by the shiga-

toxin producing E.coliwhich he obtained from eating raw beef and not the two

other microbes that were detected by the test. Current guidelines recommend

against empiric antibiotic therapy in patients with traveler's diarrhea in the

absence of fever, and although the PCR results identified the causative path-

ogen, this information did not change management. Despite the ease of

ordering PCR testing, clinicians should carefully weigh the benefits and risks

of such tests. In these situations, more information does not always translate

into better patient care.
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GO SEARCH FOR MG DEFICIENCY: 2 CASES OF REFRACTORY

HYPOKALEMIA INDUCED BY CHRONIC ALCOHOL-USE AND

PROLONGED PPI USE Hitomi Onomura; Junji Shinoda; Mitsunori Iwase.

TOYOTA Memorial Hospital, Toyota, Japan. (Control ID #2945958)

LEARNING OBJECTIVE #1: Suspect Mg deficiency when encountering

chronic alcohol users and long-terms users of PPI.

LEARNING OBJECTIVE #2: Treating Mg deficiency at an early stage

promptly improves refractory electrolyte disorders.

CASE: [Case1]A 75-year-old man with a past history of diabetes presented

with localized warmth in the right lower limb. He had been drinking Shochu

(Japanese distilled alcohol) 360ml/day constantly up until admission, along

with decreased oral intake for the past week. Cellulitis was suspected. Blood

chemistry results revealed K 1.7mEq/l, corrected Ca 7.9mg/dl, Mg 1.4mg/dl.

Although potassium was administered at 64mEq/day orally and 40mEq intra-

venously, hypokalemia persisted. Surprisingly, 2 days later after intravenous

administration of 20mEq of magnesium sulfate, electrolyte disorders promptly

recovered. [Case2]A 78-year-old woman was admitted with malaise and

melena. She has been taking antihypertensive drugs and proton-pump inhibi-

tors (PPI) for more than 3 years. Examination presented K 2.0mEq/l, corrected

Ca 7.3mg/dl, IP 3.1mg/dl, CK5935U/l, renin activity 0.6ng/ml/h, aldosterone

19.6pg/ml, intact PTH 54pg/ml, 25(OH)VitD 18ng/ml. Potassium was admin-

istered 128mEq/day orally and 20mEq/day intravenously, calcium 1700 mg

intravenously, but the electrolyte disorders persisted. Two days later, lab tests

showed Mg 0.7mg/dl and hypomagnesaemia was defined. 20mEq magnesium

sulfate was intravenously infused with the discontinuation of PPI. K and Ca

levels showed prompt increase. Melena was derived from sigmoid colon

cancer.

IMPACT:Mg deficiency is tricky to find unless suspected. Therefore, admin-

istration of magnesium should be considered when encountering suspicious

medical histories and clinical symptoms.

DISCUSSION: Magnesium deficiency presents with various conditions; elec-

trolyte abnormalities, neuromuscular symptoms, weakness, electrocardiographic

abnormalities, etc. Perception of magnesium deficiency at an early stage plays an

important role since the symptoms are well responsive to replenishment. Serum

Mg level is not examined in routine blood tests usually; therefore, positive

examination is considered when encountering clinical suspicions. However,

serum Mg level does not necessarily reflect the total amount of magnesium in

the body. Assuming deficiency from patient history and background are required

on occasions. Hypomagnesaemia is reported to occur in nearly one third of

chronic alcohol users, due to reduced levels of oral intake and malabsorption.

Long time use of PPI induces pH elevation in the intestinal tract, leading

suppression of magnesium up take through specific channels. Magnesium de-

pletion induces peripheral resistance to parathyroid hormone causing

hypocalcaemia, moreover, also elicits kaliuresis by affecting ROMK channels

located on the apical membrane of the distal tubular cells. We fortunately

experienced two valuable cases of Mg deficiency with resistant hypokalemia.

GRANULOMATOUS INFLAMMATION OF THE PANCREAS IN PA-

TIENT WITH CROHN'S DISEASE Ang Xu; Manreet Kaur. Baylor Col-

lege of Medicine, Houston, TX. (Control ID #2907424)

LEARNING OBJECTIVE #1: Recognize the pancreas as a possible site of

extraintestinal manifestations of Crohn's Disease

LEARNING OBJECTIVE #2: Learn how to treat pancreatic inflammation

associated with Crohn's disease

CASE:A 61-year-old male with a history of Crohn's Disease (CD), previously

treated with mesalamine, presented with 1 month of progressively worsening

diarrhea. The patient reported 6-8 watery, greasy bowel movements a day,

associated with fecal incontinence. Over the counter antidiarrheals did not

alleviate the symptoms. There was no blood in the stool. There was no history

of recent travel, antibiotics use or initiation of new medications. The patient

denied fever, night sweats, unintended weight loss, nausea or vomiting. On

exam, vital signs were within normal limits. Abdomen was soft, non-tender

and non-distended. Laboratory markers including leukocyte count, erythrocyte

sedimentation rate, C reactive protein, fecal elastase and fecal calprotectin were

within normal limits. Stool testing for enteric pathogens including C-diff,

Giardia and routine culture were negative. Colonoscopy revealed changes

consistent with mild chronic colitis; however, the symptoms appeared out of

proportion to the degree of inflammation noted on the biopsies of the colonic

mucosa.The patient was started on a trial of pancrelipase which improved his

symptoms. Endoscopic ultrasound (EUS) evaluation of the pancreas showed a

10mm by 8mm, hypoechoic lesion in the body of the pancreas with an intact

interface between the lesion and the surrounding structures. Fine needle

aspiration revealed chronic, granulomatous, lymphocytic inflammation with

no evidence of malignancy or infection, consistent with extra-intestinal in-

volvement from CD. The patient was started on a course of Prednisone and

then transitioned to Infliximab- with prompt resolution of symptoms and

remains in steroid-free clinical remission of his CD.

IMPACT: Hyperamylasemia, hyperlipasemia, pancreatitis and exocrine pan-

creatic insufficiency associated with CD have been reported in the literature.

The etiology of this association has been elusive. There have only been two

case reports of a granulomatous inflammation of the pancreas in association

with CD. In both cases, the granuloma was in the head of the pancreas; raising

the possibility it may have been an extension of the luminal inflammation in the

adjoining portion of the duodenum versus primary granuloma of the pancreas.

Our patient's granuloma was found in the body of the pancreas, with an intact

interface noted between the granuloma and surrounding pancreatic parenchy-

ma; suggesting a primary pancreatic process.

DISCUSSION: The prevalence of extraintestinal manifestation of CD range

from 22-40%, with musculoskeletal, dermatologic and ocular manifestations

being the most common. This case highlights the importance of recognizing

the pancreas as a possible site of the extraintestinal manifestation of CD.

Treatment consists of treating the underlying CD with consideration of top-

down therapy starting with biologics.

GUTCHECK: ANUNUSUALCAUSEOFELECTRICAL STORM Sina

Salehi Omran; Alexander Teng. UPMC, Pittsburgh, PA. (Control ID

#2945975)

LEARNING OBJECTIVE #1: Manage loperamide-induced ventricular

tachycardia

LEARNINGOBJECTIVE #2: Identify unusual causes of syncope in patients

with substance use disorders

CASE:A 36-year-old oil rig employee with past medical history of oxycodone

abuse presents with syncope. For the past month, he has used increasing

amounts of loperamide to stave off opioid withdrawal after stopping oxyco-

done, up to 200 2-mg tablets daily. He lost consciousness while working in his
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yard that day, followed by several other episodes prior to coming to the ED. He

denies any chest pain, dyspnea, palpitations, or edema. He has no family

history of sudden death. On arrival, he was noted to have HR 68, BP 173/82,

T 37 C, RR 16, and SpO2 99% on room air. Physical examwas unremarkable.

ECG showed right bundle branch block with QRS 184 ms, QTc 816 ms. On

monitor, he hadmultiple runs of Torsades de pointes with LOC, requiring three

rounds of defibrillation in the course of an hour. These were preceded by

bradycardia, so isoproterenol was initiated for HR acceleration to goal 120s.

He was admitted to the ICU. Given ongoing electrical instability, patient was

intubated, transvenous pacemaker placed with rate 105 bpm, and isoproterenol

discontinued. Bicarbonate infusion and ventilator settings were adjusted to

maintain pH of 7.5-7.55. Magnesium and potassiumwere corrected frequently.

Electrophysiology team recommended lidocaine drip and gradual reduction of

pacer backup rate. Serial ECGs showed improving native QTc. He was

extubated on hospital day 7 and discharged three days later on no medications

and without pacer. His ECG had essentially normalized, with RBBB pattern

resolved and QTc reduced to 496 ms. He was connected with community

mental health resources to prevent relapse.

IMPACT: Given the ever-expanding opioid epidemic and propagation of

"home remedies" for withdrawal, we expect increasing rates of loperamide

abuse and subsequent toxicity. This case adds to the sparse literature on the

subject of loperamide-induced VT, while demonstrating the need for a high

index of suspicion for drug toxicity in young patients presenting with syncope.

It also relays an algorithm for management of electrical storm in this scenario.

DISCUSSION: The mechanism of QTc prolongation by loperamide is poorly

understood, but seems to involve both sodium channel (Nav1.5) and potassium

channel (hERG) binding on cardiomyocytes, hence the importance of class I

antiarrhythmics, overdrive pacing, aggressive electrolyte repletion, and serum

alkalinization. There are currently six cases of loperamide-induced TdP in the

literature, along with one review of FDA post-marketing drug safety surveil-

lance data which identified seven cases. Those with dose information report

daily doses of 100 mg or higher, and many quote opioid withdrawal as reason

given by the patients. All were published in 2016 or later, signifying a growing

concern. Lastly, this case raises the question of whether loperamide should be

subjected to regulations limiting quantities purchased by one individual.

HANDS SHOULDER KNEES AND TOES: RS3PE A CASE REPORT

David Goldgrab; Virginia O. Volpe; Rupal Panchal. University of Connecticut,

New Britain, CT. (Control ID #2943925)

LEARNINGOBJECTIVE #1:Recognize the signs and symptoms of, and be

able to diagnose Remitting Seronegative Symmetrical Synovitis with Periph-

eral Edema (RS3PE)

CASE: A 49-year-old male with no significant medical history presented with 2

weeks of shortness of breath, arthralgia and swelling. Upon further investigation,

patient admitted to 2-year history of relapsing and remitting migratory polyarthritis

associated with edema which has recently becomemore frequent. He had been self

medicating with NSAIDs with minimal relief. On exam, patient was found to be

febrile, tachycardic and normotensive. Joint examination revealed pitting edema,

immobility and tenderness bilaterally in his hands, shoulder, knees and feet, as well

as pallor. He was profoundly anemic with a hemoglobin of 5.5, leukocytosis and

thrombocytosis. Infectious, rheumatological and vasculitis studies were negative.

Heme stool was negative and patient denied any signs of occult or overt GI

bleeding. After multiple units of blood product, he elicited an appropriate response.

Rheum was consulted and steroids empirically started with dramatic improvement

in joint pain and swelling. Investigations into his anemia suggested iron deficiency.

CD4 count was done which was unusually low at 210. HIV was negative. Bone

marrowbiopsy showedhypercellular bonemarrowwithmild erythroid hyperplasia,

mild dysmegakaryopoietic and dyserythropoietic changes of uncertain significance

and mild plasmacytosis. Several weeks after discharge his CBC and iron studies

had also normalized however, CD4 count continued to remain <500.

IMPACT: This case brought awareness to the not very well-known syndrome

of RS3PE as a cause of seronegative arthritis as well as its association with

occult malignancy. The diagnosis of RS3PE required the care team to be more

aggressive in cancer screenings for this patient who would have otherwise not

routinely followed with a primary care physician for the recommended malig-

nancy screenings.

DISCUSSION: RS3PE is a rare condition in which patients experience

polyarthritis associated with pitting edema, usually in the hands, with a negative

rheumatologic workup. RS3PE commonly presents as a paraneoplastic syn-

drome, and usually manifests prior to the diagnosis of malignancy. RS3PE has

been associated with both solid tumors as well as hematologic malignancies,

commonly myelodysplastic syndromes. RS3PE is an important and rare form of

arthritis that when diagnosed can be a warning sign for malignancy. RS3PE

patients should undergo careful monitoring and screening for malignancies.

RS3PE responds verywell to low dose oral corticosteroids. The patient presented

above did have significant improvement to low dose prednisone with significant

decrease in swelling and improved range of motion in the affected joints. Our

patient had a low CD4 count and a non-diagnostic bone marrow biopsy and

continues to be followed by both Rheumatology and Oncology to monitor for an

underlying yet to be diagnosed malignancy as the culprit.

HARDER TO BREATHE: AN UNUSUAL CASE TO IRON OUTAdam

Reinagel2; Ashley Chapel1; Adam Merando1. 1Saint Louis University, Saint

Louis, MO; 2Saint Louis University, St. Louis, MO. (Control ID #2941810)

LEARNING OBJECTIVE #1: Recognize hypophosphatemia as a potential

side effect of IV ferric carboxymaltose.

LEARNING OBJECTIVE #2: Manage symptoms and electrolyte replace-

ment in the setting of IV iron induced hypophosphatemia.

CASE: A 33-year-old Caucasian woman presented with increasing fatigue,

palpitations and shortness of breath for the previous three weeks. She had a

history of iron deficiency anemia, gluten sensitivity and compensated anorexia.

One month prior to admission, she received two doses of intravenous ferric

carboxymaltose (FCM) supplementation. Upon evaluation, vitals were BP:

134/69 mmHg, HR: 74 bpm, RR: 18 rpm (SaO2: 98%), T: 37 C. Physical

examination revealed mild muscle tenderness in the thighs, but was otherwise

unremarkable. Laboratory findings were relevant for severe

hypophosphatemia (serum phosphorus: 1.2mg/dL), serum calcium: 8.8 mg/

dL and alkaline phosphatase: 88 IU/L. Additional studies revealed PTH: 38.7

pg/mL, 25(OH) vitD: 22.0 ng/mL, FGF-23: 116 RU/mL (ref: 44 - 215 RU/mL)

and TSH: 1.8 uIU/mL. CBC, basic chemistry, hepatic function panel and iron

studies were all within normal limits. She was found to have

hyperphosphaturia (fractional excretion of PO4-3: 99.76%). Despite intensive

repletion with both intravenous phosphorus (90 mmol/L/day) and oral phos-

phorus (32 mmol/L/day), her serum phosphorous levels remained critical and

dropped as low as 0.7 mg/dL, which was associated with increased respiratory

symptoms. Due to concerns of FCM-induced Na/PO4-3 co-transporter
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dysfunction, we attempted to replete her calcitriol deposits by administering

intravenous calcitriol (1 mcg/day) with slow titration up to 3 mcg/day. After

two weeks of treatment with high dose calcitriol, her serum phosphorus levels

were noted to rise back within normal limits.

IMPACT: After receiving two doses of IV ferric carboxymaltose, this patient

experienced symptoms for three weeks before she was diagnosed with

hypophosphatemia. IV iron induced hyposphosphatemia is becoming a more

prevalent side effect and may be due to the higher concentrations of newer IV

iron formulations. Being more aware of this finding will help to secure more

timely diagnosis and allow for appropriate treatment and follow up.

DISCUSSION: As clinicians, we should be aware that hypophosphatemia, in

some cases severe, can be a side effect of IV ferric carboxymaltose. Hence, we

will consider checking baseline phosphorous levels prior to administering IV

ferric carboxymaltose to identify patients that may already have low-normal

phosphorous levels and have a lower threshold for assessing serum phospho-

rous levels if symptoms arise following ferric carboxymaltose administration.

We also recommend using innovative therapies such as calcitriol repletion if

severe symptomatic hypophosphatemia occurs as a consequence of IV ferric

carboxymaltose administration.

HAVING GOOD TEETH MAY BE DETRIMENTAL TO YOUR

HEALTH: A CASE OF SUBACUTE ENDOCARDITIS Jared

Schprechman. Naples Community Hospital, Naples, FL. (Control ID

#2944991)

LEARNING OBJECTIVE #1: Differentiate subacute from acute presenta-

tion of infective endocarditis

LEARNINGOBJECTIVE #2:Recognize common activities associated with

transient bacteremia

CASE: A 30-year-old non-smoking male with no past medical history pre-

sented to an urgent care with persistent fevers, diarrhea, and sinus pain for one

week. He had no palpitations, history of cardiac murmurs, dysuria or cough.

He reported brushing his teeth and flossing after every meal, sometimes

associated with minor bleeding. All other ROSwas negative. He had no history

of prior surgeries or dental procedures. Physical exam was notable for a 2/6

blowing non-radiating diastolic murmur heard best at the 3rd left intercostal

space. His dentition was good; the rest of the examination was unremarkable.

He was prescribed amoxicillin and referred to cardiology for further evaluation

of his newly detected murmur. Two months later he presented to a cardiologist

with night sweats, palpitations, 36 pound weight loss and poly-arthralgia in

addition to the persistence of his prior symptoms of fever and diarrhea. Vitals

were BP 158/68, HR 118, and Temp 37.8 oC. Physical exam was notable for a

4/6 blowing, non-radiating, early, decrescendo diastolic murmur heard

throughout the precordium, loudest at the left 3rd intercostal space. Skin

examination did not reveal any splinter hemorrhages, janeway lesions, or osler

nodes. The patient was sent emergently for echocardiographywhich revealed a

mobile mass on the mitral valve and a bicuspid aortic valve (AV) with severe

aortic regurgitation. He emergently underwent AVreplacement. Blood cultures

revealed Strep viridians.

IMPACT: Infective endocarditis (IE) can present similarly to many other more

benign diseases. The finding of new onset murmur and non-resolution of

infectious symptoms should raise suspicion for this serious condition.

DISCUSSION: The presentation and etiology of infective endocarditis varies.

Our patient had the classic subacute presentation, progressing over several

weeks to months with vague symptoms including fever, diarrhea, and malaise.

In the absence of common risk factors such as IV drug use, or valve replace-

ment, it can be easy to miss the correct diagnosis. Subacute IE is typically

caused by less virulent pathogens such as streptococcus viridians, which

accounts for 60% of cases. S. viridians is associated with the oral mucosa

and teeth. This patient's bicuspid aortic is a risk factor for IE and likely

predisposed him to this disease. His frequent teeth cleaning may have also

increased his risk. Invasive dental procedures can increase the risk of bacter-

emia and bleeding in themouth after teeth brushing can increase bacteremia up

to eight fold. In contrast, acute infective endocarditis, often caused by Staph, is

a very aggressive infection that manifests in days to week and has a very severe

initial presentation which includes embolic stroke and septic arthritis.

HEMOPHAGOCYTIC LYMPHOHISTIOCYTOSIS SYNDROME

FROM ACUTE CYTOMEGALOVIRUS INFECTION IN AN IMMU-

NOCOMPETENT FEMALE Chanelle Diaz1; Tanuja Devaraj1; Shitij

Arora2. 1Montefiore Medical Center, Bronx, NY; 2Albert Einstein College of

Medicine, BRONX, NY. (Control ID #2945728)

LEARNING OBJECTIVE #1: Recognize hemophagocy t ic

lymphohistiocytosis (HLH) as a sequela of acute cytomegalovirus (CMV)

infection in an immunocompetent host.

LEARNING OBJECTIVE #2: Treat HLH from CMV infection with intra-

venous ganciclovir.

CASE: A 30-year-old woman with no past medical history presented with

three weeks of constitutional symptoms including fevers, night sweats and 15

lbsweight loss. Shewas febrile to 101.8 °F, with hepatosplenomegaly and right

upper extremity petechiae. Laboratory data revealed severe pancytopenia,

normal renal and hepatic function, elevated ferritin at 1013 ng/mL, and normal

triglycerides at 150 mg/dL. Four sets of blood cultures were negative. HIV

antibody and viral load were negative; hepatitis A, B and C, EBV, parvovirus

B19 serologies were negative. CMV serology returned positive with elevated

titers of IgM Ab and a viral load 56,335 copies/mL. With hematologic

malignancy a concern, she underwent a bone marrow biopsy which was

normocellular without blasts or granulomas. No hemophagocytosis was seen.

With no clonal disease or aplastic anemia seen on bone marrow, we suspected

hyper-inflammatory response seen in HLH as a cause of her pancytopenia. The

cytokine profile including soluble IL-2 receptor returned elevated at 2,931

U/mL. She was diagnosed with HLH from acute CMVinfection and started on

intravenous ganciclovir with resolution of symptoms, improvement in pancy-

topenia and ferritin levels (1013 ng/mL to 495 ng/mL in 10 days); she required

no additional treatment.

IMPACT: Severe life threatening CMV infection can occur in an immuno-

competent host. When it presents as HLH, targeted antivirals including ganci-

clovir should be initiated early in the course of the disease.

DISCUSSION: HLH is an unusual disorder that is characterized by uncon-

trolled proliferation of mature histiocytes, hemophagocytosis, and upregulation

of inflammatory cytokines. HLH primarily affects immunocompromised pa-

tients, although it is also possible for immunocompetent individuals to be

affected. Even more rare is CMV-associated HLH in the immunocompetent

patient, which has been documented only four times in the literature. The

diagnosis requires at least 5 out of 8 HLH-2004 diagnostic criteria that includes

fever, splenomegaly, cytopenia, hypertriglyceridemia ≥265 mg/dL,

hemophagocytosis in bone marrow, spleen or lymph nodes, soluble IL2
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receptor ≥2400 U/mL, low or absent natural killer cell activity, and ferritin

≥500 ng/mL. Effective early therapy reduced the mortality from HLH from

95% to 30%-35% in the HLH-94 trial. Though HLH appears to be a disease of

excessive immune activation, the ideal form of immune suppression/anti-

inflammatory therapy remains unknown. In addition to treating the triggering

disease, HLH-specific treatment includes corticosteroids, etoposide and/or

IVIG. Serum ferritin can be used to assess response to therapy. We treated

our patient with single agent chemotherapy using intravenous ganciclovir with

excellent clinical response.

HEMORRHAGIC BRAIN MASS. WITHOUT A MASS Jaffer Ahmed;

Vladyslav Dieiev. Montefiore Medical Center, Bronx, NY. (Control ID

#2944917)

LEARNINGOBJECTIVE #1:Recognize cognitive errors, including anchor-

ing bias, in clinical practice

LEARNING OBJECTIVE #2: Discuss common causes of hemorrhagic

cerebrovascular accident (CVA)

CASE: An 89-year-old woman presented with left-sided weakness and de-

creased responsiveness. Her history was significant for hypertension and

Alzheimer's dementia. Her blood pressure was 215/84 mmHg and heart rate

was 64 per minute. She was obtunded and unable to cooperate with neurologic

exam. Magnetic resonance imaging (MRI) of the brain was significant for a

5x4cm right parietal intraparenchymal hemorrhagic mass associated with

edema. The differential diagnosis was primary malignant neoplasm and met-

astatic disease according to the radiologist. Oncology, neurology, and neuro-

surgery were consulted; interdisciplinary team assessment was "inoperable

malignancy." After five days of hospitalization, during which extensive work-

up for malignancy proved negative, her mental status had improved consider-

ably. Repeat CTscan revealed "acute hemorrhagic CVA, improving. Without a

mass."

IMPACT: This case demonstrates a common situation in which clinical

judgment of multiple health care providers was biased by "objective finding"

of brain tumor on MRI. Although imaging was suggestive of tumor, this

diagnosis by far was one of the less likely possibilities based upon clinical

findings. We learned not to limit ourselves with other clinicians' interpretations

and not to consider radiology reports being equal to clinical diagnosis.

DISCUSSION: Failure to consider reasonable differentials after an initial

diagnosis is made is called premature closure. This type of cognitive error

frequently occurs in clinical practice and is exacerbated by anchoring bias.

Studies have shown that cognitive biases are associated with diagnostic inac-

curacies in up to 77% of case-scenarios, and anchoring bias being as prevalent

as 5.9 to 87.8 % in different studies. In our case, the radiologist's interpretation

of brain MRI that included his differential diagnosis "anchored" the minds of

other clinicians, causing failure to create a reasonable differential diagnosis,

even when the patient was improving clinically. Despite the fact that imaging is

an objective tool to assess our patients, we oftentimes forget that the findings

are reported through the prism of the radiologist's mind. One of the most

common causes of acute-onset, focal neurologic deficit is CVA, 15% of which

are hemorrhagic. Cerebral amyloid angiopathy (CAA), hypertensive hemor-

rhage, arteriovenous malformation, and metastatic brain tumors are common

causes of non-traumatic hemorrhagic CVA in the elderly. The acuity of her

symptoms and insignificant tests searching for malignancy were more suspi-

cious for CVA rather than primary brain malignancy or metastatic disease.

Thus, careful interpretation of other clinicians' assessments and obtaining

second opinions when in doubt are some of the ways to prevent this type of

medical error.

HEPATITIS AND PROTEINURIA: TALES OF A VENEREAL DIS-

EASE Nina Nguyen1; Carlos A. Rodriguez2; Jose Barrientos Paz1; Alan

Tso1. 1Mount Sinai Beth Israel, New York, NY; 2Ichan School of Medicine

at Mount Sinai Beth Israel, New York, NY. (Control ID #2945511)

LEARNING OBJECTIVE #1: Diagnose syphilis

LEARNING OBJECTIVE #2: Recognize the laboratory abnormalities in a

patient with syphilis

CASE: The patient is a 49-year old man with no medical history who

presented to his primary care physician for follow up of abnormal liver

function tests. Labs showed an elevation of alanine aminotransferase

(ALT) to 113 U/L and alkaline phosphatase to 454 U/L. The patient

had been having abdominal pain for 2-3 weeks that was described as

epigastric tightness, worse at night, not related to food intake, improved

with lying on his back. He had been having nausea and night sweats for

the same time period but denied any fevers or unintentional weight loss.

The patient was screened for sexually transmitted infections (STI) 2 weeks

before. Physical exam showed normal vital signs and mild epigastric

tenderness without rebound or guarding. Further workup showed persis-

tently elevated alkaline phosphatase and ALT to 355 U/L and 62 U/L,

respectively, elevated gamma-glutamyl transferase 324 U/L, 1+ proteinuria

on urinalysis with subsequent random urine total protein of 565 mg/L.

Hepatitis screen was negative. Further review of the patient's STI screen

showed positive RPR screen with a titer of 1:1024 and positive treponema

pallidum antibodies. HIV, gonorrhea, and chlamydia tests were negative.

Given that the patient had a negative syphilis test 5 months prior and

denied chancre, he was diagnosed with secondary syphilis and treated

with one injection of 2.4 million units of penicillin G. Repeat labs after

treatment showed normalization of hepatic function and proteinuria.

IMPACT:We present a case of secondary syphilis. The patient presented with

complaints of vague abdominal pain as well as night sweats, and further

workup showed a variety of laboratory abnormalities including proteinuria

and hepatitis. It is important for physicians to recognize other laboratory

abnormalities that can be caused by syphilis so that it can be included in the

differential diagnosis of patients at risk. If syphilis is diagnosed, awareness of

other laboratory alterations associated with the diagnosis can avoid further

costly and unnecessary workup.

DISCUSSION: Syphilis infection is caused by the bacterium Trepone-

ma pallidum. Primary syphilis is defined by a painless chancre that

often heals without treatment. Secondary syphilis can be characterized

by a variety of signs and symptoms including constitutional symp-

toms, hepatitis, alopecia, rash, and renal abnormalities. Syphilitic hep-

atitis is often seen as high alkaline phosphatase with normal or

slightly elevated transaminases. Patients may also have renal abnor-

malities that range from mild transient albuminuria to nephrotic syn-

drome. It is important to recognize that syphilis can cause a wide

range of symptoms and findings, so screening should always be

considered in at risk patients that present with vague symptoms.

Cardiovascular or neurologic manifestations may indicate tertiary dis-

ease. Proper determination of stage is important as it guides treatment.
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HEPATITIS B REACTIVATIONWITHCHEMOTHERAPY JAIME DE

LA FUENTE1; John Poterucha2. 1Mayo Clinic, ROCHESTER, MN; 2Mayo

Clinic, Rochester, MN. (Control ID #2945410)

LEARNINGOBJECTIVE #1: Recognize when close monitoring or prophy-

laxis for hepatitis B reactivation is warranted in patients receiving

chemotherapy

CASE: A 70-year-old man with a past medical history of atrial fibrillation,

chronic lymphocytic leukemia (CLL), comes in for routine, monthly hematol-

ogy appointment for his CLL and chemotherapy monitoring. Patient was

diagnosedwith CLL 7months ago on axillary lymph node biopsy. Five months

later, he began monotherapy in a clinical trial, with a Bruton's Tyrosine Kinase

(BTK) inhibitor called BGB-3111. Prior to starting the BTK inhibitor, baseline

laboratory studies were obtained including hepatitis B (HB) and C serology. It

was negative for hepatitis C antibody, HB core antibody (anti-HBc) was

positive, HB surface antibody (anti-HBs) was positive, and the HB surface

antigen (HBsAg) was negative. The quantitative antibody was 892 IU/mL. He

was started on BGB-3111, and responded well to it. On routine monthly

appointment follow up, prior to cycle 4 of BGB-3111, testing revealed alanine

aminotransferase (ALT) of 94 U/L and aspartate aminotransferase (AST) of 75

U/L. Physical exam was unremarkable. He was asymptomatic. Repeat HB

serology demonstrated + anti-HBc, +anti-HBs, -HBsAg, decrease in surface

antibody to 267 IU/mL, and HB DNAwas measurable at 7.23 million IU/mL.

Patient was promptly started on tenofovir. ASTand ALT continued to climb to

1000 U/L then down-trended to normal. HB DNA was undetectable after 5

months.

IMPACT: This case changedmy clinical practice of patients who are receiving

immunosuppressive chemotherapy that demonstrate serology of prior HB

infection. In the era of potent chemotherapy, it is not only the chronic HB

patient, with a positive HBsAg, that clinicians have to worry about reactivation

and flare of their hepatitis. Conditional to the intensity of the chemotherapy and

type of malignancy, physicians should provide prophylaxis or at least close

laboratory monitoring in patients with resolved HB infection.

DISCUSSION: All patients need to have their HB serology assessed prior to

receiving chemotherapy for hematologic malignancies, to assess their risk for

HB reactivation. Guidelines recommend use of antiviral prophylaxis for reac-

tivation when receiving potent immunosuppressive chemotherapy. Unfortu-

nately, studies are not as clear when it comes to the combination of moderate

immunosuppressive chemotherapies such as BTK inhibitors. Especially, when

they have cleared their HB, like in our case. Though the American Gastroen-

terological Association recommends prophylaxis for some moderately potent

chemotherapy, it is a weak-recommendation with moderate quality of evi-

dence. Due to there being no standard, it would not be incorrect to get baseline

HB DNA levels and monitor them every 1-3 months as well, and treat if

elevated. Though neither was done in our case, it illustrates the need to have

some form of prophylaxis or precise monitoring in place for HB reactivation.

HEPATITIS C VIRUS INFECTION ANDMYELODYSPLASTIC SYN-

DROME Babikir Kheiri; Mohammed Osman; Emad Abusitta; Ghassan

Bachuwa. Hurley Medical Center/Michigan State University, Flint, MI. (Con-

trol ID #2916768)

LEARNING OBJECTIVE #1: Recognize myelodysplastic syndrome as a

potential extrahepatic manifestation of hepatitis C virus (HCV) infection.

LEARNING OBJECTIVE #2: Evaluate HCV-infected patients with abnor-

mal peripheral cell counts.

CASE:A55-year-old Caucasian female with past medical history of treatment-

naive HCV-infection genotype 1a presented to the emergency department with

altered mental status. Family members stated that she had been complaining of

fatigue for a few months prior to admission and her general condition had

deteriorated progressively. Physical examinations revealed a cachectic, severe-

ly pale patient. The rest of the physical examination was unremarkable. Her

laboratory investigations showed hemoglobin of 2.4 g/dl (Ref: 12-16), hemat-

ocrit 8.7% (Ref: 38-47), mean corpuscular volume of 138.5 FL (Ref: 80-100),

white cell count of 12.8 (Ref: 4-10.8), and platelet count 249 k/ul (Ref: 130-

430), with negative fecal occult blood and no evidence of hemolysis (normal

reticulocyte and haptoglobin). She was initially resuscitated and received

multiple blood transfusions. Subsequently, she underwent bone marrow biopsy

and the cytogenetics testing revealed trisomy 8, which confirmed the diagnosis

of MDS. She was treated with recombinant human erythropoietin subcutane-

ously forMDS and Ledipasvir-sofosbuvir for HCVinfection. She made a good

recovery with great improvements in her laboratory results.

IMPACT: This case raised our awareness of the association between HCV

infection and MDS. We will change our practice by evaluating any abnormal

peripheral cell counts in the setting of HCVinfection and possible early referral

for bone marrow biopsy.

DISCUSSION:HCV infection can be associated with different hematolog-

ical diseases and infected individuals frequently display varying degrees of

bone marrow cytopenias such as MDS. MDS is a heterogeneous group of

malignant hematopoietic stem cell disorders characterized by dysplastic

and ineffective blood cell production. The occurrence of MDS as an

extrahepatic manifestation of HCV infection is reported in a few case

reports and small-scale studies. However, the mechanisms of HCV-induced

MDS are not fully understood and multiple factors are proposed, such as

hypersplenism, autoimmune process, direct bone marrow infection, and

inhibition of bone marrow progenitor cell proliferation. A few cases have

shown complete resolution of MDS after HCV eradication, which also

supports the occurrence of MDS as an extrahepatic manifestation of

chronic HCV infection.

HEPATITISWITHOUTGASTROENTERITIS: ACUTEHEPATITIS A

IN A YOUNG ADULT Robert Dewar1; Harish Jasti2. 1The Mount Sinai

Hospital, New York, NY; 2Icahn School of Medicine at Mount Sinai, New

York, NY. (Control ID #2940794)

LEARNING OBJECTIVE #1: Identify the presentation of acute liver injury.

LEARNING OBJECTIVE #2: Diagnose acute hepatitis A virus (HAV)

infection.

CASE: A 30-year-old male with a past medical history significant for vitiligo

presented with abdominal pain, fevers, and jaundice. The abdominal pain had

started about one week prior to admission, and was described as constant,

diffuse, cramping, and non-radiating. There was no associated nausea,

vomiting, diarrhea, or constipation. There were no alleviating or exacerbating

factors. One day prior to admission, he noted diffuse jaundice and recurrent

fevers. He denied any sick contacts, unprotected sexual contact, or recreational

drug use. He did endorse a 6 month history of intramuscular anabolic steroid

use and binge drinking. Physical exam revealed an athletic male with diffuse

jaundice. Vital signs were stable. Cardiac and pulmonary exams were
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unremarkable. Abdominal exam was significant for right upper quadrant

tenderness and hepatomegaly without rebound or guarding. Labs were notable

for elevated liver enzymes (ALT 6478, AST 3991, Total bili 7.2, Direct bili

5.4). Alcohol and acetaminophen levels were normal. A urine toxicology

screen was negative. Abdominal CT demonstrated moderate intrahepatic

periportal edema. Hepatitis serologies were negative for Hep B and C, but

positive for Hep A IgG and IgM. Upon further questioning, the patient recalled

that he had traveled toMexico onemonth prior, but had not disclosed this in the

initial interview since he had not suffered from any GI illnesses during the trip.

IMPACT: This case illustrates the importance of keeping a broad differential in

patients with acute liver injury, as there can be variable presentations even in

classic causes of liver injury such as acute HAV infection.

DISCUSSION: HAV infects about 1.4 million patients worldwide annually.

Transmission is fecal-oral and the disease is self-limiting. Less than 1% of

cases progress to acute hepatic failure. Individuals are infectious during the

incubation period (approximately 2-3 weeks before clinical symptoms) until

one week after resolution of the jaundice. Clinically, patients experience fever,

jaundice, and abdominal pain. Hepatomegaly is notable on exam in about 80%

of patients. Although the majority of patients experience GI distress with initial

infection, our patient did not endorse such symptoms. In fact, about 30% of

patients with acute HAV infection do not exhibit any GI symptoms. Lab

abnormalities include elevated liver enzymes (usually both ALT and AST

>1000, with ALT>AST), in addition to increased serum bilirubin and alkaline

phosphatase. Care is supportive, with close observation to monitor for pro-

gression to acute hepatic failure. Since patients can be infectious even after

symptoms resolve, education should be provided on safe sex and hand washing

practices. Close contacts should also be vaccinated for HAV.

HERPES SIMPLEXVIRUS TYPE 2: A RARE CAUSEOFMENINGO-

ENCEPHALITIS Babikir Kheiri; Emad Abusitta; Meredith Good; Danielle

Osterholzer; Ghassan Bachuwa. Hurley Medical Center/Michigan State Uni-

versity, Flint, MI. (Control ID #2916528)

LEARNING OBJECTIVE #1: Recognize Herpes Simplex Virus type 2

(HSV-2) as a cause of meningoencephalitis.

LEARNING OBJECTIVE #2: Recognize the importance of differentiating

primary benign headaches from secondary serious causes.

CASE: A 35-year-old female presented to the emergency department (ED)

with a four-day history of lethargy and bitemporal headache. She has a history

of migraines, which usually present as a bitemporal headache and often

respond well to ibuprofen. Her daughter reported her headache as similar to

her migraine attacks but more severe and not controlled with her usual

analgesia. She also noticed that her mother had been confused, not recognizing

others, and very lethargic. On physical examination, her temperature was

elevated at 380C. The rest of her vital signs were normal. A funduscopic

examination was very limited secondary to severe photophobia. She had

minimal response to verbal stimuli and showed no signs of meningismus.

The rest of the physical examination was unremarkable. She received analgesia

and anti-emetics without any improvement. Therefore, she underwent a non-

contrasted computed tomography (CT) of the head, which was unremarkable.

Subsequently, she had a lumbar puncture and her cerebrospinal fluid (CSF)

analysis revealed a white cell count (WCC) of 390 cubic-millimeters (CUMM)

(normal <10) and lymphocytic predominance at 98%. A polymerase chain

reaction (PCR) of her CSF was positive for HSV-2. She was diagnosed with

HSV-2 meningoencephalitis and started on intravenous (IV) acyclovir 10 mg/

kg three times daily. She made an excellent recovery with complete resolution

of her symptoms.

IMPACT: Although benign headaches are common presentations to the ED,

serious causes can present a challenging diagnosis.Wewill change our practice

by carefully evaluating patients with a history of headaches/migraines and

considering the possibility of encephalitis as a culprit cause. In addition, this

case raised our awareness regarding the possibility of HSV-2 as a cause of

meningoencephalitis in immunocompetent patients.

DISCUSSION: HSV-2 is usually associated with a more benign aseptic

meningitis, which is usually self-limited and not associated with permanent

neurologic sequelae. Although not well established in adults, HSV-2 has been

found to be associated with encephalitis in immunocompromised patients and

after neurosurgical procedures in a few case reports. Encephalitis, defined as

inflammation of the brain parenchyma associated with neurological dysfunc-

tion, can be diagnosed on the basis of clinical, laboratory, and neuroimaging

features. Using the Brighton Collaboration Encephalitis Working Group

criteria, our case met one major criterion (altered level of consciousness and

lethargy ≥24 hours) and 2 minor criteria (fever ≥380C within 72 hours of

presentation, CSF WCC ≥5/CUMM) for a diagnosis of encephalitis. Overall,

the management and prognosis of herpes encephalitis has improved consider-

ably with the rapid identification of HSV-DNA by PCR analysis of CSF and

the use of acyclovir.

HICKAM'S DICTUM? NO, OCCAM'S RAZOR AFTER ALL! Karin

Karpin; Danit Arad. Montefiore Medical Center, Bronx, NY. (Control ID

#2946672)

LEARNING OBJECTIVE #1: Recognizing Granulomatosis Polyangiitis

(GPA) as a multisystemic illness.

LEARNINGOBJECTIVE #2: Applying two concepts in medical diagnosis-

Hickam's Dictum vs Occam's Razor.

CASE: A 55 year-old male presented to an otolaryngologist with prolonged

nasal congestion and bilateral ear pain. He completed multiple courses of

antibiotics, systemic steroids and underwent a myringotomy and nasal

septoplasty. He was also found to have microscopic hematuria on routine

urinalysis. He was seen by a urologist where he underwent a cystoscopy,

which was unrevealing. A year later, the patient presented with productive

cough, night sweats, and pleuritic chest pain. His physical exam was signifi-

cant for mild tachycardia but otherwise unremarkable. He had a leukocytosis to

15.3x 103/μL, normal Creatnine and an Erythrocyte Sedimentation Rate of 67

mm/hr. A urinalysis revealed hematuria. Computed tomography (CT) of the

chest revealed a 1.2 cm nodule in left lower lobe and sub-centimeter ground

glass nodules in left upper lobe. The Anti-proteinase 3 Anti-Neutrophilic

Cytoplasmic Antibody (PR3-ANCA) level was elevated at 455 units/mL. A

diagnosis of Granulomatosis Polyangiitis (GPA) was made and he was started

on immunosuppressive therapy with resolution of all symptoms and findings

on CT.

IMPACT: This case highlights GPA as a multisystemic illness in which

patients may present to different specialists with a single complaint such as

persistent rhinosinusitis, recurrent otitis media or hematuria. Internists should

be on the alert to recognize GPA as a unifying diagnosis.

DISCUSSION: GPA is a rare necrotizing small to medium vessel vasculitis

that affects the upper and lower respiratory tracts and kidneys. The etiology of
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this disease remains undetermined, but it is found to be more common in older

males of Northern European descent. Initial manifestations often include

rhinosinusitis, epistaxis, cough, arthralgia, fever and weight loss. Laboratory

testing can reveal hematuria, non-nephrotic range proteinuria and elevated

PR3-ANCA serology. Radiographic findings can show lung nodules, infil-

trates or effusion if there is pulmonary involvement. With the right constella-

tion of symptoms, elevated PR3-ANCA level and tissue biopsy, a unifying

diagnosis of GPA is made. The disease may rapidly progress or have a slower

insidious course. The patient may relapse with manifestations that are different

from their initial presentation. This hinders the diagnosis when patients present

with single system complaints, especially to specialists. If left untreated, GPA

can lead to end organ damage including respiratory and renal failure. As stated

by Dr. John Hickham in a concept known as Hickam's Dictum, "A man can

have as many diseases as he damn well pleases." However, with this case the

answer is found in the diagnostic parsimony ofOccam's Razor- by connecting

the symptoms upon completing a thorough history, obtaining a detailed review

of systems, seeing the patient as a whole and following him over time.

HICKAM'S DICTUM FOR YOUNGER ADULTS: A CASE OF

LEMIERRE'S SYNDROME CONCOMITANT WITH INFLUENZA

ENCEPHALOPATHY Yuri Maruo1; Hirokazu Kuroda2; Ryuichi Sada1.
1Kameda Medical Center, Chiba, Japan; 2Kameda Medical Center,

Kamogawa, Japan. (Control ID #2940710)

LEARNING OBJECTIVE #1: Use "Hickam's dictum" even for younger

patients when the clinical course does not fit with the clinical course of

confirmed diagnosis

LEARNING OBJECTIVE #2: Recognize that Lemierre's syndrome only

involves tributaries of internal jugular vein like facial veins

CASE:A 19-year-old man without any relevant past medical history presented

with a six-day history of fever, headache, cough, and sore throat. He was

diagnosed with influenza type B at another clinic two days earlier, and been

prescribed laninamivir. Because his symptoms did not improve and he started

to experience visual hallucinations, he was subsequently admitted to our clinic

the next day. Upon physical examination, he was alert and did not present with

any hallucinations. His blood pressure was 92/54 mmHg, heart rate 72 bpm,

temperature 38.3°C, and respiratory rate 18 bpm. He demonstrated a right

submandibular lymphadenopathy. A chest x-ray revealed consolidation in the

left lower lung. Magnetic resonance imaging showed a lesion in the bilateral

corpus callosum with high-signal intensity on T2-weighted image. We diag-

nosed him with influenza-associated encephalopathy and community-acquired

pneumonia; however, oral oseltamivir and intravenous ceftriaxone did not

alleviate his fever and neck pain. Computed tomography (CT) of the chest

showed multiple nodules of bilateral lung, suggesting septic pulmonary

emboli. Blood culture was positive for gram-negative anaerobic rods

identified as Fusobacterium necrophorum. Although his symptoms

were compatible with that of Lemierre's syndrome, contrast-enhanced

CT did not show any thrombosis in the jugular vein. Additional

ultrasound of the neck finally revealed right facial vein thrombosis,

which confirmed the diagnosis of Lemierre's syndrome. Antibiotic

treatment for 6 weeks led to full recovery.

IMPACT: This case highlights the importance of considering "Hickam's

dictum," even in younger patients whose conditions continue to worsen in

spite of confirmed diagnosis and appropriate treatment.

DISCUSSION: Lemierre's syndrome is characterized by septic throm-

bophlebitis of the internal jugular vein caused by anaerobic pathogens,

mainly the Fusobacterium species, following oropharyngeal infection.

This patient presented oropharyngeal infection due to influenza,

followed by influenza encephalopathy and Lemierre's syndrome. Our

case suggests that we have to consider deep neck space infections

when the patient with influenza has persistent fever and neck pain. In

general, the jugular veins are the most affected veins in patients with

Lemierre's syndrome; however, some patients present with septic

thrombophlebitis confined to the tributaries of the internal jugular

vein. When suspecting Lemierre's syndrome, we should extend our

search for venous thrombosis to include not only the jugular vein but

also its tributaries, such as facial vein, the external jugular vein, or the

superior ophthalmic vein.

HIDDEN HYPOPITUITARISM IN A PATIENT WITH HEART FAIL-

URE JonilaMurati; Gabriela A. Ciofoaia. BerkshireMedical Center, Pittsfield,

MA. (Control ID #2946699)

LEARNING OBJECTIVE #1: Patients receiving cranial irradiation that

affects the hypothalamic-pituitary axis remain at high risk of developing

hypopituitarism even for many years after the exposure.

LEARNING OBJECTIVE #2: High suspicion of hypopituitarism should be

kept in mind even weight gain is part of clinical presentation.

CASE: 60 year old male with history of neuroblastoma of olfactory nerve

diagnosed 26 years ago for which he underwent chemo and radiation therapy,

seizure ,hypothyroidism, hypogonadism, hypertension, hyperlipidemia, mor-

bid obesity presented with generalized weakness,polyarticular joint pain,lower

extremity edema,muscle spasm and weight gain of 20 lb in 6 weeks. Physical

exam noted for pitting lower extremity edema, full range of motion and muscle

tone, no joints effusions. He was afebrile and his blood pressure was in the

lower side. His labs showed low sodium 130 meq/l, elevated CPK 442 IU/l,

LDH 313IU/l,ProBNP 185 pg/ml. Lower extremity Ultrasounds was negative

for DVT, Chest CT was negative for pulmonary pathology. Echocardiogram

showed grade 1 diastolic dysfunction. He was diagnosed with heart failure and

was started on diuretics with mild improvement .He continued to have gener-

alized fatigue, hyponatremia and low blood pressure.Endocrinologic workup

showed TSH 0.07 mIU/ml, Free T4 0.92 ng/dl, testosterone 56 ng/dl ,FSH

0.4mlU/ml, LH 0.2 mIU/ml suggestive of hypogonatropic hypogonadism.

Cortisol am sample 2 UG/DL, ACTH 7.4 pg/ml suggestive of adrenal

insufficiency.Prolactin 28.1 ng/ml and insulin-like GF I 15 with IGF Z-score

negative 2.33.CT head showed no obvious pathology. He was started on

steroid replacement therapy with improvement of symptoms.

IMPACT: High suspition of hypopituitarism should be kept in mind in patient

with a proper background such as those with prior history of brain irradiation

even when atypical presentation may be part of the disease.Weight gain may

confund presence of hypopituitarism if you dont keep a high clinical vigilance

and confirm hypopituitarism presence with laboratory data.

DISCUSSION: Hypopituitarism is the partial or complete insufficiency of

anterior pituitary hormone secretion. It has an incidence of 12-42 new cases per

million per year andmay result from pituitary or hypothalamic disease. Cranial

radiation can be associated with neuroendocrine disturbances of anterior

pituitary.The severity and frequency of hormone deficiency correlate with the

radiation dose delivered exposure and the length of follow-up. Radiation-
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induced anterior pituitary hormone deficiencies are irreversible and progres-

sive. Clinical manifestations depend on the extent of hormone deficiency and

may be non specific, like weakness, fatigue, myalgias, arthralgias, weight

loss,hypotension, cold intolerance ,impotence and infertility.Presence of

weight gain is unusal presentation as in the index patient.As the symptoms

of weight gain and fatigue did not improve suggestion of underlying

endocrinologyc pathology was made and was confirned by laboratory data.

HIDING BEHIND A RED EYE

UNMASKING A NEW HIV DIAGNOSIS IN A PATIENT WITH OCU-

LAR SYPHILIS Charit Taneja; Joseph Kristan; Perry Fisher; Kamana Pillay.

Mount Sinai Beth Israel, New York, NY. (Control ID #2944436)

LEARNINGOBJECTIVE #1: Recognize the importance of HIV testing in a

high risk individual who presents with ocular syphilis

LEARNINGOBJECTIVE #2:Recognize that ocular syphilis can occur with

a negative CSF-VDRL and can be a completely isolated presentation at any

stage of syphilis

CASE:A 25-year-old male, with no significant past medical history, presented

with left eye pain, erythema and blurry vision. He initially presented to the eye

clinic a week prior to this encounter where he was diagnosed with acute

retinitis and started on empiric antimicrobial therapy and steroid eye drops.

Vitreous samples were sent for culture and PCR for toxoplasma, CMV, HSV

and VZV. Serology revealed a positive RPR (1:256) and positive T. pallidum

Ab IgG FTA-ABS. He was therefore referred to the ER for management of

ocular syphilis and concern for neurosyphilis. On admission, further history

elicited that the patient was sexually active with men and women, used

protection sparingly. There was no prior history or symptoms of any sexually

transmitted infections (STIs). An HIV test from 9 months prior was negative.

Pertinent physical exam findings included left scleral erythema and decreased

visual acuity. Vitals were unremarkable and labs were significant for a repeat

positive RPR (1:512), and a positive rapid HIV test. A complete STI panel was

sent, along with CSF-VDRL. The patient was started on IV Penicillin G while

awaiting results. The aforementioned vitreous studies were unrevealing. CSF-

VDRL was negative, and WBC count was 27/uL. Blood work revealed

positive HIV Ag, positive HIV-1 Ab, CD4 count of 390, and an HIV viral

load of 30,620 copies/ml. The patient improved significantly with IV Penicil-

lin, and was discharged home to complete the course. Additionally, he was

referred to an infectious disease specialist to initiate HAART.

IMPACT: All individuals that present with ocular syphilis should undergo

complete STI screening, including HIV testing. This case shows that ocular

syphilis may be the first manifestation in patients with a concomitant asymp-

tomatic HIV infection. Additionally, ocular syphilis can be the only presenta-

tion of syphilis, and can occur in the absence of traditional markers for

neurosyphilis.

DISCUSSION: Syphilis rates have been increasing since the start of the 21st

century. Ocular syphilis is a rare manifestation, most commonly presenting

with vision loss and eye pain. It is important to note that CSF-VDRL results are

a specific, but not a sensitive test for ocular syphilis and/or neurosyphilis. Prior

data shows that 22-70% of patients with active neurosyphilis can have positive

CSF-VDRL, but a negative result does not rule out disease. Additionally,

patients with HIV coinfection generally tend to have a more severe disease

course, with faster progression of syphilis; thus emphasizing the importance of

a full STI screen with HIV testing in patients with an isolated presentation of

ocular syphilis and unknown HIV status.

HIP FRACTURE: A LIFE-CHANGING AND OFTEN LIFE-

LIMITING EVENT Jocelyn Ko; Carla Perissinotto. UCSF, San Francisco,

CA. (Control ID #2936226)

LEARNING OBJECTIVE #1: Identify patients at increased risk of poor

outcomes after hip fracture who may benefit from earlier palliative care

CASE: Ms. L is a 96-year-old home-bound woman with advanced Alzheimer

dementia, osteoporosis, and diabetes who presented after a fall. She had been

dependent in most activities of daily living (ADLs) and ambulated without an

assistive device. Ms. L fell to the ground in her bedroom and was found

complaining of left hip pain. An x-ray showed a left displaced intertrochanteric

femoral fracture and she underwent surgical repair with intramedullary nailing

within 24 hours. Post-operatively, she developed severe delirium, limiting her

participation with physical therapy. Five days after her surgery she was

discharged to a skilled nursing facility for rehabilitation, only to be readmitted

a week later for pneumonia and aggressive behaviors. She was again discharged

to a skilled nursing facility. One month later, Ms. L continued to have difficulty

participating with physical therapy due to her dementia and was unable to walk.

Her home-based medical care team met with her daughters to discuss the high

risk for functional dependence and death after hip fracture in frail older patients,

which the daughters were unaware of. They brought up concern about her

decline and their need for additional support at home. The team also revisited

Ms. L's goals given her limited life expectancy after hip fracture.

IMPACT: Current standard care for hip fracture focuses on surgery and

rehabilitation with the goal of return to functional baseline, involving palliative

care only when a patient shows signs of poor recovery months later. However,

the high rates of functional decline and mortality after hip fracture in frail older

adults are comparable to those of other terminal illnesses, highlighting the

importance of earlier palliative care, even when surgery is within goals.

DISCUSSION:AmongMedicare patients, roughly one quarter will die in the year

after hip fracture and nearly one halfwill die that year if they are a long-termnursing

home resident. A study of end-stage dementia patients with hip fracture found that

over half had died at 6 months. These facts are not often discussed during pre-

operative assessments. For the older patients who do live to 6months, only half will

recover their prior ability to performADLs.Ms. L's age and dementia placed her at

higher risk for worsening function and death. Despite this, her family was unaware

of these risks and unprepared for her decline. Ms. L also developed delirium and

had a readmission, both of which are common after hip fracture and independently

associated with decline in ambulation, new nursing home placement, and death

after controlling for age, cognitive impairment, and comorbidities. In this case, the

addition of palliative care interventions one month into Ms. L's rehabilitation

allowed for effectively communicating prognosis, addressing care needs resulting

from new functional dependence, and readdressing goals of care.

HISTOPLASMA AS A CAUSE OF INFECTIVE ENDOCARDITIS: A

CASE REPORT Kathryn F. Larson; Mark Enzler. Mayo Clinic, Rochester,

MN. (Control ID #2939603)

LEARNING OBJECTIVE #1: Develop a differential diagnosis for culture-

negative endocarditis.
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LEARNING OBJECTIVE #2: Review laboratory data useful for diagnosis

of Histoplasma blood stream infection.

CASE: Our patient is a 65 year old male Mexican immigrant with a past

medical history of bicuspid aortic valve replaced with a bioprosthesis,

hypertension, type 2 diabetes (A1c 12%), stroke, coronary artery disease,

prostate cancer, liver disease, and COPD. He presented to his primary

care doctor with polyuria, confusion, weight loss, fatigue, and night

sweats. Initial labs were notable for mild anemia and thrombocytopenia,

A1c 6.2%, Ca 12.1 mg/dL, normal PTH, and CRP 101.1 mg/L. CT of the

chest, abdomen, and pelvis revealed splenomegaly with a wedge-shaped

region of attenuation consistent with infarct. Outpatient transthoracic echo-

cardiogram revealed severe aortic valve stenosis. He was referred directly

to the emergency department. Emergency department evaluation revealed

markedly elevated BNP and elevated troponin. His hypercalcemia and

kidney function had worsened. He was pancytopenic and encephalopathic.

He was admitted to the ICU, where the initial physical exam showed a

robust holosystolic murmur and dusky discoloration of the distal right

foot. Further history identified a recent exposure to bat guano. In the

setting of his new valve dysfunction, splenic infarct, and cutaneous

embolic manifestations, a diagnosis of endocarditis was made. His hyper-

calcemia raised the question of a granulomatous versus malignant process.

He was empirically started on ceftriaxone and vancomycin. Repeat trans-

thoracic echocardiogram revealed a bulky bulky prolapsing vegetation on

the aortic valve with a perivalvular abscess. Infectious workup returned

with a markedly positive Histoplasma urine antigen, serum antigen, and

serum immunodiffusion with positive M and H bands. Serum Histoplasma

complement fixation for mycelial and yeast forms were positive. Fungal

blood cultures later grew H. capsulatum. Cardiovascular surgery felt the

patient was not a surgical candidate given his multiple comorbidities. The

patient ultimately elected hospice care.

IMPACT: Our patient's clinical picture was consistent with disseminat-

ed histoplasmosis with prosthetic valve infective endocarditis. This

was complicated by aortic root abscess, splenic infarct, marked hyper-

calcemia (presumably secondary to fungal-related granulomas), and

pancytopenia.

DISCUSSION: Fungal endocarditis represents <5% of infective endocarditis

cases. Of these, a small fraction is caused byHistoplasma capsulatum. Where-

as histoplasmosis is usually a self-limited pulmonary illness, endovascular

infections are often clinically devastating. Approximately 21% of documented

H. capsulatum endocarditis patients die within six months of diagnosis. Med-

ical and surgical management are necessary to manage this infection. Due to

more frequent reports of disseminated histoplasmosis complicated by infective

endocarditis,Histoplasma should remain in the differential for culture-negative

endocarditis.

HIV-ASSOCIATED PORPHYRIA CUTANEA TARDA Robert J. Flick1;

Jennifer Adams2. 1University of Colorado, Denver, CO; 2Denver Health,

Denver, CO. (Control ID #2934406)

LEARNING OBJECTIVE #1: Recognize the clinical presentation of por-

phyria cutanea tarda (PCT)

LEARNINGOBJECTIVE #2:Assess new cases of PCT for both commonly

associated comorbidities (e.g., hepatitis C) and uncommon ones (e.g., HIV

infection)

CASE: A 47 year old man with a mild pruritic rash on the dorsal hands

presented for routine STD screening. Social history was significant for oral

and anal sex with multiple male partners, five alcoholic drinks per week, and

employment as a chef. Initial labs were notable for a positive HIV-1 antibody

with viral load 53,204 copies/mL, CD4 499 cells/μL, negative hepatitis C

(HCV) antibody, AST 44 U/L, and ALT 85 U/L. He was started on abacavir-

dolutegravir-lamivudine with an undetectable viral load at three months. Ayear

later, he presented for evaluation of a worsening rash. Physical exam revealed

an erythematous rash with fragile thin-walled vesicles and denuded areas on

the dorsal aspect of his hands and forearms bilaterally. No other rash was

present. Labs included a negative HCV antibody, undetectable HIV-1 viral

load, AST 48 U/L, ALT 104 U/L. He was treated empirically for dyshidrotic

eczema without improvement. Workup for HIV-associated PCT was pursued,

and revealed elevated serum porphyrins (263 nmol/L; normal 0-15). He was

started on hydroxychloroquine 200mg twice weekly with gradual

improvement.

IMPACT: PCT is commonly associated with HCV infection, and this patient's

two negative HCVantibody results made the diagnosis more challenging. The

diagnosis was further complicated by this patient's employment as a chef,

which involved constant irritation by frequent handwashing of the hands and

forearms. His chronic mild elevation in transaminases was a hint to the

diagnosis (especially the predominant elevation in ALT), and likely reflected

hepatic accumulation of porphyrins. HIV is an uncommon but recognized risk

factor for PCT.

DISCUSSION: PCT is primarily an acquired disorder due to an enzymatic

deficiency in the liver causing accumulation of porphyrins. These are

transported to the skin where they are activated by ultraviolet light and create

radical oxygen species that cause the classic rash. Most cases are provoked in

susceptible individuals, and the most common triggers are alcohol use,

smoking, HCV infection, exogenous estrogen, and HFE mutations. While

PCT has been recognized among HIV-infected patients for decades, it was

not considered an independent risk factor due to a high prevalence of other

conditions among affected individuals that could account for PCT. As the HIV

epidemic evolved, reports of HIV-infected, HCV-negative patients with PCT

and no other plausible etiology has led to recognition of HIVas an independent

but rare risk factor through an unknown mechanism. As up to 41% of patients

are diagnosed with PCT before HIV, new-onset PCT should prompt testing for

both HIV and HCV. Treatment is with either hydroxychloroquine or serial

phlebotomy, in addition to avoiding sunlight, alcohol, tobacco, and excess iron

intake.

HOLDSTILL IS THIS STILL'SORHLHElizabeth Park1; Lee S. Shearer2.
1New York Presbyterian Hospital, New York, NY; 2Weill Cornell Medical

College, New York, NY. (Control ID #2942363)

LEARNING OBJECTIVE #1: Generate a differential diagnosis for an ele-

vated ferritin

LEARNING OBJECTIVE #2: Recognize the diagnostic challenges in

distinguishing between Adult Onset Still's Disease (AoSD) and HLH

(Hemophagocytic Lymphohistiocytosis)

CASE: 74 year old woman presented with 6 months of daily fevers up to 104F,

progressive weakness, truncal rash, and symmetric bilateral wrist pains. She

had a past medical history of Rheumatoid Arthritis treated with Sulfasalazine.

Vitals upon presentation were notable for persistent hypotension and daily
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fevers. Labs were notable for leukocytosis (16), transaminitis (72/42), elevated

ESR/CRP (71/13), and a ferritin level elevated to 33,680. Extensive infectious

work-up remained negative including blood and urine cultures, viral studies,

TB, and Lyme. Imaging with PET/CT revealed extensive lymphadenopathy.

Rheumatology and Oncology were both consulted to evaluate for AoSD,

malignancy, and possible HLH. Patient developed pancytopenia, renal and

hepatic failure, DIC, and was transferred to the medical ICU and intubated,

requiring up to four pressors and CVVH. Pulse steroids and broad-spectrum

antibiotics were started empirically. Chemotherapy targetingHLHwas held off

due to worsening renal and hepatic failure, and as bone marrow biopsy did not

reveal evidence of B or T cell lymphoma or HLH. Given the patient's worsen-

ing clinical instability, patient was made comfort care and expired the same

day. Notably after, results from the axillary lymph node biopsy were finalized,

revealing atypical lymphoplasma-histiocytic infiltrates, possibly consistent

with a hemophagocytic syndrome.

IMPACT: Markedly elevated ferritin levels (>10,000 mg/L) are associated

with a limited number of diagnoses including HLH, AoSD, and Macrophage

Activation Syndrome. For the critically ill patient above, AoSD and HLHwere

given equal consideration until the results of the biopsy, which was only made

available post-mortem, highlighting the delays associated with diagnosis and

challenges surrounding initiating treatment.

DISCUSSION: Ferritin stores iron but also acts as an acute phase reactant.

Elevated ferritin can be found in disease states including malignancy, infection,

inflammation, liver and renal failure, as well as chronic iron overload states.

HLH is a syndrome of excessive immune activation involving macrophages

with an extremely high mortality rate. AoSD is an inflammatory disorder

characterized by daily fevers, arthritis, and rash and carries a good prognosis

when treated chronically with steroids. While ferritin levels are markedly

elevated in both processes, due to the many overlapping clinical features of

AoSD and HLH, including, fever, lymphadenopathy, and organomegaly, ex-

clusive diagnosis remains challenging. Retropsective chart reviews of adult

patients presenting with elevated ferritin levels (>1000 mg/L) unfortunately do

not point to a specific cutoff value which could predict HLH. Future research in

deveoping HLH specific markers will be key to improve outcomes in such

patients.

HOW DID THEY GET UP THERE? FITZ-HUGH CURTIS SYN-

DROME AS A RARE CAUSE OF RIGHT UPPER QUADRANT AB-

DOMINAL PAIN IN THE FEMALE PATIENT Cassondra Cramer;

Shabatun Islam; Felipe Batalini; Ricardo Cruz. Boston Medical Center, Bos-

ton, MA. (Control ID #2906677)

LEARNING OBJECTIVE #1: Review signs, symptoms of pelvic inflam-

matory disease

LEARNING OBJECTIVE #2: Diagnose Fitz-Hugh Curtis syndrome as a

potential etiology of right upper quadrant abdominal pain in the female patient

CASE: A 39-year-old female with a history of untreated Hepatitis C and

polysubstance use disorder presented to the emergency department for evalu-

ation of abdominal pain of two days duration. She described the pain as

localized to the right upper quadrant and was pleuritic in nature. Her surgical

history included a remote cholecystectomy. Laboratory studies were remark-

able for WBC 13.9, AST 33, ALT 89, Alk Phos 126, and Lipase 8. Urine

pregnancy testing was negative. A CT abdomen/pelvis with contrast revealed

diffuse enlargement of the liver with perihepatic fluid, periportal edema and

lymphadenopathy concerning for active hepatitis. Acute hepatitis panel was

only positive for Hepatitis C. On review of outside records, it was noted that

the patient had a positive gonorrhea screen three weeks prior and had not

undergone treatment. The patient had no genitourinary complaints, including

vaginal discharge or dyspareunia, and reported normal periods. She was

diagnosed with pelvic inflammatory disease (PID) complicated by Fitz-Hugh

Curtis syndrome (FHC). A transvaginal ultrasound ruled out abscesses. The

patient was initially treated with azithromycin and ceftriaxone and later

transitioned to doxycycline and metronidazole. She improved with antibiotic

therapy and was discharged with a 14-day course to treat for PID complicated

by Fitz-Hugh Curtis syndrome.

IMPACT: This case has changed my thinking by highlighting the importance

of genitourinary complaints in a female patient with abdominal pain. PID is an

important diagnosis, and FHC is a mimic of other more common causes of

liver inflammation, such as hepatitis, but has public health consequences if

missed.

DISCUSSION: Pelvic inflammatory disease (PID) is an acute infection of the

upper genital tract structures. Patients with PID may report fevers and chills,

abdominal pain, and intermenstrual bleeding. Neisseria gonorrhea and Chla-

mydia trachomatis are often the causes of PID. Untreated PID may progress to

infertility. The inflammatory process associated with PID may extend to

involve nearby organs such as the liver, leading to FHC. Symptoms of FHC

include right upper quadrant abdominal pain with a pleuritic component and

radiation to the right shoulder. Tenderness will be seen on exam. Laboratory

tests may show normal or mild elevation of aminotransferases. Imaging studies

may reveal inflammation in the perihepatic region. On rare occasions, a

laparoscopic inspection may be done, demonstrating a purulent and fibrinous

exudate ("violin string" adhesions) affecting the anterior surfaces of the liver.

Given the nature of the pain, patients are often misdiagnosed as acute hepatitis

or cholecystitis. If recognized early, the condition can be treated with the same

antibiotics used for PID, leading to a significant reduction in morbidity and

mortality for patients.

HURRICANES AND HEALTHCARE: THE INFLUENCES OF HUR-

RICANE MARIA AND MANAGED MEDICARE IN TREATING A

PUERTO RICAN RESIDENT George S. Mellgard; Israt Hossain; Jeannen

Santos; Charles Okamura; Himali Weerahandi. New York University, New

York, NY. (Control ID #2936866)

LEARNING OBJECTIVE #1: Recognize the effects of a natural disaster on

the management of dialysis-dependent patients displaced from Puerto Rico to

the continental United States.

LEARNING OBJECTIVE #2: Identify the consequences of managed Medi-

care on coverage of patients who cross state and territory lines.

CASE:A 59-year-old male with a history of diabetes mellitus type II, coronary

artery disease, peripheral vascular disease status post right foot amputation, and

end-stage kidney disease on hemodialysis was admitted in October of 2017 for

chest pain and swelling of legs for five days. Notably, the patient is a resident of

Puerto Rico, but due to delays caused by Hurricane Maria, was unable to

receive his last three dialysis sessions. As a result, the patient urgently travelled

to the continental United States to obtain dialysis. In the ED, the patient had a

temperature of 36.8 °C, 180/83 BP, 84 HR, 20 RR, with an O2 Sat of 96% and

was found to have lower extremity edema and right stump ulceration with

distal necrotic tissue. Labs revealed a potassium level of 5.1, creatinine of
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9.990 and a Troponin T of 0.21. The patient was admitted to reinstate dialysis

and rule out acute coronary syndrome. Chest pain resolved after dialysis, and

troponins trended down. The patient required outpatient transportation to

dialysis, as well as wound care services upon discharge. Neither of these

services was transferable to the continental United States under the patient's

Puerto Rican based managed Medicare. As a result, nine days after admission,

the patient was discharged home with outpatient dialysis without these

benefits.

IMPACT: While Medicare is a federal health insurance program, managed

Medicare limits access to healthcare services to networks within states or

territories. However if a natural disaster requires evacuation, displaced patients

are at risk of losing coverage for benefits. In this context, the case explores

Hurricane Maria's impact on a resident of Puerto Rico with chronic health

problems, and the challenges he faces seeking healthcare in New York.

DISCUSSION: This case demonstrates how Hurricane Maria can indirectly

affect coverage of social benefits and exacerbate chronic medical problems.

The hurricane limited Puerto Rican access to electricity and clean water, and

therefore dialysis. The absence of medical treatment necessitated displacement

to the continental United States. This case also highlights how managed

Medicare plans fail to accommodate seamless movement between territories

and states. With managed Medicare, this patient had limited coverage of

necessary social benefits in the continental United States. Previous studies

have suggested that Puerto Rican based managed Medicare plans have lower

quality of care but none have explored their impact on patients displaced to the

United States. This case invites further study of health care barriers faced by

residents of Puerto Rican displaced by Hurricane Maria and covered by

managed Medicare.

HYPERCALCEMIA: WHEN IT'S NEITHER CANCER NOR THE

PARATHYROID Callie Linden1; Naomi Karlen2, 1. 1Tulane University

School of Medicine, New Orleans, LA; 2SE LAVeterans Health Care System,

New Orleans, LA. (Control ID #2946673)

LEARNING OBJECTIVE #1: Understand when to consider familial

hypocalciuric hypercalcemia (FHH) as a diagnosis.

LEARNINGOBJECTIVE #2:Review how to distinguish between FHH and

primary hyperparathyroidism (PHPT).

CASE: A 58-year-old man presented to the primary care clinic to re-establish

care. On chart review, he was noted to have had persistent, asymptomatic

hypercalcemia for the past twenty years. He has no significant past medical

history and denied known family history of hypercalcemia or hypercalcemic

symptoms. At the clinic visit his physical exam, including the thyroid, was

unremarkable. Most recent calcium, corrected for albumin prior to the visit,

was 10.8mg/dL. Other relevant recent lab values included magnesium 2.0

mEq/L, phosphorous 2.9 mg/dL, and vitamin D 31.7 ng/mL. Age-

appropriate cancer screening was negative for colorectal cancer and PSAwas

within normal limits. Further testing revealed PTH 78 pg/mL, which is the

upper limit of normal. His calcium creatinine ratio was 0.006, which is

consistent with FHH.

IMPACT: This case helped me to review the differential diagnosis for

hypercalcemia, which is a commonly ignored outpatient laboratory

abnormalitiy unless grossly elevated. Moving forward in my career, I

will be more mindful of hypercalcemia and thoughtful as I evalute the

potential cause.

DISCUSSION: Asymptomatic hypercalcemia is a laboratory abnormality

commonly encountered on chart review by the general internist. PHPT and

malignancy comprise 90% of cases of hypercalcemia. After ruling out the

majority of causal illnesses, it is important to keep FHH in mind as part of the

the other 10% of cases. FHH should be considered in patients with asymp-

tomatic, chronic, mildly elevated serum calcium and a normal PTH. A negative

family history does not exclude a diagnosis of FHH. Though it is an autosomal

dominant disease, its benign clinical course makes it an often unsuspected and

undiagnosed entity in family members. Some cases of PHPT can present

similarly to FHH with asymptomatic, mildly elevated serum calcium and a

normal PTH. This degree of clinical and laboratory overlap can make the

diagnosis difficult, but a calcium creatinine ratio <0.01 suggests FHH. Family

history, which can be positive for previously unsuccessful parathyroid surgery,

and family screening with calcium creatinine ratio is the next recommended

step. Given the breadth of locations of the possible abnormalities of the CaSR

gene, the role of genetic testing is unclear at this time. As generalists, it is

important to rule out a potential diagnosis of FHH in the patient that we suspect

has PHPT with normal PTH because of the differences in management. We

often refer the patient with suspected PHPT for workup and curative parathy-

roidectomy. Omitting a calcium creatinine ratio in this population can lead to

inappropriate referral of patients with FHH for unnecessary and ineffective

interventions. FHH has a benign course, is not cured by parathyroidectomy,

and requires no intervention apart from patient and familial education.

HYPERCOAGULABILITY IN NEPHROTIC SYNDROME Lindsey

Sattler; Katherine Wrenn. Beth Israel Deaconess Medical Center, Boston,

MA. (Control ID #2946679)

LEARNING OBJECTIVE #1: Recognize that patients with nephrotic syn-

drome may be in a hypercoagulable state.

LEARNING OBJECTIVE #2: Manage anticoagulation after a diagnosis of

venous thromboembolism in nephrotic syndrome.

CASE: 42-year-old woman with past medical history of chronic right flank

pain, G6PD deficiency, and minimal-change disease diagnosed by kidney

biopsy two years prior, now in remission after treatment with prednisone,

who presented to an outside hospital with right-sided back and rib pain

different in nature from her chronic right-sided flank pain. She reported slight

dyspnea, palpitations, and dry cough. She denied any recent travel, prolonged

immobility, personal or family history of blood clots, malignancy, or pregnan-

cy. She underwent CTA chest notable for pulmonary embolism (PE) with

pulmonary infarct. She was started on enoxaparin and warfarin for

anticoagulation. Further diagnostic work-up with her primary care physician

to determine the cause of her PE demonstrated serum albumin of 2.3, nephrotic

range proteinuria 7.48g, and protein to creatinine ratio of 21.1.

IMPACT:Minimal change disease is a nephrotic syndrome due to destruction

of podocytes of the glomerular basement membrane. Diagnostic criteria in-

clude > 3g protein in the urine per day, hypoalbuminemia, and peripheral

edema. It often also includes hyperlipidemia and hypercoagulability. Oral

steroids are often an effective treatment, with over 90% of patients achieving

complete remission. However, more than 50% of adults will relapse at some

point and will require additional treatment.

DISCUSSION: Patients with nephrotic syndrome are at increased incidence of

arterial and venous thromboemboli. A recent study reported the absolute risk of

venous thrombosis was 1% per year, which is eight times higher than age-
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matched controls. Deep vein, renal vein and pulmonary emboli are the most

common embolic events. Routine prophylactic anticoagulation is generally not

recommended in patients with nephrotic syndrome, unless patients are

predisposed to hypercoaguable state such as genetic thombophilia, atrial fibril-

lation, or recent surgery. In patients with a diagnosis of membranous nephrop-

athy, prophylactic anticoagulation may be considered in patients with low to

moderate bleeding risk. The ATRIA bleeding risk score is helpful in stratifying

patients by risk of bleeding. After a thrombotic event, patients are treated

similarly to patients without nephrotic syndrome; however, it is recommended

to continue anticoagulation until nephrotic syndrome is in remission. In sum-

mary, patients with nephrotic syndrome are at significantly increased risk for

thromboembolic events. Prophylactic anticoagulation is not recommended, but

may be considered in specific cases. Patients should be anticoagulated for the

appropriate time course and until nephrotic syndrome is in remission, but do

not require lifelong anticoagulation.

HYPOCALCEMIA AS A PRECIPITANT OF CONGESTIVE HEART

FAILURE Lakshmi Priyanka Mahali1; Shakera Syed2; Fojas Antonio3; Co-

lette Knight3. 1Montefiore Medical Center, Bronx, NY; 2Montefiore Medical

Center Wakefield Campus, Bronx, NY; 3montefiore medical center, Bronx,

NY. (Control ID #2934386)

LEARNING OBJECTIVE #1: Recognize hypocalcemia as a cause of heart

failure

LEARNINGOBJECTIVE #2: Implement replacement therapy with calcium

and vitamin D in patients with history of thyroid or parathyroid surgery who

have evidence of hypoparathyroidism.

CASE: A 56 year old woman with a past medical history of tobacco use,

hypertension, type 2 diabetes mellitus, multinodular goiter status post total

thyroidectomy and parathyroidectomy (May 2011) now with post-surgical

hypothyroidism, hypoparathyroidism/hypocalcemia presented with shortness

of breath and non-exertional mid-sternal chest pain for 3 days. She also

reported numbness in her fingers over several months. On exam patient had

positive Chvostek and Trousseau's signs, bibasilar crackles and lower extrem-

ity edema. Labswere significant for pro-BNP:1175 pg/ml, calcium: 6.3mg/dL,

magnesium: 1.8 mg/dL, phosphorus: 5.9 mg/dL, parathyroid hormone (PTH):

20 pg/mL and Vitamin D hydroxylase: 34 ng/mL. EKG showed QT prolon-

gation. The patient was treated with calcium gluconate and calcitriol for

symptomatic hypocalcemia. QT prolongation resolved and paresthesias im-

proved. Transthoracic echo showed reduced ejection fraction of 25% with

regional wall motion abnormalities which supported the diagnosis of conges-

tive heart failure. Given the risk factors, cardiac catheterization was donewhich

revealed non-obstructive coronary arteries. Cardiac failure was deemed to be

secondary to prolonged hypocalcemia due to hypoparathyroidism. The

patient's medical regimen was optimized and included calcitriol 0.5 mcg twice

daily and calcium carbonate 1000 mg twice daily. Close outpatient endocrine

follow-up was planned.

IMPACT: In patients with a history of thyroidectomy, close monitoring of

calcium levels and initiation of appropriate supplementation is imperative to

prevent rare complications such as cardiomyopathy.

DISCUSSION: Hypocalcemia induced cardiomyopathy is a rare but poten-

tially reversible cause of heart failure. Post-surgical hypoparathyroidism is one

of the main causes of prolonged and sustained hypocalcemia. Impaired PTH

secretion leads to hypocalcemia by inhibiting bone resorption and reducing

1,25-dihydroxyvitamin D synthesis in the kidney resulting in a reduced intes-

tinal absorption of calcium. Ionized calcium has a central role for regulating

myocardial contraction. Thus, in the setting of calcium deficiency contractility

is significantly impaired. Postoperative hypocalcemia is defined as Ca <8 mg/

dL, 24 hours after total thyroidectomy. Permanent hypoparathyroidism is

defined as the presence of subnormal PTH concentration (<13 pg/mL) 6

months to 1 year after thyroidectomy with need for calcium replacement

therapy. It is therefore important to monitor calcium and PTH levels at least

up to 1 year after thyroidectomy. Calcium and vitamin D replacement is

essential in the treatment of hypocalcemia-induced cardiomyopathy. Hence it

is necessary to monitor and correct serum calcium level in a timely manner to

avoid consequences of heart failure and arrhythmia.

HYPOMAGNESEMIA INDUCED SEIZURES: IMPORTANCEOFRE-

PLACEMENT POST GASTROINTESTINAL SURGERY Moustafa

Massoud; Ashish Verma; Edwin Rao. University of Tennessee College of

Medicine - Chattanooga, Chattanooga, TN. (Control ID #2934838)

LEARNING OBJECTIVE #1: Recognize gastrointestinal surgery as a risk

factor for severe hypomagnesemia

LEARNING OBJECTIVE #2: Treat hypomagnesemia in patients at risk

prior to life threatening presentations

CASE: A 42-year-old, African American male presented to the emergency

department with nausea, vomiting, fatigue, and generalized pain and weakness.

Medical history was significant for type 2 diabetes and Guillain-Barré syn-

drome with residual bilateral lower extremity weakness. Surgical history

included right hemicolectomy, ileocolic anastomosis, with subsequent left

colectomy, and now end ileostomy, all secondary to a ruptured cecum. In the

emergency department, the patient experienced a first time seizure, followed by

another while undergoing CT scan of the brain. Lorazepam was given on both

occasions and the patient was loaded with levetiracetam. Lab results revealed

severe electrolyte abnormalities with hypokalemia, hypocalcaemia, and severe

hypomagnesemia (actual level was too low to detect). EKG on presentation

showed a prolonged QT interval of 637.

IMPACT: Seizures secondary to severe hypomagnesemia are a peculiar pre-

sentation rarely seen. This patient was prescribed magnesium oxide 400 mg

daily, which was insufficient. Poor absorption secondary to removal of the

colon and terminal ileum predisposed this diabetic patient, already at risk for

low magnesium levels, to life threatening hypomagnesemia. Patients with

gastrointestinal surgeries are at an increased risk for such electrolyte abnor-

malities and extra attention should be paid to monitoring and replacing them.

DISCUSSION:Magnesium absorption occurs in the small intestine, primarily

distally, and to a lesser extent in the colon. The gut absorbs 25-75% of the

magnesium presented to it depending on the levels present. Under normal

conditions, the majority (95%) of magnesium is reabsorbed in the loop of

Henle with the remainder excreted in the urine. Decreased absorption from the

gut, increased loss in urine or stool, and medical conditions such as diabetes,

can all lead to hypomagnesemia. Hypomagnesemia, when noticed, warrants

further exploration to identify a cause. Mildly decreased levels of magnesium

can lead to nausea, vomiting, abdominal pain, fatigue, and weakness. When

levels are severely depressed, neurological deficiencies such as numbness,

tingling, seizures, as well as cardiac consequences such as arrhythmias and

coronary spasms can be seen. Additionally, there is an association with

hypokalemia and hypocalcaemia. Once magnesium was replenished,
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symptoms dissipated and repeat EKG showed correction of the correct QT

interval to 438. In this case, magnesium was first replaced intravenously with

magnesium sulfate and then orally with magnesium oxide 400 mg three times

daily. In patients with colorectal surgeries, there is an increased risk for

hypomagnesemia, as absorption is impaired and aggressive replacement

should be encouraged prior to life threatening presentation.

HYPOXIA QUANDARY: ONLY SUPINE IS FINE Erin Kim2, 1; Amy

Miller2, 1; Anna Von2, 1. 1Emory University School of Medicine, Atlanta, GA;
2Atlanta VA Medical Center, Atlanta, GA. (Control ID #2928617)

LEARNING OBJECTIVE #1: Recognize the clinical symptoms of

Platypnea-Orthodeoxia Syndrome (POS)

LEARNINGOBJECTIVE #2: List the categories of different causes of POS

and specific examples for each

CASE: A 66-year-old woman with a history of bipolar depression with

catatonia and chronic kidney disease presented to psychiatry with decompen-

sated depression. The patient was transferred to medicine when she was found

to be hypoxic. Vitals were normal aside from oxygen saturation of 81% on

room air. Physical exam, including cardiopulmonary component, was unre-

markable; psychiatric exam was notable for catatonia. The patient's oxygen

saturation increased to the 90s with 4L of oxygen. Chest radiograph showed

low lung volumes; electrocardiogram was unremarkable; cardiac enzymes

were negative. An arterial blood gas suggested respiratory alkalosis and mild

hypoxemia. D-dimer level was normal. The patient was initiated on lorazepam

for catatonia. Her hypoxia seemed to resolve without additional intervention,

and she was transferred back to the psychiatric floor. Her presumptive diag-

nosis was atelectasis due to her catatonia. She was initially stable, but required

additional transfer to medicine for recurrent persistent hypoxia. Work up

included a transesophageal echocardiogram that revealed a bi-directional pat-

ent foramen ovale (PFO) with an aneurysmal atrial septum. She underwent

PFO closure, and her symptoms quickly resolved.

IMPACT: The patient in this case had an unclear etiology of her hypoxia upon

presentation to the hospital medicine service. Thorough work up diagnosed a

PFO. Despite her lack of oxygen desaturation when moving from supine to

upright, her persistent symptoms and periodic hypoxia were attributed to her

PFO and POS. The etiology was confirmed when her hypoxia resolved after

PFO closure. While PFOs are commonly asymptomatic, a rare but clinically

important manifestation is platypnea-orthodeoxia syndrome.

DISCUSSION: PFOs are relatively common and can be found in up to 25% of

the population. Most patients are asymptomatic; however, some develop

Platypnea-Orthodeoxia Syndrome (POS). This syndrome is diagnosed when

a patient develops dyspnea and arterial desaturation when upright. There are

multiple potential mechanisms for POS; they are categorized in three groups:

intracardiac etiologies, extracardiac etiologies, and miscellaneous etiologies. In

this case, the patient had an aneurysmal dilation of the atrial septum causing the

previously asymptomatic PFO to become symptomatic. In most patients, the

PFO shunts the oxygenated blood from the left atrium (under higher pressure)

to the deoxygenated (and lower pressure) right atrium. This left to right shunt

does not cause hypoxia. POS symptoms arise when the deoxygenated blood is

allowed to enter the left atrium from the right; this can occur even without

elevated right heart pressures, such as the case with this patient. In this

situation, functional or structural abnormalities preferentially direct the blood

flow through the PFO, especially in the upright position.

I "C" THE PROBLEM HERE: DIAGNOSING SCURVY ON THE

PHYSICAL EXAM Adi Shafir2; Casey N. McQuade2; John Szymusiak1, 1.
1University of Pittsburgh School of Medicine, Pittsburgh, PA; 2University of

Pittsburgh Medical Center, Pittsburgh, PA. (Control ID #2940772)

LEARNINGOBJECTIVE #1: Recognize the importance of a dietary history

and screening for nutritional deficiencies in patients with hypoproliferative

anemia

LEARNING OBJECTIVE #2: Identify the physical exam features sugges-

tive of vitamin C deficiency

CASE:A 23-year-oldman presented to the hospital with syncope. He had a history

of non-specific abdominal pain resulting in dietary restriction. In the 6months prior

to presentation, his restrictions progressed to the point he was only eating sugar

cookies andwhite bread. The patient experienced an unintentional 40-poundweight

loss during this time. He denied body dysmorphia or binging/purging behaviors.

Admission labs were notable for Hgb 4.6 g/dL, MCV 75.1, reticulocyte index 1.8,

albumin 2.6 g/dL, total bilirubin 4 mg/dL with direct fraction 0.7 mg/dL, and INR

1.8. Haptoglobin was normal, and a peripheral smear showed no hemolysis or

neoplastic process. His physical exam was notable for angular chelitis, oral ulcer-

ations, lower extremity peticheae, and extensive extremity ecchymoses. EGD and

colonoscopy were unremarkable. A bone marrow biopsy showed normocellular

bone marrow. Folic acid was 4.6 and B12 was 228, both low. Iron studies after

blood transfusions showed mild iron deficiency. His vitamin C level was 0.1

(normal range 0.2-1.5). The anemia improved with blood transfusions, iron infu-

sions, and initiation of vitamin C and multivitamin supplementation, with a

corresponding reticulocyte response. He received extensive counseling for his

disordered eating. He was discharged home with close outpatient follow-up.

IMPACT: This case illustrates the need to be cognizant of nutritional deficien-

cies, especially in patients with food avoidance due to chronic abdominal pain.

It also reinforces the importance of the physical exam as a clue to underlying

vitamin deficiencies.

DISCUSSION: Vitamin C deficiency (scurvy) manifests after weeks to

months of deficient vitamin C intake. Generalized symptoms include fatigue,

weakness, anemia, andmyalgias. The numerous dermatological effects include

follicular hyperkeratosis with perifollicular hemorrhage, brittle hair and alope-

cia, ecchymosis, edema, and impaired wound healing. Patients may also have

gingival edema and ulceration. These findings in a patient should prompt

screening for vitamin deficiency with a thorough nutritional history. Untreated

scurvy may result in syncope, cardiopulmonary failure, or death from an

inability of vessels to constrict in response to adrenergic stimuli. Anemia

occurs in 75% of patients with scurvy and is due to a combination of gastro-

intestinal losses, intravascular hemolysis, and decreased erythrocyte lifespan.

Vitamin C also aids in iron absorption and decreases folate excretion, leading

to simultaneous folate and iron deficiencies (often exacerbated by poor under-

lying nutrition as in our patient). Physicians should consider checking vitamin

C levels in patients with anemia and other nutritional deficiencies, in addition

to iron and folate levels.

I'M NEVER HELPING FRIENDS MOVE AGAIN Jake Riggle; Mollie

Brittan; Michael P. Smith. University of Nebraska Medical Center, Omaha,

NE. (Control ID #2946718)

LEARNING OBJECTIVE #1: Recognize signs of spinal cord compression

in the absence of typical complaints
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LEARNING OBJECTIVE #2: Recognize the varied presentations of multi-

ple myeloma

CASE: A 65-year-old man was brought to the hospital when his daughter

noticed that he was dragging his left foot after a cross-country flight. However,

his primary complaint was left sided chest wall, leg, and back pain for three

days after helping a friend move. He had type 2 diabetes and was a lifetime

nonsmoker. His left hip flexor strength was 3/5 alongwith left foot dorsiflexion

strength 1/5 without edema or tenderness. Left chest wall was tender to

palpation. No lymphadenopathy was present, and no rashes or skin lesions

noted. He had an elevated D-dimer, no leukocytosis, mild normocytic anemia,

normal renal function, mild hypocalcemia, total protein of 10, and albumin 3.3.

A CTA of his thorax showed lytic lesions of T4, T5, and the left fifth rib and a

large soft tissue mass involving the spinal canal and neural foramen. MRI of

his entire spine demonstrated spinal cord compression secondary to a large soft

tissue mass at T4-T5 in addition to paraspinal masses and multiple vertebral

body lesions. On focused interview patient admitted to saddle anesthesia as

well as intermittent urinary incontinence and multiple recent falls towards his

left side, but deniedweight loss, fevers, night sweats, fatigue, or change in stool

diameter. IV dexamethasone was given prior to cord decompression with

vertebral fusions. SPEP demonstrated IgG kappa monoclonal protein with

elevated kappa free light chains and kappa/lambda ratio of 12. Pathology

obtained from soft tissue mass demonstrated plasmacytoma. The patient

regained the ability to ambulate. He was initiated on appropriate chemotherapy

for his multiple myeloma.

IMPACT: Many malignancies metastasize to the bone and more readily form

metastatic masses than multiple myeloma. Multiple myeloma/plasmacytoma

must be included in the differential diagnosis of a mass with bony metastases,

especially when more common malignancies are not found.

DISCUSSION: It is essential for the general internist to recognize MM. The

classic presentation of multiple myeloma includes hyperCalcemia, Renal in-

sufficiency, and Anemia with lytic Bone lesions (CRAB), but it is uncommon

for MM to present with cord compression symptoms alone. Anemia is com-

mon in metastatic malignancies, andmany produce lytic bone lesions. MMcan

present without CRAB findings, and diagnosis is confirmed with biopsy of a

mass or bone marrow. With elevated protein gap SPEP can help differentiate

MM frommore commonmalignancies that present with metastases to the bone

prior to biopsy. Symptoms suggesting spinal cord compression include muscle

weakness, saddle anesthesia/sensory loss, and bowel/bladder dysfunction.

Spinal cord compression has been found to be the initial presentation of 20%

of cases of malignancy metastatic to the spine. A thorough cancer history and

appropriate imaging are vital when evaluating cord compression symptoms

.

IDIOPATHIC CUTANEOUS SMALLVESSELVASCULITIS: A DIAG-

NOSTIC CHALLENGE Eunna Cho1; Akshay Khatri2; Bright Jebaraj

Selvaraj1; Naga Kanaparthy2. 1Weschester Medical Center, Ossining, NY;
2Westchester Medical Center, White Plains, NY. (Control ID #2945561)

LEARNINGOBJECTIVE #1:Diagnose single-organ cutaneous small vessel

vasculitis (SoCSSV) and differentiate it from similar clinical conditions.

CASE: An 81-year-old Caucasian lady was transferred from an outside hospi-

tal for evaluation of painless necrotic skin lesions of 1 week duration. Past

medical history was notable for dementia; hypertension; right-sided systolic

heart failure; atrial fibrillation on warfarin; ovarian cancer s/p surgery; and

thyroid nodules. Prior to transfer, she was treated for presumed sepsis &

warfarin-induced skin necrosis, with antibiotics, plasma & vitamin K. On

exam, she was alert and oriented to place & person. Review of systems was

limited due to baseline dementia. She was afebrile (97.8F), blood pressure163/

94mmHg, pulse 82/min, respirations 17/min, saturating 98% on room air. Skin

exam was notable for symmetric non-tender necrotic lesions on bony promi-

nences of bilateral metacarpophalangeal joints, elbows, knees, heels & tip of

nose. They were noted to be in the same stage of healing. She also had bilateral

pedal edema. Lab work revealed leukocyte count 10200/mm3, BUN 48mg/dl,

creatinine 1.72mg/dl, sedimentation rate 9mm/hr; negative HIV, Hepatitis,

antinuclear, anti-myeloperoxidase & anti-proteinase3 tests; C3 83mg/dl, C4

22.3mg/dl; negative cryoglobulins; d-dimer 1.19mg/dl, fibrinogen 296mg/dl;

TSH 2.746, parathyroid hormone (PTH) 226pg/ml, ionized calcium 5.5mg/dl,

phosphorus 2.4mg/dl, PTH-related protein 12pg/ml and non-diagnostic serum

and urine protein electrophoresis tests. Blood Cultures were negative. Skin

biopsy revealed superficial & mid-dermal perivascular & interstitial inflam-

matory cell infiltrate, fibrin within vessel wall & extravasated erythrocytes.

These findings were consistent with idiopathic SoCSSV.

IMPACT:Our case reiterates that with negative laboratory testing, diagnosis of

conditions like SoCSSV depends on skin biopsy and it should be performed as

soon as possible. Clinical diagnosis can be challenging due to overlap with

different conditions.

DISCUSSION: SoCSSV is a single-organ, skin-isolated leukocytoclastic vas-

culitis or angiitis without systemic vasculitis. It can be caused by medications

such as penicillins, cephalosporins, sulfonamides, phenytoin, allopurinol; and

infections such as Hepatitis B/C, HIV, chronic bacteremias. It is usually benign

with good outcomes; however, frequent relapses have also been seen. Our case

was a diagnostic challenge due to the wide differentials. Systemic vasculitis

was ruled out due to negative inflammatory markers and atypical location of

the lesions. Warfarin induced skin necrosis was suspected, however it is mostly

seen during treatment initiation. There was no evidence of venous thrombosis,

making protein C deficiency unlikely. Calciphylaxis was considered but pa-

thology was not consistent with it. She was not on any medication with a

known association with SoCSSV. Her infectious workup has remained nega-

tive so far. So, in her case, the most likely diagnosis is an idiopathic SoCSSV.

IDIOPATHIC LEFT VENTRICULAR HYPERTROPHY POSSIBLY

AN EARLY SIGN OF FABRY DISEASE Luay Sarsam; Cherry Onaiwu;

Carrie Valenta. Creighton University Medical Center, Omaha, TX. (Control ID

#2945998)

LEARNING OBJECTIVE #1: Recognize risk for Fabry Disease in young

patients with unexplained left ventricular hypertrophy

CASE: A 36 year-old male underwent a clinic evaluation at age 31

after his older brother had a sudden cardiac death. Past medical

history includes hypertension controlled with clonidine. He has a 27-

pack year smoking history. Family history includes an older brother

with sudden cardiac death at age 33 and multiple maternal relatives

with premature coronary artery disease and myocardial infarction.

Review of systems (ROS) was negative for chest pain, palpitations,

dyspnea, orthopnea, lightheadedness, dizziness, syncopal or pre-

syncopal episodes. Vital signs showed T 99.2, P 70, RR 18, BP

106/70. Physical exam showed a normal heart rate and regular rhythm,

normal heart sounds, no murmurs, no evidence of jugular venous

distention, and no lower extremity edema. A complete metabolic panel
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and complete blood count were within normal limits. His initial TTE

showed preserved left ventricular ejection fraction (LVEF), normal

diastolic function, no valvulopathy, and no left ventricular hypertrophy

(LVH) with a septum measurement of 8.1 mm and a posterior wall

measurement 10.3 mm in diastole. Repeat TTE at age 33 showed mild

LVH with interventricular septum measurement of 12 mm and poste-

rior wall measurement of 13 mm in diastole. Resting left ventricular

outflow tract (LVOT) gradient was normal but there was chordal

systolic anterior motion (SAM). End diastolic dysfunction was not

present. At age 36, ROS was now positive for rare episodes of

orthostatic dizziness and progressive dyspnea with moderate exertion.

Repeat TTE which showed progressive, now moderate LVH. In dias-

tole, the septum measured 17 mm which was and the posterior wall

measured 16 mm. There was chordal SAM. Grade II diastolic dys-

function was present with preserved LVEF of 65%. LVOT gradient of

33 mmHg was noted. The patient was referred for genetic counseling

and genetic testing demonstrated a variant of unknown significance

(VUS) for the GLA gene and alpha-Gal A leukocyte activity showed

low levels of 1.5 nmol/h/mg which is diagnostic for Fabry disease

(FD).

IMPACT: As a result of this case, in future practice I will place young patients

with family history of premature sudden cardiac death under routine cardiac

surveillance and refer them for genetic counseling.

DISCUSSION: Studies suggest that variations of FD can be strongly

related to unexplained or idiopathic cardiovascular disorders and pa-

tients who present with cardiac manifestations of FD without overt

systemic involvement are known to have a genetic variant that may be

specific for cardiac pathology. In the absence of known risk factors,

non-classic FD should be strongly considered in patients with unex-

plained LVH and a family history of sudden cardiac death at a young

age. Extensive work-up and confirmation of diagnosis through genetic

testing is critical as prompt treatment with enzyme replacement ther-

apy can improve cardiac function and decrease mortality.

IDIOPATHIC NON-UREMIC CALCIPHYLAXIS - A RARE CAUSE

OF PAINFUL RASH Preeti Shashi2; Divyanshu Mohananey1; Dharmesh

Gopalakrishnan1. 1Cleveland Clinic, Cleveland, OH; 2Cleveland Clinic Foun-

dation, Cleveland, OH. (Control ID #2945870)

LEARNING OBJECTIVE #1: Recognize calciphylaxis in a patient without

end-stage renal disease (ESRD).

LEARNING OBJECTIVE #2: Review the etiology and treatment of non-

uremic calciphylaxis (NUC).

CASE: A 75 year old Caucasian female with past history of diabetes mellitus,

chronic systolic congestive heart failure (LV ejection fraction 30%) and coro-

nary artery disease was transferred to our facility with diffuse mild abdominal

pain associated with painful skin rash which started in lower abdomen and

subsequently spread, over the course of 2-3 weeks, to entire abdomen, breasts

and lower extremities up tomid-calf. The patient denied fever or other systemic

symptoms. She was treated for presumed cellulitis with multiple courses of

broad-spectrum antibiotics without improvement. No previous history of

chronic kidney disease (CKD), steroid or warfarin use. Stay at the outside

facility was complicated by acute kidney injury (AKI), which was resolving at

the time of transfer. Systemic examination was unremarkable. Skin exam

revealed confluent, edematous, tender and indurated plaques with areas of

ill-defined blanchable erythema over the inferior breasts, abdomen, thighs and

proximal calves. Labs showed normal WBC count (8.9 k/uL), resolving AKI

(creatinine 2.15 mg/dl), and hypocalcemia (nadir 7.1 mg/dl), with normal

phosphorus, appropriate parathyroid hormone (PTH) elevation (75 pg/mL)

and severe vitamin D deficiency (25-hydroxyvitamin D 4.5 ng/ml). Punch

biopsies from the skin of the abdomen and right breast showed stippled

subcutaneous calcifications on von Kossa staining with microthrombosis,

consistent with calciphylaxis. Tissue culture was negative. Work-up for auto-

immune disorders and malignancy was unrevealing. AKI resolved during the

hospital stay. She was treated with sodium thiosulphate (STS) 25g IV thrice a

week for 2 months. Hypocalcemia was corrected with oral calcium carbonate

and vitamin D, and PTH level normalized (55 pg/mL). She responded well to

treatment and on follow-up, skin lesions and associated pain had resolved.

IMPACT: This case highlights the need to include calciphylaxis among the

differentials for painful rash even in patients without ESRD, and the utility of

performing punch biopsies of skin lesions in evaluating cellulitis not

responding to antibiotics.

DISCUSSION: Cutaneous calciphylaxis, characterized by arteriolar calcifica-

tion and microthrombosis, presents with painful skin lesions, often complicat-

ed by ulceration and superimposed infection, causing significant morbidity and

mortality. The vast majority are associated with ESRD, though it may rarely

occur in patients with normal kidney function or early CKD. Conditions

reported to be associated with NUC include primary hyperparathyroidism,

malignancy, alcoholic cirrhosis, autoimmune disorders, warfarin and gluco-

corticoid use, all of which were excluded in our patient, suggesting a diagnosis

of idiopathic calciphylaxis, an extremely rare entity. She responded well to

STS with no recurrent lesions till date.

IF HE BLINKS, YOU COULD MISS IT! Behnam Laderian; Keenan P.

Laraway; Michael Voigt. University of Iowa Hospitals and Clinics, Iowa City,

IA. (Control ID #2944254)

LEARNING OBJECTIVE #1: Recognize the clinical features of Wilson's

disease in a young individual with liver disease

LEARNING OBJECTIVE #2: Diagnose and manage Wilson's disease

CASE: A 26 year-old adopted man with 13 years of alcohol abuse, recurrent

seizures, early onset neurocognitive delay with personality changes, and cir-

rhosis with recurring, severe variceal bleeds requiring ICU admissions else-

where arrived with brisk hematemesis and agitation after relapsing into alcohol

use. Sullen and cognitively delayed, he provided little initial history. Present

were stigmata of liver disease, including conjunctival icterus with jaundice,

hepatomegaly, and involuntary tremor atypical for asterixis. Hemoglobin had

fallen to 10. ASTand ALTwere 178 and 52, respectively, with total and direct

bilirubin of 12 and 5, respectively. Alkaline phosphatase was normal. Further

testing revealed Coomb's negative hemolysis, proximal renal tubular acidosis,

and coagulopathy. Sonography revealed hepatic steatosis and hepatomegaly.

The constellation of patient's age, neuropsychiatric disorder, liver disease, and

lab findings prompted evaluation of serum ceruloplasmin, found depressed at

12. Daily urinary copper excretion exceeded 40 mcg, and gonioscopy revealed

copper deposits in Descemet's membrane. Transjugular hepatic biopsy was

attempted but did not yield sufficient tissue for additional diagnostic support.

He was treated with standard therapy for variceal bleed and alcohol use, and

given the diagnostic criteria and compelling clinical picture, the team initiated
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copper chelation therapy, with subsequent clinical improvement in his liver

disease, cognitive function, mood, and functional status. Genetic testing was

recommended for his 2 sons.

IMPACT: Here we describe uncovering Wilson's disease in a young man

whose liver dysfunction and neurocognitive impairment had been long as-

cribed solely to deleterious effects of alcohol. Clues from the history, exam,

and labs created an index of suspicion prompting relevant testing for Wilson's

disease. Treatment was initiated, and he is now more able to engage in battling

his alcohol dependence. The diagnosis carries import for his children as well.

DISCUSSION: Chronic liver disease is common in even young adults in the

setting of serious alcohol misuse. Although rare, Wilson's disease should be

considered in patients with combined neuropsychiatric and liver disease of

uncertain etiology. The American Association for the Study of Liver Diseases

has clear diagnostic algorithms and criteria, as well as suggested treatment

regimens and lifestyle changes to arrest disease progression and improve the

afflicted patient's quality of life. The Kayser-Fleischer rings, often seen only on

specialized ophthalmology exam, confirmed the diagnosis in our patient. His

disease hid in plain sight for more than a decade, but for us, he didn't blink, and

the combined care team happily didn't miss it.

IF THE SHOE FITS: A CASE OF MULTIPLE MYELOMA IN A

YOUNG PATIENT Vladyslav Dieiev1; Kanishka G. Patel2; Olena

Slinchenkova1. 1Montefiore Medical Center, Bronx, NY; 2Albert Einstein

College of Medicine, Bronx, NY. (Control ID #2944061)

LEARNINGOBJECTIVE #1:Discuss the differential diagnosis of back pain

LEARNING OBJECTIVE #2: Define clinical features of multiple myeloma

(MM) in young patients

CASE: A 35-year-old woman with no significant past medical history was

admitted for six months of non-traumatic severe back pain that had worsened

over the past month. Pain was precipitated by even the slightest body move-

ments. She had difficulty ambulating and could not stand up from a supine

position. Physical exam was revealing for pronounced midline tenderness of

the lumbar, thoracic, and cervical spine; passive and active range of motion of

the lower extremities was severely limited due to extreme pain in themid-back.

Upper extremity strength was preserved and sensation was intact throughout.

Labs indicated normal renal function, no anemia, and mild hypercalcemia.

MRI of the spine revealed well-defined pathological fractures of C6 and T4,

with bony retropulsion causing spinal cord compression. Additional imaging

exhibited multiple rib fractures. Further work up including bone marrow

biopsy resulted in the diagnosis of kappa light chain plasma cell neoplasm,

consistent with MM. Patient underwent C6-7 corpectomy, two-stage

laminectomy, and received appropriate medical treatment with improvement

in her symptoms.

IMPACT: This case demonstrates the importance of reviewing all available

clinical data when creating a differential diagnosis for a seemingly benign chief

complaint. Despite MM being a rare condition in younger patients, early

clinical suspicion and diagnosis may avoid other unnecessary tests and posi-

tively impact prognosis.

DISCUSSION:MM in patients younger than 40 years of age accounts for less

than 2% of myelomas and primarily manifests as bone pain. The presenting

clinical and laboratory features are similar to those seen in older patients except

that younger patients often have more extensive bone involvement at presen-

tation. Our patient had two cardinal symptoms of MM - hypercalcemia and

multiple lytic bony changes associated with pain - before presenting with

symptoms of acute spinal cord compression due to pathological fracture.

Additionally, a higher proportion of young patients have only light-chain

myeloma, as seen in this case. Regardless, management remains the same

and younger patients have improved survival post-autologous stem cell trans-

plant. Back pain is a common presenting problem to the internist with the

overwhelming majority of cases being benign. The differential diagnosis of

this patient's back pain included mechanical (degenerative disease, spinal

stenosis, disc herniation, spondylolystesis, lumbar strain), non-mechanical

(neoplasias, infection, inflammation), and visceral (renal, pelvic or abdominal

organ disease) causes. But the combination of leg weakness and thoracic pain

in the setting of hypercalcemia prompted comprehensive spinal imaging. Thus,

carefully assessing symptoms and all clinical data in patients presenting with

back pain is paramount in identifying possible systemic disease.

IGG4-RELATED DISEASE: BEYOND PANCREATITIS Ayako W.

Fujita; Chad Kosanovich; Rebecca E. Mancoll. University of Pittsburgh Med-

ical Center, PITTSBURGH, PA. (Control ID #2945173)

LEARNING OBJECTIVE #1: To identify constrictive pericarditis as a

presentation of IgG4-Related Disease (IgG4-RD)

LEARNING OBJECTIVE #2: To describe the diagnostic workup and treat-

ment for IgG4-RD

CASE: An 80 year old man with IgG4-related autoimmune pancreatitis on

immunosuppression and recurrent pleural effusions of unknown etiology

presented with several months of progressive dyspnea and weight loss. He

was undergoing thrice weekly drainage of his right pleural effusion. His

pancreatitis had been well-controlled on mycophenolate for two years. On

admission, his vitals were within normal limits, and exam was notable for

elevated JVD, bilateral crackles, and pitting lower extremity edema. Initial labs

were notable for an ESR 88mm/hr, BNP 185pg/mL, albumin 3.3gm/dL, and

normal BMP and CBC. A thoracentesis demonstrated a transudative effusion

without malignant cells or infection. Echo showed preserved right and left

sided function. Right-sided angiogram confirmed elevated right-sided pres-

sures with elevated wedge pressure and low cardiac output, but no remarks of

constrictive pathology. Cardiac MRI showed pericardial thickening and late

gadolinium enhancement consistent with pericarditis. The patient was treated

with a therapeutic thoracentesis and aggressive diuresis. At follow up, his

dyspnea had improved; however due to concern for a constrictive process, he

had a pericardial window and biopsy, with IHC stain positive for IgG4. He was

started on prednisone 40mg daily for IgG4-related constrictive pericarditis, and

within two weeks, had symptomatic improvement and a reduction in amount

of pleural drainage.

IMPACT: IgG4-RD presents with subacute symptoms that can affect

most organs and can progress while on therapy. In suspected IgG4-

RD, serum IgG4 levels are non-diagnostic and tissue biopsy is needed

to confirm diagnosis.

DISCUSSION: Here we present a patient with well-controlled IgG4-related

autoimmune pancreatitis, who developed recurrent pleural effusions and wors-

ening dyspnea due to IgG4-related constrictive pericarditis. IgG4-RD presents

with subacute symptoms that can mimic infections, rheumatologic diseases, or

malignancies. IgG4-RD has been commonly described in pancreatitis, but

increased awareness and testing have found that it can affect most organs.

Tissue biopsy is required for diagnosis; serum IgG4 levels are non-diagnostic,
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and normal levels do not rule out IgG4-RD. However, elevated levels may

support the diagnosis, and the degree of elevation somewhat correlates with

disease severity. In general, symptomatic patients should be treated, and

glucocorticoids are the first-line agent. Good clinical response is typically seen

within two to four weeks. Use of immunosuppressants such as rituximab,

azathioprine, or mycophenolate has been described, however this remains

controversial. In summary, IgG4-RD is a complex disease that can affect many

organs and should remain on the differential for unexplained pleural effusions

or constrictive pericarditis.

IMMUNOTHERAPY I NDUCED DEMYEL I NAT I NG

POLYNEUROPATHY:APARALYZINGPROBLEM Pratick Patel1; Rene

P. Kessler2. 1University of South Florida, Tampa, FL; 2Ponce Health Sciences

University, Baltimore, MD. (Control ID #2945602)

LEARNING OBJECTIVE #1: Recognize the rare presentation of acute

inflammatory demyelinating polyneuropathy (AIDP)

CASE: A 57 year old woman with history of recurrent metastatic melanoma

most recently on Ipilimumab and Nivolumab (last dose six weeks prior)

presented with new onset bilateral lower extremity numbness and paralysis

over the past two weeks as well as concerns for new onset bowel and bladder

incontinence. Initially starting in her left medial thigh with paresthesias and

numbness, it spread laterally down her left and right leg, accompanied by

paresis and paralysis of her hips, knees and ankles bilaterally. On exam,

findings were consistent with her complaints, along with absence of deep

tendon reflexes of the knee and ankle. Interestingly, her motor function in

her toes bilaterally were preserved. Initial thoughts involved an emergent cord

compression; she was started on dexamethasone and underwent a neuraxial

CT, significant for no cord compression. However, a reexamination of the

timeline of symptoms along with the recent use of immunotherapy suggested

an atypical progressive paralysis. Electromyography was consistent with de-

myelination and she was subsequently diagnosed with an atypical AIDP She

was placed in ICU care and began a five day course of IV immunoglobulins,

resulting slow regression of her symptoms. At the time of discharge she was

able to flex and extend both ankles, as well lift her right leg slightly against

gravity.

IMPACT: It is important to consider acute inflammatory demyelinating

polyneuropathy (AIDP) in the differential diagnosis when there are signs of

immunotherapy induced nerve damage in patients being treated with

Ipilimumab and/or Nivolumab. It is imperative that those patients are quickly

placed under a level of care capable of respiratory monitoring and support and

emergently treated. Vigilance for the nascent symptoms of AIDP in Ipi and

Nivo therapy is necessary to halt the disease before there is life threatening

progression.

DISCUSSION: Both Ipilimumab (Ipi) and Nivolumab (Nivo) are recently

developed treatments for metastatic melanoma, starting use in 2011 and 2014

respectively. The use of these two therapies is in its infancy, and the rare and

long-term side effects are just beginning to be understood. Even more novel is

their use in combination. The monoclonal antibodies that target CTLA-4 (Ipi)

and PD-1 (Nivo) have revolutionized cancer care for metastatic melanoma,

with significantly improved survival seen with these agents. The combination

of Ipi andNivowas shown in a recent phase III double blind placebo controlled

trial to significantly increase the risk of grade 3 or 4 immunologic adverse

events (nivolumab + ipilimumab: 55.0%; nivolumab: 16.3%; ipilimumab:

27.3%). Specifically cases of AIDP are beginning to be seen with these new

therapies, with reports of similar presentation in 14 other published cases in

addition the case currently discussed.

INCIDENTAL FINDING OF PITUITARY MACROADENOMA AF-

TER ACCIDENTAL FALL sana tariq1; Saad Bin Jamil2; Colette Knight2.
1montefiore medical center, Bronx, NY; 2MontefioreMedical center, BRONX,

NY. (Control ID #2946243)

LEARNING OBJECTIVE #1: Recognize that pituitary macroadenoma can

be asymptomatic and hormonally inactive.

LEARNING OBJECTIVE #2: Treat asymptomatic macroadenoma causing

mass effects surgically.

CASE: We present a case of a 64-year-old woman originally from Jamaica with

past medical history significant for dysphagia (underwent esophageal dilatation)

whowas brought to the emergency department after she slipped, fell on ice, and hit

her head. Computed tomography (CT) was done without contrast which showed

approximately 4 cm expansile sellar mass with suprasellar extension exerting mass

effect on the overlying optic chiasm and frontal lobes which was concerning for

pituitary adenoma and magnetic resonance imaging (MRI) was recommended

which confirmed pituitary macroadenoma. On reviewing history, the patient was

found to be asymptomatic, did not complain of a headache, visual disturbance or

prior history of menstrual irregularities. Physical examination including neurolog-

ical exam and bedside visual field testing was unremarkable. Hormonal profile

revealed normal levels of thyroid stimulating hormone (TSH), free T4, adrenocor-

ticotropic hormone (ACTH), cortisol and insulin-like growth factor-1 (IGF-1).

Luteinizing hormone (LH) and follicle stimulating hormone (FSH) were elevated.

The prolactin level was mildly elevated at 42 ng/mL (normal range 5 to 40 ng/dL).

A detailed Ophthalmology evaluation revealed incidental finding of glaucoma and

the possible involvement of the left optic nerve. The patientwas seen in consultation

by neurosurgery and underwent transsphenoidal resection of macroadenoma. Pa-

thology revealed a gonadotroph adenoma.The patientmaintained normal hormonal

function after surgery.

IMPACT: For asymptomatic pituitary macroadenoma causing chiasmal com-

pression, transsphenoidal surgical resection is the treatment of choice.

DISCUSSION: Most patients with pituitary adenomas present with signs and

symptoms of hormone hypersecretion or mass compression. However, 25 to 30

percent of pituitary adenomas are clinically nonfunctioning or "silent". Of

these 80 to 90 percent are gonadotroph adenomas, making them the most

common type of pituitary macroadenoma. Patients with clinically nonfunc-

tioning pituitary macroadenomas most often present with visual or neurologic

symptoms or as an incidentaloma. In imaging studies, the frequency of inci-

dentally discovered pituitary lesions is 4 to 20 percent by CTscan and 10 to 38

percent by MRI. Clinically nonfunctioning adenomas usually come to clinical

attention when they become large enough to cause neurologic symptoms such

as impaired vision, nonspecific headaches, diplopia, cerebrospinal fluid

rhinorrhea, and pituitary apoplexy. In such cases, surgery remains the mainstay

of treatment.

INCIDENTAL HORNER'S SYNDROME IN A PATIENT WITH DIA-

BETIC FOOT ULCER Muhammad Adil Mumtaz; Aravdeep Jhand;

Maryam Gbadamosi-Akindele. Creighton University, Omaha, NE. (Control

ID #2946183)
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LEARNING OBJECTIVE #1: Recognize the importance of Neuro-imaging

in work-up of Horner's Syndrome

LEARNING OBJECTIVE #2: Identify the clinical presentation of Lateral

Medullary Syndrome

CASE:A 52-year old Caucasian male presented with four-month duration of a

non-healing ulcer on the plantar aspect of left foot. Past medical history was

significant for poorly controlled type 2 Diabetes Mellitus, hypertension and

hyperlipidemia. He also had history of methamphetamine and tobacco abuse.

Physical examination revealed a 4 X 2 cm ulcer on the plantar aspect of the left

foot. While examining the patient's eyes, subtle ptosis of the left eye was

appreciated. Pupillary exam was significant for anisocoria with the left pupil

being smaller than the right (Miosis). Cranial nerve examination was per-

formed which revealed decreased corneal reflex on the left side, loss of gag

reflex with deviation of uvula to the right and decreased taste sensation on the

posterior tongue. Motor strength was 5/5 in all extremities without any sensory

abnormalities, however patient demonstrated dysmetria and significant ataxia

with sway to the left. On further questioning, patient acknowledged blurriness

of vision, hoarseness of his voice and lack of perspiration on the left side of his

face (Anhidrosis). Further evaluation for the abnormal neurological signs and

symptoms was undertaken and a Magnetic Resonance Imaging (MRI) of the

brain was performed. It showed an acute to subacute infarct involving the left

medulla oblongata and inferior cerebellar peduncles consistent with lateral

medullary syndrome (LMS). Patient was beyond the therapeutic window for

thrombolytics and was managed with Aspirin, Plavix and high intensity statin.

Optimal control of risk factors (diabetes, hypertension and substance use) was

stressed upon to the patient.

IMPACT: Horner's syndrome can be caused by a lesion anywhere along the

sympathetic pathway supplying the head and neck. Such patients should be

further evaluated with careful history taking, complete neurological examina-

tion and imaging.

DISCUSSION: LMS or Wallenberg syndrome is the most common brainstem

stroke and is most frequently caused by disruption of blood flow through the

posterior inferior cerebellar artery (PICA). It presents with constellation of

signs and symptoms as noted above because it affects various descending tracts

that pass through the lateral medulla and various cranial nerve nuclei. Ischemia

of the descending sympathetic tract results in Ipsilateral Horner's syndrome. A

thorough working knowledge of the neuroanatomy and a complete neurolog-

ical examination are essential for early diagnosis in scenarios where neuroim-

aging may not be readily available. Management of LMS involves supportive

care, antiplatelet therapy, lipid lowering therapy, antihypertensive therapy and

adequate control of risk factors.

INDETERMINANT IS NOT NEGATIVE: A CASE OF AN

INDETERMINANT IGRA IN A PATIENT WITH MILIARY TUBER-

CULOSIS Michael Robinson1; Amy J. Sheer2; Michael Lauzardo1. 1Univer-

sity of Florida College of Medicine, Gainesville, FL; 2University of Florida,

Gainesville, FL. (Control ID #2945284)

LEARNING OBJECTIVE #1: Recognize how to interpret an indeterminate

IFN-gamma release assay (IGRA).

LEARNING OBJECTIVE #2: Recognize primary tuberculosis infection.

CASE: A 31-year-old male with history of Crohn's disease in remission on

adalimumab presents to the EDwith cough, dyspnea and fever. He is American

born without international travel history and currently teaches English to

international students at a public university. Prior to starting adalimumab 5

years prior, he had two IGRAs that were "indeterminate." 8 weeks

prior, he had been treated for community-acquired bacterial pneumonia

with 7 days of antibiotics. At that time, imaging revealed a 2.5 x

2.8 cm nodule in the left lower lobe with associated pleural effusion.

He experienced initial improvement but later developed a productive

cough, hemoptysis, dyspnea on exertion, fever, night sweats, and

weight loss of 25 pounds. At this time, his CXR shows military

opacities and CT chest demonstrates diffuse bilateral miliary nodules,

interval increase in the LLL nodule, and mediastinal lymphadenopathy.

He was admitted with airborne isolation, and adalimumab was held.

Sputum and BAL AFB were positive and TB PCR was positive. He

was started on RIPE therapy with improvement in symptoms.

IMPACT: This case demonstrates the importance maintaining high suspicion

for primary tuberculosis infection in someone using a TNF inhibitor.

DISCUSSION: TNF inhibitors place patients at increased risk for reacti-

vation of latent tuberculosis (LTBI). Prior to initiating a TNF inhibitor, a

patient must be screened with a detailed history of exposure to TB and

undergo laboratory testing. IGRA is an in vitro ELISA blood test that

detects the release of IFN-gamma after stimulation by TB antigens, which

are absent from all BCG strains and most nontuberculous mycobacteria.

Its advantages over PPD are that it only requires one visit, is less prone

to human error, and does not cross-react with most nontuberculous

mycobacteria strains or prior BCG immunization. Its main limitation is

that its sensitivity is decreased in immunocompromised patients such as

those with autoimmune disorders, chronic renal failure, HIV-positive pa-

tients and those receiving immunosuppressants. Our patient had two

indeterminate results due to an inadequate immune response to the control

antigen due to his autoimmune condition and prednisone therapy. In this

case, it should be repeated and if the second result is again indeterminate,

then an alternative IGRA should be used. If this is also indeterminate, the

decision to treat for LTBI before initiating TNF inhibitors should be based

upon the patient's risk for TB exposure. Our patient did not have a third

screening test for LTBI but was low risk for TB exposure at the time of

initiating adalimumab and was not treated for LTBI. His presentation 5

years later was diagnosed as primary tuberculosis due to a recent exposure

in his occupation as a teacher and the typical findings of a lower lobe

lesion and pleural effusion for primary tuberculosis.

INFECTIOUSVERSUSMARANTIC ENDOCARDITIS IN A PATIENT

WITHHIVANDLUNGCANCERAngela Y.Wong; Rachel Chasan.Mount

Sinai, New York City, NY. (Control ID #2938349)

LEARNING OBJECTIVE #1: Review the differential for valvular

vegetations.

LEARNING OBJECTIVE #2: Discuss management of endocarditis in the

setting of diagnostic uncertainty.

CASE: JD is a 54 year old female with HIV (CD4 272, VL 13,741 copies/ml,

on efavirenz/emtricitabine/tenofovir disoproxil fumarate and raltegravir), new-

ly diagnosed lung adenocarcinoma, pulmonary emboli (PE) on rivaroxaban

and inhaled crack cocaine use who presentedwith left flank pain. CTabdomen/

pelvis showed bilateral renal infarcts and a transesophageal echocardiogram

showed two 6-millimeter mitral valve vegetations. Two sets of blood cultures

were drawn. Patient subsequently became febrile, tachycardic, required 2L NC
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oxygen andmounted a leukocytosis to 18,000. Fivemore sets of blood cultures

were drawn and, due to concern for infectious endocarditis (IE) as well as

pneumonia given the oxygen requirement, patient was then started on vanco-

mycin, cefepime and azithromycin. Patient's respiratory status rapidly im-

proved, so antibiotics were narrowed to vancomycin and ceftriaxone for

presumed treatment of IE. However, all seven sets of blood cultures were

initially no growth, and remained negative after 21 days of incubation. Fur-

thermore, urine Histoplasma antigen and serum Bartonella, Brucella and Q

fever antibodies were negative. On day 11, JD was noted to be lethargic and

MRI brain showed multiple subacute bilateral cerebellar, occipital, frontal and

parietal lobe infarcts, concerning for embolic phenomenon. She was

discharged on day 18 with IV vancomycin and ceftriaxone for culture-

negative endocarditis as well as enoxaparin for treatment of prior PE and

marantic endocarditis.

IMPACT: In an immunocompromised person with clinical signs of sepsis, it is

difficult to distinguish between culture-negative infectious endocarditis and

marantic endocarditis. Treatment of both with long-term antibiotics and

anticoagulation may be warranted in this setting of diagnostic uncertainty.

DISCUSSION: In our patient with sepsis and cardiac vegetations, the initial

diagnosis was IE. Three sets of negative blood cultures are usually sufficient to

rule out IE; in this patient, a total of seven sets of blood cultures were negative

at 21 days. Further testing also ruled out less common causes of culture-

negative IE. Therefore, non-bacterial thrombotic endocarditis - and specifically

marantic endocarditis, given her recent lung cancer diagnosis - became the

most likely cause of this patient's valvular vegetations. Her septic picture may

have been a systemic inflammatory response to the emboli that showered

throughout her body, including her brain and kidneys. Definitive diagnosis

of marantic endocarditis includes surgical pathology, which was not practical

in this debilitated patient. Therefore, given the challenge of making the

diagnosis with certainty, in addition to her immunocompromised state, JD

required treatment with a full six-week course of IVantibiotics for endocarditis

as well as lifelong anticoagulation for marantic endocarditis.

INFERIOR VENA CAVA STENOSIS IN A PATIENT WITH MULTI-

PLE UNPROVOKED VENOUS THROMBOEMBOLI (VTE) Hajra

Awwab; Ghausia Ata; Bryan Doherty; Nino Balanchivadze. GRAND

STRAND REGIONAL MEDICAL CENTER, Myrtle Beach, SC. (Control

ID #2946674)

LEARNING OBJECTIVE #1: To report a case of recurrent VTE while on

appropriate anticoagulation in a middle age female with inferior vena cava

stenosis

LEARNING OBJECTIVE #2: To increase physician awareness of appropri-

ate diagnostic testing for prevention of morbidity from IVC stenosis

CASE: A 50 year-old female with history of insulin dependent diabetes

mellitus, obesity and recurrent VTE including 2 episodes of pulmonary em-

bolism (PE) and multiple left sided deep venous thromboses (DVT) presented

to the hospital with pleuritic chest pain, abdominal pain, and left lower

extremity pain and swelling. She endorsed diarrhea without nausea or

vomiting. She denied recent long distance travel, immobilization or history

of malignancy. On admission her vitals sign were within nornal limits. Elec-

trocardiogram did not reveal ischemic changes and serial cardiac enzymes

were negative. CTA showed no evidence of PE. Left lower extremity venous

ultrasound showed evidence of extensive multifocal areas of DVTs extending

through the left external iliac, common femoral and popliteal veins. Hyperco-

agulable work up was unremarkable. Therapeutic anticoagulation was initiated

and the patient's symptoms improved; though leg pain persisted. CTabdomen/

pelvis with IV contrast was obtained to assess for anatomic anomalies contrib-

uting to recurrent VTE; stenosis and hypoplasia of the infrarenal IVC was

discovered. After discussion with interventional radiologist, endovascular

intervention was recommended and IVC stenting at a tertiary medical center

was arranged.

IMPACT: IVC anatomic anomalies should be considered in patients with

recurrent VTE and appropriate imaging should be obtained with prompt

consultation with interventional radiology or vascular surgeons to avoid sig-

nificant morbidity. This case adds to the literature an instance of multiple VTE

in the setting of IVC stenosis.

DISCUSSION: VTE, which includes DVT and PE, is common in Western

populations. There are a limited number of cases describing the association of

an anomaly of the IVC, with recurrent DVT. In the majority of described cases,

patients were young (<30 years old) and a thrombophilic condition could not

be found. IVC occlusions or stenoses are typically infrarenal and are rarely

limited to the IVC alone. Diagnosis requires a high clinical suspicion and can

be made with computed tomography with delayed venous phase imaging,

magnetic resonance venography, or intravenous ultrasound to identify occlu-

sion or stenosis and visualize filling of prominent collateral veins that would

suggest obstruction. Contrast thinning or flattening ("pancaking") may also be

seen in areas of vein compression. Endovascular intervention with percutane-

ous angioplasty and stenting has become the treatment method of choice for

venous outflow obstruction. Intermediate primary patency rates are promising

but long-term data is needed to assess the durability of this procedure. Limited

data exists with regards to recurrence of VTE in patients with endovascular

intervention.

INTERMITTENT SELF-CATHETERIZATION RESULTING IN

LEFT-SIDED PSEUDOMONAS AERUGINOSA ENDOCARDITIS Ter-

ry Marryshow1; Christine Yang2; Christian Abrahim1; Akeem R. Lewis1.
1SUNY Downstate Medical Center, Brooklyn, NY; 2Massachusetts General

Hospital, Cambridge, MA. (Control ID #2940915)

LEARNING OBJECTIVE #1: Recognize patients at increased risk for

endocarditis from urological instrumentation.

CASE: An 80-year-old man with a history of a bioprosthetic aortic valve

replacement and benign prostatic hypertrophy, requiring twice-daily intermit-

tent catheterization (IC), presented with hypotension, fever and testicular

swelling. Ultrasound revealed unilateral epididymitis. Urine cultures obtained

upon admission had no growth, however blood cultures grew pan-sensitive

Pseudomonas aeruginosa. He achieved near resolution of epididymitis and

maintenance of hemodynamic stability after a 5-day course of piperacillin-

tazobactam. He was discharged to complete an additional 10-day course of oral

ciprofloxacin. Two weeks after discharge, he returned with severe tachypnea,

as well as hypotension that was unresponsive to fluid administration. The

patient was intubated, started on vasopressors and admitted to the ICU. Blood

cultures obtained during this hospitalization once again demonstrated

P. aeruginosa, now with resistance to piperacillin-tazobactam, 3rd and 4th

generation cephalosporins, and aztreonam. In addition, physical examination

was remarkable for splinter hemorrhages and conjunctival hemorrhages.

Transthoracic echocardiogram revealed a large vegetation on the interatrial
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septum, as well as smaller vegetations on the anterior mitral valve leaflet and

the bioprosthetic aortic valve. Due to the development of ileus, a CT of the

abdomen was performed, which incidentally uncovered a 6.2 cm ascending

aorta, concerning for a mycotic aortic aneurysm. The patient was treated with a

2-day course of ciprofloxacin and amikacin, followed by 3 days of meropenem

and gentamicin with no clinical improvement. He was eventually transferred to

an outside facility for possible surgical intervention.

IMPACT: This case demonstrates the potential consequences of bacteremia

induced by IC. In patients with obstructive prostatic hypertrophy at elevated

risk of endocarditis, such as those with valvular prostheses, all efforts must be

made to counsel them on the importance of definitive prostatic surgery.

DISCUSSION: Patients with bladder outlet obstruction due to prostatic hy-

pertrophy are at elevated risk of complications including urinary tract infec-

tions and epididymitis. Some patients may elect to forgo prostatic surgery in

favor of IC. This practice results in repeat urethral manipulation and mucosal

disruption, predisposing the patient to episodes of bacteremia. Escherichia coli

is the most predominant organism, but nosocomial infections may be caused

by Pseudomonas, Enterococcus and Staphylococcus aureus. Left-sided Pseu-

domonas endocarditis is an exceedingly rare clinical entity, with valvular

prostheses being a significant risk factor. Patients with valvular prostheses,

such as this one, should be counselled on the increased risk of potentially life-

threatening endocarditis that can develop with IC.

INTERPROFESSIONAL MANAGEMENT OF PTSD IN A PATIENT

WITH COMPLEX FAMILY DYNAMICS Don-Andre Jackson1; Daniel J.

Coletti1; Leslie Rosenberg1; Amanda Simone1; Frank Cacace2; Jason Ehrlich3.
1Northwell Health, Great Neck, NY; 2northwell health, Great Neck, NY;
3North Shore LIJ, Great Neck, NY. (Control ID #2944827)

LEARNING OBJECTIVE #1: Recognize how an interprofessional training

practice can collaborate to address social determinants of health across pro-

viders and multiple family members.

LEARNINGOBJECTIVE #2:Recognize how psychopharmacological treat-

ment, psychological intervention, and care management help to reduce symp-

toms of PTSD.

CASE: "Mary" is a 53F with a medical history of arthritis and hypertension

who presented to our interprofessional training clinic with face/neck

soreness,hoarseness, and intermittent blurry vision. Mary attributed her symp-

toms to an assault by her brother two weeks prior in which she feared for her

life. While Mary's physical injuries were minor by her visit date, we identified

her need for psychosocial intervention with our behavioral health team. During

a two-week follow-up appointment Mary revealed additional, acute psycho-

social risks: (a) four generations of family members lived in the home where

the altercation occurred including 2 children; (b) firearms were in the home, (c)

the offending brother had a history of incarceration for a violent crime and was

still at large, (e) a 97 year old family matriarch was injured during the

altercation. Crisis management protocols were implemented and Adult and

Child protective services were contacted and they verified the high risk nature

of the home.We provided psychological first aid forMary, whowas experienc-

ing insomnia secondary to vivid dreams and paralyzing panic attacks. At clinic

huddles it became apparent that other team members were also treating Mary's

non-offending brother and mother. The family's care needs required integrating

interventions across professions within our 4+1 training model. Our behavioral

health care manager continued to provide psychological support to Mary while

ensuring that appropriate social needs were met (order of protection, victim

services, etc). Her brother was followed by our substance abuse coach to

address his alcohol use. Finally, our resident team worked collaboratively to

adjust Mary's medications, adding duloxetine and then gabapentin to treat

Mary's chronic pain as well as promote mood stability. Over a 9 month period

Mary and her family's wellbeing stabilized and they continue to receive care in

the practice.

IMPACT: This case highlights the importance of educating residents on

assessing and addressing social determinants of health in primary care.The

case required well-orchestrated handoffs among multiple members of an

interprofessional team which is often a time of risky transactions.. Constant

communication among team members was required to manage the evolving

nature of the crisis and subsequent treatment needs. Huddles served as a critical

venues to discuss the case, negotiate clinician roles, and create treatment plans.

DISCUSSION: Highly integrated interprofessional training models are in-

creasingly deployed in PCMH clinics to optimize patient outcomes.Utilizing

this model allowed us to effectively manage Mary's and her family's trauma-

related symptoms mostly within the primary care setting.

INTRAVENTRICULAR CARDIAC PAPILLARY FIBROELASTOMA

Saagar Sanghvi; David M. Harris. University of Cincinnati, Cincinnati, OH.

(Control ID #2934937)

LEARNING OBJECTIVE #1: Evaluate syncope with the appropriate non-

invasive cardiovascular assessment.

LEARNING OBJECTIVE #2: Learn the management and evaluation of

cardiac papillary fibroelastomas.

CASE: A 25 year-old Caucasian male with history of hypertension presented

to the EDwith lightheadedness, palpitations, and recurrent syncope for 1 week.

Symptoms occurred both at rest and upon standing from a sitting position. He

denied chest pain, infectious symptoms, neurological deficit, or acute blood

loss. Initial syncope workup including head CTwas negative. Cardiology was

consulted and identified an inferior septal mass on echocardiography. Cardiac

MRI further elucidated a 11 x 9mm anteroseptal mass consistent with a cardiac

papillary fibroelastoma (CPF). Collaborating medical teams determined the

cardiac lesion was an incidental finding and decided to monitor with serial

imaging. Given the poorly understood embolization risk of an incidental CPF,

the decision was made for watchful waiting based on the relative risk of

cardiothoracic surgery versus medical management.

IMPACT: Identifying a symptomatic cardiac mass can be challenging. Pre-

senting symptoms can vary immensely depending on the size, type of mass,

and rate of growth. A cardiac mass must be considered in unexplained

syncope, arrhythmia, or clotting event, especially in patients without identifi-

able risk factors. Cardiac MRI is the best imaging modality for non-invasive

characterization.

DISCUSSION: Primary cardiac tumors are rare, with an incidence of 0.017-

0.3%. CPFs comprise 2-33% of primary tumors- second most common after

myxomas. CPFs are the most common valvular tumor, favoring the aortic

valve, but originate from non-valvular surfaces 16-23% of the time. Average

age of diagnosis is 60 years with some studies reporting male dominance.

Incidental detection is most common as patients are usually asymptomatic.

Symptomatic CPFs classically present with systemic emboli as they are pre-

dominantly left-sided cardiac lesions. However, obstruction of the left-

ventricular outflow tract or coronary ostia can result in arrhythmia, acute

coronary syndrome, or sudden cardiac death. In evaluating a patient with
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symptoms concerning for cardiogenic syncope, comprehensive cardiovascular

examination including echocardiogram is standard of care. Surgical excision is

indicated for symptomatic as well as large mobile asymptomatic CPFs.

Anticoagulation is commonly used in medical management, though its long-

term benefits in preventing embolization are undetermined. While echocardi-

ography can identify most CPFs, Cardiac MRI is the gold standard for non-

invasive characterization of intra-cardiac masses. Further medical management

can be tailored to the diagnosis and prognosis of the lesion as identified byMRI

features.

INVADING THE HEART Matthew Petersile3; Terrance Rodrigues1; Antho-

ny Breu2. 1Beth Israel Deaconess Medical Center, Boston, MA; 2Veterans

Affairs Medical Center, West Roxbury, MA; 3Boston Medical Center, Boston,

MA. (Control ID #2940262)

LEARNING OBJECTIVE #1: Discuss a rare presentation of hepatocellular

carcinoma and potential therapies

LEARNING OBJECTIVE #2: Elucidate the difference between bland

thrombus and tumor thrombus

CASE: A 66 year old male with a 21 year history of hepatitis C (HCV)

presented to his PCP with 2 months of lower extremity edema. Initial labs

showed anemia, an HCV viral load of 1.9 million, and an alpha-fetoprotein

(AFP) >9000. Ultrasound revealed a 2.1 cm hypoechoic mass within the right

hepatic lobe of the liver and a solid opacity within the inferior vena cava (IVC)

suspicious for bland or tumor thrombus. MRI diagnosed tumor thrombus

throughout the right portal vein and extending into the right hepatic vein,

IVC and right atrium. Based on the history, AFP, and imaging, the patient

was diagnosed with hepatocellular carcinoma (HCC) with extension to the

right atrium. Tumor board discussion concluded that no definitive treatment

existed and recommended a trial of palliative sorafenib.

IMPACT: Distinguishing between bland and tumor thrombus is crucial in

HCC when planning potential therapies. Bland thrombus can be treated with

anticoagulation whereas tumor thrombus often indicates late stage disease and

poor prognosis.

DISCUSSION: Primary liver cancer is the second leading cause of cancer

related death in the world with increasing incidence in the United States. HCC

constitutes the majority of cases and most of these are related to chronic

hepatitis B or HCV. Unfortunately, diagnosis of HCC is often made late in

the disease course as early HCC is often asymptomatic. Metastases are present

in 5-15% of patients with common sites of spread including the lungs, intra-

abdominal lymph nodes, bone, and adrenal glands. While metastasis to the

IVC is an identified but rare feature of HCC, fewer cases describe the spread of

tumor into the right atrium (combined incidence approximately 0.7-4% of

cases). Invasion of the right atrium indicates late stage disease and has a mean

survival of 1 to 4 months. Treatment options for systemic disease are limited as

surgical resection is often no longer possible. First line therapy for patients with

Child-Pugh A or B cirrhosis is molecular targeted therapy with sorafenib,

which is a tyrosine kinase inhibitor resulting in inhibition of tumor growth.

Sorafenib has demonstrated a survival benefit of about 3 months when com-

pared with placebo. Other options are for patients to enroll in clinical trials or

seek palliative care therapies. This patient's symptoms were due to thrombus in

the IVC and elucidating the type of thrombus was crucial for directing therapy.

Bland thrombus connotes usual fibrin-rich clot whereas tumor thrombus

signifies tumor extension into a vessel. Differentiation is based on imaging

studies such as CT or MRI. Differentiating factors may include extent of the

thrombus and potential continuity with a malignancy. Additionally, the vein is

often dilated in cases of tumor thrombus and the presence of neovascularity

within the thrombus also confirms the diagnosis of tumor thrombus.

IRON OVERLOAD: AN UNUSUAL PRESENTATION OF

MYELODYSPLASTIC SYNDROME Miranda E. Merrill; Brandon

Combs. University of Colorado, Denver, CO. (Control ID #2935439)

LEARNINGOBJECTIVE #1:Develop an efficient approach to the etiology

of iron overload

LEARNING OBJECTIVE #2: Recognize typical features of

myelodysplastic syndrome

CASE: A 69-year-old man with history of remote alcohol abuse, macrocytic-

anemia, and presumed cirrhosis, presented to establish primary care. Cirrhosis

had been inferred on the basis of elevated transaminases and "increased hepatic

echogenicity" on ultrasound. He had been receiving biannual screening for

hepatocellular carcinoma with hepatic imaging for several years. Liver biopsy

had never been performed. Initial labs were notable for hemoglobin: 9.6g/dL,

MCV: 113fL/rbc, iron saturation: 91%, and ferritin: 7600ng/mL. Leukocytes,

platelets, liver function tests, INR, B12, and folate were all normal. Genetic

testing revealed he was heterozygous for HFE H63D mutation. Liver MRI

demonstrated iron overload with no fibrosis. Peripheral smear contained tear-

drop cells and schistocytes. Peripheral flow cytometry was normal. Bone

marrow biopsy revealed hypercellularity, erythroid predominant trilineage

hematopoiesis, and ring sideroblasts, confirming the diagnosis of

myelodysplastic syndrome (MDS). Phlebotomy was initiated and cirrhosis

was removed from his problem list.

IMPACT:While numerous common explanations for anemia exist, this

case is a reminder to consider less common etiologies that are easily

missed without a high degree of suspicion. It is an addition to the

literature, as an atypical presentation of myelodysplastic syndrome,

and as an example of the perils of anchoring bias in evaluation of a

patient with an unfamiliar condition.

DISCUSSION: MDS is a disorder characterized by ineffective produc-

tion of peripheral cell lines. Approximately 10,000 new cases are

diagnosed annually in the United States. MDS can present as unex-

plained cytopenia or non-specific fatigue and can be confirmed with

peripheral smear, or bone marrow biopsy. >10% erythroid precursors,

granulocytes, or megakaryocytes is suggestive of MDS. Late compli-

cations include bleeding and infection. One-third of cases convert to

acute leukemia. Treatment is bone marrow transplant, however, sur-

veillance and transfusions are initial management. Iron overload is a

complication of ineffective erythropoiesis in MDS. Iron can accumu-

late in organs leading to inflammation and fibrosis. Ferritin >200mcg/

L is suggestive of iron overload, and >2000mcg/L suggests organ

toxicity and requires evaluation with liver and cardiac MRI. Treatment

includes phlebotomy, or chelation when hemoglobin <9. Homozygous

hereditary hemochromatosis is an important cause of iron overload,

however, in heterozygotes for HFE mutation, alternative explanations

should be sought such as MDS, liver disease, and thalassemia. It is

important to avoid anchoring bias and diagnostic momentum in pa-

tients with a previously established diagnosis. This can be challenging

for both patients and physicians.
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ISHYPERAMMONEMIAALWAYSASSOCIATEDWITHLIVERDIS-

EASE? Masaaki Goto1; Shadia Constantine1; Ryosuke Minami2. 1Teine

Keijinkai Hospital, Sapporo, Japan; 2Teine Kejinkai Hospital, Sapporo, Japan.

(Control ID #2946474)

LEARNING OBJECTIVE #1: - Diagnose hyperammonemic encephalopa-

thy in patient with normal liver function.

LEARNING OBJECTIVE #2: - List causes and mechanisms of

hyperammonemia in patients with normal liver function.

CASE:A cognitively-intact 92-year-old woman developed progressive mental

status deterioration, from normal to comatose in a period of 12 hours.

She had been recently prescribed antibiotics for hematuria. Physical

examination was notable for a Glasgow coma score of 9 (E4V1M4)

and bladder enlargement. Vital signs were within normal ranges.

Bladder catheterization drained 1100 ml of urine with white debris,

which was polymicrobial on Gram stain. Urinalysis showed high pH

and ammonia. Blood test showed an ammonia level of 297μg/dl and

worsening creatinine level but no low blood sugar, electrolytes abnor-

malities or liver dysfunction. CSF exam was negative. Imaging

showed no evidence of brain ischemia or hemorrhage. She was treated

with antibiotics and urinary catheterization. Ammonia level quickly

normalized as well as her level of consciousness, which came back

to baseline on the second morning. Lactulose use was not necessary.

IMPACT: In patients with altered mental status, we should not exclude

hyperammonemia only because the patient has normal liver function.

DISCUSSION: Hyperammonemia (HA) can be the cause of altered

mental status (AMS) in patients with normal liver function. We

usually associate HA to liver dysfunction, and this encephalopathy

is characterized by episodic confusion and coma. Non-hepatic HA is

however, a rare cause of altered mental status. The reported potential

causes of non-hepatic HA include infection with urea- hydrolyzing

organisms, multiple myeloma, gastrointestinal bleed, urinary diver-

sion, porto-systemic shunt and drugs such as carbamazepine. Blood

ammonia test is an easy and effective way to diagnose HA. In our

case, we found urinary retention and alkalinic urine, and we were

suspicious of obstructive urinary tract infection (UIT). Based on the

tests, the UTI seemed to be mild, but the patient appeared sicker and

more confused than expected for the degree of infection and this is

why we decided to measure her ammonia level. Non-hepatic HA

presents with altered mental status and blood ammonia test is useful

to diagnose it. When we encounter a patient with altered mental

status with normal liver function, we should not exclude HA and

should consider adding ammonia to their blood work. Basic physical

examination and lab tests can help you identify the underlying cause

of a non-hepatic HA.

IS IT JUSTADIARRHEA?: ARARECASEOFENTERIC FEVER Jiten

Desai1; Rebecca Brown2; Zalak Desai1; Charudatta Wankhade1; Raghavendra

Sanivarapu1; Theresa Henson1; UsmanK. Jilani1; ShadabH. Ahmed1. 1Nassau

University Medical Center, East Meadow, NY; 2NY college of Osteopathic

Medicine, Westbury, NY. (Control ID #2904610)

LEARNING OBJECTIVE #1: Eventhough it is a rare infection seen in

United States; As a health care provider we should have a high index of

suspicion regarding diagnosis of Enteric Fever speacially among travellers to

endemic areas.

CASE:A 58 year old male presented to clinic 3 days after returning fromHaiti.

He had malaise, diarrhea, and loss of appetite. He was treated symptomatically.

On a follow-up visit, he was admitted with right leg DVT and high fever of

103°F. His blood pressure was 134/77mmHg and pulse rate was 108/minute.

Patient was started on vancomycin and cefepime empirically. Blood cultures

done on admission grew pan-sensitive Salmonella typhi. Antibiotics were then

de-escalated to ceftriaxone, on which he improved. Stool culture also grew

Salmonella typhi. The patient was discharged on oral ciprofloxacin to complete

a total of 14 days therapy.

IMPACT: This case is going to add clinical epidemiological information as

well as recent treatment guidelines for drug resistant species to the literature.

DISCUSSION: Typhoid fever is a systemic infection caused by Salmonella

enterica-serotype typhi. The term "enteric fever" is a collective term that

includes typhoid and paratyphoid fever. This food or water borne illness causes

20 million cases worldwide with 200,000 deaths per year. In the US, 5700

cases are seen annually. These are mostly seen in travelers from endemic areas,

during summer months, June to August. Typhoid fever is a febrile illness with

an incubation period of 5 to 21 days. As per CDC data, 831 foodborne

outbreaks were reported in 2012, out of these 106(12.75%) were due to

Salmonella; which also accounted for 64% of total hospitalizations. Severe

infections are seen in adults over 65 years and children under 5 years, with a

classic manifestation of step pattern fever, bacteremia, and relative bradycardia

in the first week; abdominal pain and rose spots in the second week. Clinically,

vomiting and diarrhea may be absent; indeed constipation is reported. Invasive

Salmonella disease may include septicemia, meningitis, osteomyelitis or septic

arthritis. Bone marrow cultures are considered highly sensitive. Without anti-

biotics, mortality can be as high as 15%; with treatment it falls to 1%. Systemic

complications range from intestinal perforation to neurologic manifestations.

Resistance has emerged against ampicillin, trimethoprim-sulfamethoxazole,

and chloramphenicol. As per CDC data, approximately 67% of total Salmo-

nella typhi infections occurring annually in the US, are drug resistant. Com-

monly used antibiotics include fluoroquinolones, third generation cephalospo-

rin, and azithromycin, Salmonella typhi is increasingly resistant to

fluoroquinolones. With the advent of the typhoid vaccine in 1994, a modest

decrease in typhoid has occurred. Conclusion: Enteric fever in the United

States is primarily associated with travel to endemic areas, and increasing

resistance adds to treatment challenge.

ISN'T IT IRONIC? INTERPRETING IRON OVERLOAD IN HEPATI-

TIS Jenna N. Skowronski. UPMC, Pittsburgh, PA. (Control ID #2940350)

LEARNING OBJECTIVE #1: To discuss diagnostic criteria of autoimmune

hepatitis

LEARNING OBJECTIVE #2: To interpret iron overload in the setting of

active hepatitis

CASE: A 75 year-old white man presented with painless jaundice. He noted

yellowing skin for one month, denied abdominal pain, nausea, changes in

stool, and puritis. He took occasional ASA, acetaminophen, and garlic pills.

Denied new sexual partners, recent travel, recreational drug use, or new foods.

He had no significant medical or family history. Physical exam revealed a

jaundiced man with skin and scleral icterus. Abdomen was nontender and

nondistended, without palpable masses or hepatosplenomegaly. Spider
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angioma and palmer erythemawere absent. Labswere significant for ALT 569,

AST 531, TBili 19.9, AlkP 95 and INR 1.3. Viral studies were negative for

HIV, CMV, EBV, and Hepatitis A, B & C. Iron studies revealed Fe 206, TIBC

242, Fe% 85, Ferritin >1500. Immunologic studies revealed ANA 80 (n<80),

anti-SMA 71(<20), IgA 591(<453), IgG 2740(<1560). IgM and IgG-4 were

normal. Abdominal CT showed no ductal dilation, abdominal mass, or portal

vein thrombosis but concern for cirrhosis was noted. Liver biopsy revealed

active portal, periportal, and lobular hepatitis that was plasma cell rich and

demonstrated focal perivenular necrosis secondary to inflammation. There was

mildly increased hepatocytes iron deposition, 1+ on scale of 0-4. Fibrosis stage

3/6. This was consistent with autoimmune hepatitis. Patient was initiated on

daily oral prednisone, with improvement in his liver enzymes over the next

month.

IMPACT: In this case of acute hepatitis, the laboratory tests were suggestive of

both autoimmune hepatitis and iron overload. Iron levels are often elevated in

AIH due to the pro-inflammatory state, and may be high enough to raise

concern for hemochromatosis. Biopsy may be necessary to differentiate be-

tween the two diagnoses.

DISCUSSION: Autoimmune hepatitis (AIH) is a chronic, immune mediated

hepatitis that affects patients of any age, gender, or ethic group. The estimated

prevalence is 11-25 per 100,000 in a European population. The clinical

presentation is markedly variable, ranging from no symptoms to acute liver

failure. History and physical exam are often nonspecific. Indicative laboratory

tests include increased total IgG and positive ANA, ASMA, and anti-LKM-1.

Liver biopsy confirms the diagnosis and evaluates severity of liver damage.

Patients with AIH can appear to be iron overloaded. Ferritin is an acute phase

reactant, elevated in the setting of inflammation. Additionally, the liver is a

repository for iron stores in the body and, when damaged, releases stored iron,

leading to an increased ferritin and Fe%. However, in those patients with

ferritin >1000 and iron saturation >85%, hereditary hemochromatosis should

be considered. Liver biopsy can demonstrate iron stores and evaluate for

fibrosis. Genetic testing for C232Y and H63D mutation evaluate for hemo-

chromatosis in addition to liver biopsy.

ISOLATED ELEVATIONOF SERUMALKALINE PHOSPHATASE IN

AN ASYMPTOMATIC PATIENT: A REVIEW OF MANAGEMENT

STRATEGIES Jennifer D. Merrill; Audrey Sigmund; Kai Quin. The Ohio

State University Wexner Medical Center, Columbus, OH. (Control ID

#2905590)

LEARNING OBJECTIVE #1: Recognize conditions in which elevated

alkaline phosphatase may be physiologic.

LEARNING OBJECTIVE #2: Assess when isolated elevations in alkaline

phosphatase require further workup.

CASE: A 71 year old healthy female presented for a physical. Exam showed

normal vitals, regular heart rate, and clear lungs with no abdominal tenderness

or hepatosplenomegaly. Screening labs revealed normal chemistry, complete

blood count, and liver function tests, except for alkaline phosphatase (ALP),

which was elevated at 170 U/L (normal 32-126 U/L). Medications included

cholecalciferol, calcium citrate, and atorvastatin. The ALP remained stably

elevated one month later. Parathyroid hormone, calcium, 25-hydroxyvitamin

D, TSH, ESR, C-reactive protein, and repeat chemistry and blood counts were

normal. The bone isozyme of ALP was elevated at 100 (U/L), while the liver

isozyme was normal. The patient denied weight changes, fatigue, bone pain,

change in hat or ring size, and fractures. She had a normal DEXA, mammo-

gram and colonoscopy in the last year. Nuclear bone scan demonstrated foci of

increased uptake within the calvarium, thoracic and lumbar spine, multiple

ribs, sacrum and humeral diaphysis.

IMPACT: Elevated ALP is often overlooked and there are no guide-

lines about when to pursue further workup. This case illustrates the

importance of seeking a source of elevated ALP in an asymptomatic

patient. In our patient, bone scan findings were assessed with CT

scans of the chest, abdomen, and pelvis. A paramediastinal nodule in

the left upper lobe, suspicious for bronchogenic carcinoma, was seen

on chest CT. Bone scan findings represented metastases. Lung pathol-

ogy was consistent with adenocarcinoma.

DISCUSSION: ALP is present in many tissues including bone, intestine,

kidney, liver, placenta, and white blood cells. There are several physiologic

causes for elevation. Women in the third trimester of pregnancy have an influx

of placental ALP into their blood. It may increase after a fatty meal due to

release from the intestine. Rapidly growing adolescents may have ALP levels

that are twice that of adults due to leakage from the bone. The first step in the

evaluation of the asymptomatic patient with elevated ALP is to repeat

the test for confirmation. The next step is to identify the source. ALP

originates predominantly from two organs, liver and bone. Electropho-

resis is the most sensitive and specific test to determine the source. If

it is not available, 5'-nucleotidase or y-glutamyltransferase (GGT) can

be measured. These enzymes are elevated in parallel with ALP in liver

disorders, but are not increased in bone disorders. Elevated ALP with

a normal 5'-nucleotidase or GGT should prompt evaluation for bone

disease. If laboratory workup is unrevealing then a nuclear bone scan

may aid in diagnosis. Elevated bone isozyme should raise concern for

Paget's disease, rickets, osteomalacia, hyperparathyroidism, osteogenic

sarcoma, and tumors metastatic to bone.

ISOLATED SENSORY PRESENTATION OF GUILLAIN-BARRE

SYNDROME Lakshmi Priyanka Mahali1; Faddi G. Saleh Velez1; Olena

Slinchenkova2. 1Montefiore Medical Center, Bronx, NY; 2Montefiore Medical

center, Brooklyn, NY. (Control ID #2934267)

LEARNING OBJECTIVE #1: Recognize an atypical presentation of

Guillain-Barre syndrome (GBS)

LEARNINGOBJECTIVE #2:Differentiate sensory variant GBS from acute

sensory neuropathy

CASE: A 53 year-old man with no pertinent medical history presented with

new-onset lower extremity ascending paraesthesias, tingling, and numbness

for four weeks without any motor symptoms. He reported upper respiratory

symptoms two weeks prior. Neurological exam demonstrated no weakness.

However, he had sensory loss to all modalities in glove and stocking pattern, in

addition to diminished deep tendon reflexes bilaterally and a positive Romberg

sign. Routine labs were normal. Magnetic resonance imaging was unremark-

able. Cerebrospinal fluid (CSF) analysis revealed albuminocytologic dissoci-

ation with white blood cell count of 2 cells and protein 95 mg/dl. Electromy-

ography revealed normal sensory and motor action potentials with signs of

demyelination given the loss of H reflexes and the fibular F wave and sural

sparing, which is characteristic of acute immune-mediated demyelinating

polyneuropathy. However, anti-ganglioside antibodies GM1 and GD1 were

negative. He was treated with intravenous immunoglobulin G (IVIG), after
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which he reported gradual improvement, and eventually had complete sensory

recovery.

IMPACT:GBS should be considered in any patient who presents with ascend-

ing sensory symptoms, even in the absence of motor abnormalities.

DISCUSSION: GBS has typically been characterized by progressive and

symmetric ascending motor weakness, usually associated with areflexia. Only

a few cases of pure sensory GBS have been reported. Thus, the clinical and

pathological features of sensory variant GBS have not been well characterized,

and reduced awareness of these features has resulted in delay in the diagnosis

and treatment. Other neurological disorders can share similar manifestations

with GBS. It is important to differentiate sensory GBS from acute sensory

neuropathy (ASN). Differentiating GBS from ASN is important, because early

treatment of sensory GBS has a favorable outcome; ASN has poor recovery

rates. CSF protein is not helpful in distinguishing ASN from sensory GBS as it

may be elevated in both. On EMG, ASN can be differentiated by the absence of

sensory nerve action potentials in the presence of normal motor conduction,

whereas GBS is characterized by demyelinating motor nerve conduction,

especially in the terminal latency. Sensory variant GBS has good response to

immunotherapy, plasma exchange and IVIG. Most cases of sensory variant

GBS have near normal recovery, whereas ASN has disappointing results to

IVIG. Early therapy is fundamental for improved outcomes in GBS, therefore

rapid identification of atypical presentations of this demyelinating disorder is

indispensable to avoid potential severe complications.

IT IS NOTALWAYS "JUST" ESSENTIAL HYPERTENSION: A CASE

OF SECONDARY HYPERTENSION REVEALED Rachna Rawal1;

Thomas Olsen1; Jennifer Schmidt2. 1St. Louis University, St. Louis, MO;
2Saint Louis University, Saint Louis, MO. (Control ID #2916495)

LEARNING OBJECTIVE #1: Recognize secondary hypertension as etiolo-

gy for initial hypertension presentation

LEARNING OBJECTIVE #2: Understand diagnostic workup for primary

hyperaldosteronism

CASE: A 43 year-old female with a history of hypertension presented to a

primary care clinic complaining of daily palpitations; vital signs included a

blood pressure of 142/94mmHg. The patient was started on amlodipine. A

basic metabolic panel was significant for potassium 3.3mEq/L. Based on the

patient's persistent hypertension, hypokalemia and palpitations, a secondary

hypertension workup was initiated. Lab workup (plasma aldosterone to renin

ratio of 139 (normal <20) and a plasma aldosterone level of 20.9 ng/mL/hr)

indicated primary hyperaldosteronism. Eight weeks after initiation of

amlodipine, the patient's blood pressure had improved to 126/86mmHg. Al-

though her blood pressure was controlled, amlodipine was discontinued and

spironolactone was started as it targeted her elevated aldosterone. At a subse-

quent 8-week follow-up, her blood pressure was 126/76mmHg. Imaging of her

adrenal glands did not reveal any adrenal masses, suggesting a diagnosis of

bilateral adrenal hyperplasia.

IMPACT: Secondary hypertension, including primary hyperaldosteronism, is

underdiagnosed. Primary hyperaldosteronism is important to identify, as it is

associated with increased cardiovascular morbidity and mortality. Treatment

targeted to hyperaldosteronism has been shown to resolve hypertension and as

well as significantly decrease cardiovascular events.

DISCUSSION: There are 39.9 million office visits listing hypertension as the

primary diagnosis. Because primary care physicians encounter this diagnosis

with such frequency, diagnostic bias, often in the form of premature closure,

may result in missing key features suggestive of secondary hypertension

etiologies. Even in seemingly simple presentations, a broad differential diag-

nosis and consideration of all available information can lead to a more accurate

diagnosis and treatment, in addition to improved morbidity and mortality. In

our patient, amlodipine decreased her blood pressure, however, it did not target

the etiology of her hypertension. Changing therapy to spironolactone resulted

in normotension with the additional benefit of decreased cardiovascular mor-

bidity and mortality.

IT TAKES AVILLAGE: A MULTIDISCIPLINARYAPPROACH FOR

TREATINGA PATIENTWITHRECURRENT ENDOCARDITIS AND

OPIATE USE DISORDER Ayako W. Fujita1; Alfred Shoukry2. 1University

of Pittsburgh Medical Center, PITTSBURGH, PA; 2UPMC, Pittsburgh, PA.

(Control ID #2941051)

LEARNING OBJECTIVE #1: 1. State the need for concurrent treatment of

opioid use disorder (OUD) and its related infections.

LEARNING OBJECTIVE #2: 2. Demonstrate a multidisciplinary approach

to treating endocarditis in the setting of OUD.

CASE: A 38 year old woman with history of OUD and tricuspid valve

endocarditis requiring valve replacement one year prior was admitted with

sepsis due to recurrent endocarditis. She reported using intravenous (IV) heroin

regularly. Vital signs were temperature 102 Fahrenheit, heart rate 110 beats per

minute, and blood pressure 80/65 mmHg. Labs showed white blood cell count

13.3 k/uL , hemoglobin 10.9 g/dL, and platelets 22 k/uL. Blood cultures were

positive for Serratia marcescens, and transesophageal echocardiogram showed

a large, highly mobile vegetation on her mechanical tricuspid valve. She was

given IV fluids, started on antibiotics, and cardiothoracic surgery was

consulted. Due to her recurrent IV drug use, she was not felt to be a candidate

for a redo valve replacement by her surgeon. Instead, palliative care consult

was recommended. During her prior admission, she was discharged without a

treatment plan for her OUD and she relapsed leading to recurrent endocarditis.

We wondered if this could have been prevented with a more comprehensive

plan for treating her OUD.We petitioned for her to be reconsidered for surgery.

There were many conditions that had to be met: de-escalation of opioid pain

medications, addiction counseling, consultation with psychiatry and social

work, and family meetings to ensure support. This multidisciplinary approach

made it possible for her infection to be treated along with, not in spite of, her

addiction. Ultimately, she received a second valve replacement surgery and

was discharged directly to an inpatient drug rehabilitation facility near her

family. She remains well and abstinent from opioids six months later.

IMPACT: A multidisciplinary approach to concurrently treat endocarditis and

addiction allowed us to champion for a patient who otherwise would not have

received a second valve replacement surgery and facilitated a more successful

recovery.

DISCUSSION: In the setting of the opioid epidemic, recurrent endocarditis in

patients with OUD is common. Many hospitals lack standardized, objective

ways to determine which patients should receive repeat valve surgeries. This

case demonstrates a multidisciplinary approach to OUD-related endocarditis.

Partnering with psychiatry, palliative care, addiction counselors, and social

work allowed us to look upstream to address the causes of her illness. Using

integrated behavioral health as part of medical decision-making is critical in

treating endocarditis and OUD together to possibly minimize relapses and the
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need for repeat valve surgeries. As a next step, medication assisted treatment

for OUD such as methadone, buprenorphine, or naltrexone should be consid-

ered alongside antibiotics when treating endocarditis and OUD in the hospital.

IT WAS ALL YELLOW: "OBSTRUCTIVE" JAUNDICE FROM

AMOXICILLIN-CLAVULANIC ACID-INDUCED LIVER INJURY

Joan Bosco; Betsy Varghese. Mount Sinai Beth Israel, NewYork, NY. (Control

ID #2938548)

LEARNING OBJECTIVE #1: Highlight a case of cholestatic liver injury

secondary to amoxicillin-clavulanic acid, a relatively common but often

underrecognized diagnosis

LEARNING OBJECTIVE #2: Emphasize the importance of thorough his-

tory taking to avoid an extensive workup

CASE: A 61-year old woman with Type II diabetes, hyperlipidemia, osteopo-

rosis and schizophrenia presented for a primary care appointment. She

complained of bloating, early satiety, and unintentional weight loss of 14 lbs.

in a year. These symptoms were endorsed at prior visits but the workup,

including labs and abdominal ultrasound, was negative. There were no changes

in her chronic medications- alendronate, clonazepam, risperidone, famotidine,

atorvastatin, metformin and PRN acetaminophen. Exam was notable for new

scleral icterus and diffuse jaundice. Labs revealed: ALT 142 (6-29 u/L), AST

315 (10-35 u/L), direct bilirubin 3.9 (<0.2 mg/dL), indirect bilirubin 3.0 (0.2-

1.2 mg/dL) and alkaline phosphatase 1025 (33-130 u/L). Anti-nuclear, anti-

smooth muscle and anti-mitochondrial antibodies were negative as was a viral

hepatitis panel. Kidney function and CBCwere at baseline. Abdominal CTwas

unrevealing. Repeat hepatic function labs one week later showed improve-

ment. At this visit, when specifically asked, she endorsed taking amoxicillin-

clavulanic acid (AMC) a month ago for a dental infection but denied other new

medications or supplements. She returned a month later with resolved jaundice

and normalized liver enzymes.

IMPACT:While it is important to rule out the most serious diagnoses, such as

pancreatic cancer, one must not overlook more common diagnoses such as

drug-induced liver injury (DILI). As illustrated by this case, AMC is a well-

documented precipitant of cholestatic liver injury. Thus, asking patients about

new medications, particularly antibiotics such as AMC, may help to avoid an

extensive autoimmune/infectious workup.

DISCUSSION: Second only to acetaminophen, AMC causes an esti-

mated 1.7 cases of DILI per 10,000 prescriptions. Interestingly, amox-

icillin alone has little hepatotoxic potential. AMC is a commonly

prescribed drug, with two to five million prescriptions filled yearly.

In this patient's case, she was also taking acetaminophen and a statin.

However, statins pose a lower risk for DILI (1 in 100,000). Addition-

ally, she denied excessive acetaminophen use and her labs did not

show a hepatocellular pattern of injury, as would be expected. As

exhibited by this case, liver enzyme elevation in the setting of AMC

is unique in that it typically follows a cholestatic or mixed pattern,

especially in patients over 55 (which is an overall risk factor for DILI

itself). Time to onset of injury after taking AMC ranges from a few

days to 12 or more weeks. Thus, the risk of DILI should be consid-

ered when prescribing AMC, and should be on the differential when a

patient presents with acute liver injury, especially with normal imag-

ing. While most cases self-resolve, patients with jaundice from DILI

have a 10 % risk of needing a liver transplant.

ITWAS JUST SOMEHIP PAIN: A FATALCASEOFDISSEMINATED

MUCORMYCOSIS FOLLOWING HEMATOPOETIC STEM CELL

TRANSPLANTATION Jeremy Chang; Mojtaba Akhtari. LAC+USC, Wil-

mington, CA. (Control ID #2940259)

LEARNING OBJECTIVE #1: Recognize that immunocompromised

patients are susceptible to severe infections that may present in atyp-

ical manners

CASE:A51 year-oldmanwith history of acute lymphoblastic leukemia (ALL)

treated with allogeneic stem cell transplantation presented with right hip pain.

The patient reported that his pain started acutely over the past day and made it

difficult for him to walk. Vital signs were within normal limits and exam was

only significant for tenderness on palpation of the right hip. X-rays of the hip

showed no overt fractures or dislocation. MRI was performed out of concern

for avascular necrosis in the context of prolonged steroid use and was signif-

icant for a sharply demarcated area of hyperintensity involving the right iliacus

and gluteus medius muscles. An infectious etiology was initially deemed

unlikely given the distinct margins on imaging. Due to a worsening of his

hip pain over several days, a CT-guided biopsy of the right thigh and hip was

performed and demonstrated fungal morphology consistent with

mucormycosis. The patient was started on broad spectrum anti-fungals and

CT chest subsequently showed a necrotizing consolidation of the left lower

lobe with invasion into the diaphragm and spleen. The patient was continued

on anti-fungal therapy and underwent multiple repeat debridements of the right

thigh and hip, but despite attempts at source control he ultimately succumbed

to his disseminated infection.

IMPACT: This unusual and tragic case raises the importance of considering

infectious etiologies for any presenting concern in an immunocompromised

patient. While this case discusses a patient who was immunocompromised

following allogeneic stem cell transplantation, the same approach should be

broadened to patients with either inherited or acquired immnodeficiencies or

those on chronic immunosuppression.

DISCUSSION: Hematopoietic stem cell transplantation (HSCT) is a poten-

tially curative modality for various malignant and non-malignant hematolog-

ical diseases. However, infectious complications remain a common cause of

morbidity and mortality in patients undergoing both autologous and allogeneic

HSCT. Disseminated mucormycosis is a rare phenomenon that most

often occurs in individuals who are severely immunocompromised. In

addition, mucormycosis infections in general are an unusual compli-

cation following HSCT with an incidence of only 0.1-2.0%. Here, we

describe a case of a post-HSCT patient who was not only diagnosed

with disseminated mucormycosis, but also whose infection first pre-

sented in the unusual location of his hip. This case demonstrates that

for all presenting symptoms in immunocompromised patients, clini-

cians must always consider infectious etiologies due to the potential

for devastating outcomes.

KEEP ROOM FOR RHEUM: AVOID PREMATURE CLOSURE IN

CARDIAC SARCOIDOSIS Christopher V. Cosgriff; Irene Swanenberg;

Benjamin Milgrom. New York University School of Medicine, New York,

NY. (Control ID #2940476)

LEARNING OBJECTIVE #1: Diagnose cardiac sarcoidosis with cardiac

MRI instead of lower yield endomyocardial biopsy.
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LEARNINGOBJECTIVE #2:Recognize role of steroids and ICD in treating

cardiac sarcoidosis with heart block or heart failure.

CASE:A 59-year-old man with a history of type II diabetes, hypertension, and

hyperlipidemia presented with progressive dyspnea on exertion for four weeks.

On exam, the patient was tachycardic with an elevated jugular venous pressure

of ~16 cmH2O, bibasilar rales, and bilateral lower extremity 2+ pitting edema.

Labs were notable for an elevated BNP and pancytopenia. EKG revealed new

bifascicular block. Echocardiogram demonstrated diffuse hypokinesis and

severely reduced right and left ejection fractions (EF). Coronary catheterization

showed no ischemia. Cardiac MRI showed late patchy gadolinium enhance-

ment suggestive of cardiac sarcoid. Chest CT was consistent with pulmonary

sarcoid, and showed a right pleural effusion found to be exudative. Video-

assisted thoroscopic biopsy with evidence of non-necrotizing granulomas with

no evidence of infection confirmed the diagnosis. Glucocorticoids and neuro-

hormonal blockade were initiated and an automatic implantable cardioverter-

defibrillator (ICD) was placed. By three months, his dyspnea had improved

and his EF had recovered to 50%.

IMPACT: Cardiac involvement is present in up to 25% of sarcoid patients,

although it manifests clinically in only 5%.1 Therefore, hospitalists must

maintain a high index of suspicion for cardiac sarcoidosis in patients with

new onset non-ischemic cardiomyopathy or conduction disease. With few

exceptions, tissue diagnosis is required. This is a challenge in patients with

isolated cardiac sarcoidosis since endomyocardial biopsy has a diagnostic yield

below 20%.1 As such, cardiacMRI is an invaluable tool in the work up of non-

ischemic cardiomyopathy. It is the diagnostic test of choice for cardiac sar-

coidosis with a sensitivity of 100% and specificity of 80%.2 Suspected non-

cardiac sites should be biopsied when available. Prompt initiation of steroid

therapy is indicated based upon available observational data, and placement of

an ICD is recommended in those with new heart block or severely reduced

ejection fraction.1,3

DISCUSSION: Sarcoidosis should be considered in young patients presenting

with new heart block as well as patients with non-ischemic cardiomyopathy.

Hospitalists must be aware of the diagnostic value of cardiacMRI in evaluating

non-ischemic cardiomyopathy and the prevalence of cardiac involvement in

sarcoidosis as prompt treatment is critical to prevent further morbidity and

mortality.

KEEPYOUREYEOUT FORCOGNITIVE BIAS: A CASEOFHEPAT-

IC SARCOIDOSIS CONFIRMEDBYANTERIORUVEITIS Sunny Tao;

Clark A. Veet. UPMC, Pittsburgh, PA. (Control ID #2936609)

LEARNING OBJECTIVE #1: Review the diagnostic criteria for sarcoidosis

LEARNING OBJECTIVE #2: Recognize representativeness restraint as a

source of diagnostic error

CASE: A 63-year-old Caucasian man with a history of migraines, hyperten-

sion, and schizoaffective disorder presents with chest discomfort and dyspnea.

He also reports 20-pound unintentional weight loss but no fevers, chills, night

sweats, rash, cough, or abdominal or musculoskeletal complaints. Exam was

notable for normal vitals, mild cachexia, and no cardiopulmonary, abdominal,

or skin findings. Workup was negative for acute coronary syndrome and

pulmonary embolism. Labs revealed cholestatic liver injury (T bili 1.5, AP

483, AST 157, ALT 107). Chest CTA showed enlarged mediastinal and hilar

lymphadenopathy. Endobronchial ultrasound with transbronchial biopsy of a

hilar lymph node was performed, with pathology revealing granulomatous

lymphadenitis. ACE level was 4 (normal 9-67) and calcium was 9.2. Testing

for HIV, Histoplasma, Aspergillus, tuberculosis, non-tuberculous mycobacte-

rium, Brucella, and Bartonella were negative. Liver injury workup yielded

negative viral hepatitis, CMV, and EBV serologies and normal abdominal

ultrasound. Finally, a liver biopsy revealed non-necrotizing granulomas. Sar-

coidosis was highly suspected but given the atypical presentation (age, race,

and normal ACE), steroids were not started. On the day of anticipated dis-

charge, the patient developed an acute, painful red eye with photophobia. Slit-

lamp eye exam confirmed anterior uveitis, solidifying the diagnosis of

sarcoidosis.

IMPACT: In this case, a patient had biopsy-provenmulti-organ granulomatous

disease, but the diagnosis of sarcoidosis was deferred given incongruent data.

The final piece of information that ultimately confirmed the diagnosis was an

unexpected development. This case reinforces extrapulmonary manifestations

of sarcoidosis and highlights a potential diagnostic pitfall: representativeness

restraint.

DISCUSSION: The differential diagnosis of hepatic granulomas includes

infectious (e.g., Mycoplasma infection, histoplasmosis, bartonellosis, brucel-

losis), drug-induced (e.g., granulomas with eosinophils), neoplastic (e.g., lym-

phoma), and autoimmune (e.g., sarcoidosis and primary biliary cirrhosis)

etiologies. Pulmonary granulomas have a similarly wide differential. As such,

definitive diagnosis of sarcoidosis is challenging. Diagnosis relies on three

criteria: compatible clinical and radiologic presentation, histologic evidence of

non-caseating granulomas, and exclusion of diseases with similar findings.

This patient underwent a thorough workup to exclude disease mimics. How-

ever, even when testing for other etiologies returned negative, the final diag-

nosis was hindered by representativeness restraint, or the tendency to judge the

probability of disease based on how closely the presentation matches the

disease prototype. Recognition and mitigation of representativeness restraint

is important to avoid missing atypical presentations and, as in this case,

delaying treatment.

KEEPINGAN EYEON THERARE ENDOGENOUS (ORHEMATOG-

ENOUS) ENDOPHTHALIMITIS Alaa Zahriya; Marilou Corpuz.

Montefiore Medical Center Wakefield, Bronx, NY. (Control ID #2944440)

LEARNINGOBJECTIVE #1: Understand endogenous endophthalmitis and

why it necessitates a rapid and broad work up

LEARNING OBJECTIVE #2: Recognize that management is systemic

requiring intravitreal antibiotics as well as treating the primary source of

infection

CASE: A 54 year-old woman with history of atherosclerotic vessel of left

ophthalmic artery presented with decreased vision and left eye pain for 1 day

after having intermittent fever, chills, and vomiting for one week. She had no

prior eye trauma or surgery. Physical exam revealed periorbital edema, tem-

poral tenderness, and inability to open eye. Ophthalmology exam revealed

anterior uveitis with highly ischemic retina. Labs were significant for White

Blood Cell Count 18.5 k/uL, Erythrocyte Sedimentation Rate 100 mm/h, C-

Reactive Protein 17.3 mg/dL, positive Rapid Plasma Reagin Titer 1:2, and

positive blood and vitreous cultures for Streptococcus pneumoniae. Head CT

revealed ophthalmitis and periorbital fluid collection without abscess. Patient

was treated with intravitreal Vancomycin and Ceftazidime plus Vancomycin

and tobramycin eye drops. She was treated with two weeks of intravenous

Ceftriaxone for bacteremia and possible meningitis, since an LP was deferred.
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Despite appropriate treatment, patient underwent left eye removal due to

corneal perforation.

IMPACT: This case reinforces a link seen in literature between S.

Pneumoniae bacteremia and the devastating complication of

endophthalmitis.

DISCUSSION: Endophthalmitis is defined as an infection of any part of the

eye, including the vitreous and aqueous humors. It is now more commonly

caused by exogenously introduced bacteria through surgery or trauma. Endog-

enous implies the cause is due to seeding from another site within the body.

Most common sites are the heart, hepatobiliary system, brain, and catheter

sites. The bacterial agent responsible for the infection is typically dependent on

the source origin. There are known correlations such as S. pneumoniae, group

B Streptococcus, Staphylococcus aureus, and meningeal spread. Others in-

clude Klebsiella species in the hepatobiliary system, Escherichia coli from

genitourinary tract, and Candida in injection drug users. Predisposing factors

include immunosuppression, injection drug use, diabetes, and chronic indwell-

ing catheters. Therefore a broad work up and detailed history is necessary to

target treatment as soon as possible to minimize vision loss. Management

consists of intravitreous antibiotics until inflammation resolves. Debridement

of the vitreous, essentially an incision and drainage of the eye, may be done in

patients who present with severe vision loss. The patient also requires treat-

ment of the underlying cause if etiology was endogenous. In this case, the

patient was treated for meningitis, since Streptococcus pneumoniae has

a high meningeal association with endophthalmitis and all other work

up was negative.

KIKUCHI DISEASE: A CLOAK OF WORRISOME SYMPTOMS

CONCEALING A BENIGN ENTITY Eugene J. Lucas; Jeffrey Chi;

Oluwaseun Adeosun; Jennifer Verbsky. Zucker School of Medicine at

Hofstra/Northwell, Brooklyn, NY. (Control ID #2943072)

LEARNINGOBJECTIVE #1:Recognize the clinical and laboratory features

that characterize Kikuchi Disease.

CASE: A 50-year old male with a remote history of recurrent lymphadenop-

athy (LAD) with non-diagnostic biopsies and a newly diagnosed subsegmental

pulmonary embolism on apixaban presented to the hospital with a one month

history of fever, progressive weakness, 20 pound weight loss, and a new rash 4

days after being started on Bactrim for fevers and cough productive with clear

sputum. The patient denied hemoptysis, night sweats, sick contacts, and recent

travel. The patient was afebrile and maintained stable vital signs during the

hospital course . The physical exam revealed pink, flat-topped, slightly indu-

rated papules with central petechiae on the right upper arm, left chest wall, and

bilateral thighs, as well as right supraclavicular LAD, but was otherwise

unrevealing. Initial laboratory findings were significant for a mild leukopenia

and mild anemia with moderately increased inflammatory markers. Mycoplas-

ma and parvovirus IgG antibodies were elevated at 1.84 and 6.4, respectively.

Additional work up for infectious, rheumatologic, coagulopathic, and malig-

nancy related etiologies was unremarkable. A non-contrast computerized

tomography (CT) of the chest, abdomen and pelvis revealed no significant

pathology. Skin biopsy of the rash showed moderate perivascular infiltrate of

lymphocytes and histiocytes with nuclear dusts in the dermis consistent with

Kikuchi disease (KD). The patient was started on oral prednisone 40mg daily

as an inpatient and completed a 4 week taper as an outpatient with resolution of

his symptoms.

IMPACT: Having an index of suspicion for KD can facilitate faster time to

diagnosis and treatment, while mitigating the need for expensive work ups and

prolonged hospital stays.

DISCUSSION: KD is a rare, benign condition characterized by cervical

lymphadenopathy and fevers. Other clinical and laboratory findings include

rash, weight loss, arthritis, hepatosplenomegaly, anemia, leukopenia, and an

elevated ESR. While the cause is unknown, histologic changes suggest an

immune response of histiocytes and T cells to an infectious agent, with

underlying parvovirus or mycoplasma infection as possible predisposing fac-

tors in this case. KD is more common in women under 40 years of age, but the

disease also occurs in men. Currently, there is no established effective treat-

ment for KD. While symptoms self-resolve after 1-4 months in a majority of

patients, treatment with glucocorticoids and intravenous immunoglobulin

(IVIG) can hasten resolution. As a rare condition that shares clinical and

laboratory findings with lupus, sarcoidosis, vasculitis, and lymphoma, KD

often requires a work up utilizing multiple specialists, laboratory studies, and

imaging modalities that lead to prolonged hospitalizations. This case illustrates

the features of KD that make it a challenging and often expensive condition to

diagnose and highlights its place in the differential diagnosis for fevers and

LAD.

KIKUCHIDISEASE: RAREDISEASETAKINGVARIOUSCLINICAL

MANIFESTATION AND COMPLICATIONS Rikako Tabata1; Mitsuya

Katayama2. 1Kameda Medical Center, Chiba, Kamogawa, Japan; 2Kameda

Medical Center, Kamogawa-shi,Chiba, Japan. (Control ID #2944825)

LEARNING OBJECTIVE #1: Recognize aseptic meningitis and

hemophagocytic syndrome (HPS) as a complication of Kikuchi disease.

CASE: A previously healthy 33-year-old man presented to our clinic with

fever, headache and neck pain for the past 1 week. He found testicular pain and

swelling 2 weeks prior to admission (PTA) which resolved on its own. One

week PTA, fever (39.0 degree centigrade), headache and neck pain developed,

which did not improve with oral antibiotic therapy at an outside hospital. He

presented to our hospital for further evaluation. On physical examination, the

blood pressure was 108/66 mmHg, temperature 38.7oC, pulse 92 beats per

minute, respiratory rate 20 per minute, and pulse oximetry 98% in ambient air.

Jolt accentuation was positive otherwise general physical examination was

unremarkable. There was no parotid swelling nor cervical lymph adenopathy

initially. Laboratory studies were remarkable for a white blood cell count

4,000[mk1] /μl, hemoglobin 13.4g/dl, platelet count 162,000/μl, LDH 345

U/l and sodium132 mEq/L. Lumbar puncture was performed which showed

cell count of cerebrospinal fluid (CSF) was 11/μL with 91% of mononuclear

cells and CSF glucose 59mg/dl. We evaluated that the patient has aseptic

meningitis presumably from mumps virus and pain control was performed.

A computed tomography (CT) with contrast of neck was done and deep

cervical lymphadenopathy was noted. Viral serology showed past infection

pattern of mumps, cytomegalovirus, EB virus and negative for HIVantibodies.

Four days after admission, left cervical lymphadenopathy became prominent

and bicytopenia and increase of LDH were noted. HPS and lymphoma was

suspected. Bone marrow aspiration and fluorodeoxyglucose-positron emission

tomography (FDG-PET) scan were performed. Bone marrow aspiration

showed increased numbers of hemophagocytic histiocytes consistent with

HPS and FDG-PET scan showed high accumulation in the systemic lymph

nodes. Fourteen days after admission, the lymph node biopsy was performed
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which showed paracortical foci often with necrosis and a histiocytic cellular

infiltrate. A diagnosis of Kikuchi disease was made.

IMPACT: Kikuchi disease is usually benign, self-limiting disease and takes

various manifestations and complications including aseptic meningitis, parotid

enlargement and HPS. Obtaining the tissue is important for the prompt

diagnosis.

DISCUSSION: Kikuchi disease is usually characterized by self-limited symp-

toms like fever and cervical lymphadenopathy, however sometimes it is

accompanied by various complications such as aseptic meningitis,

hemophagocytic syndrome. In addition, those symptoms may appear

before fever and cervical lymphadenopathy and it makes the diagnosis

more difficult. Some patients tend to have symptoms and laboratory

finding suggest lymphoma including B-symptoms, and cytopenia, very

high serum ferritin and LDH levels. To differentiate lymphoma and

Kikuchi disease with HPS, performing bone marrow biopsy and lymph

node biopsy are essential.

KNOW THY SELFIE, KNOW THY DIAGNOSIS: A PICTURE PER-

FECT PRESENTATION OF HORNER SYNDROME Orysia Kozicky1;

Yuji Yamada1; Matthew Harrington2, 1. 1Mount Sinai Beth Israel, New York,

NY; 2Icahn School of Medicine at Mount Sinai, New York, NY. (Control ID

#2939838)

LEARNING OBJECTIVE #1: Recognize Horner Syndrome: ptosis, miosis,

and anhidrosis due to sympathetic denervation of the head, neck, and eye.

Localize the lesion causing Horner Syndrome by eliciting a thorough history

and physical exam.

CASE: A 46 year-old man with untreated hypertension presented to his

primary medical doctor (PMD) with right ptosis and miosis. He was in his

usual state of health until one month prior to presentation when he developed a

persistent right retrobulbar headache. He subsequently noted right eyelid droop

and periorbital swelling. Following an aerobic exercise session, he noticed

hyperemia and perspiration limited to the left half of his face; he took a self-

portrait using his phone's camera. In the PMD office, physical exam revealed

right eye ptosis and miosis and the patient's self-portrait confirmed anhidrosis,

consistent with Horner syndrome. Blood pressure was 211/176mmHg. Vital

signs, physical and neurologic exams were otherwise normal. The patient was

referred to the ED. MR Angiography (MRA) of the brain and neck revealed

right internal carotid artery (ICA) dissection without cerebral ischemia. Hy-

pertension was controlled with oral anti-hypertensives. Aspirin and high-

intensity statin were initiated. The patient was discharged homewith neurology

and vascular surgery follow-up appointments.

IMPACT: Horner Syndrome is an immediately identifiable manifestation of

pathology involving brainstem, cervicothoracic spinal cord, lung apex, or head

and neck vasculature. Careful scrutiny of the patient's history and physical

exam allows the clinician to localize the etiologic lesion and to obtain the

highest yield study of head, neck, or chest, thereby expediting diagnosis and

treatment.

DISCUSSION: The challenge Horner Syndrome poses to clinicians is not

simply to recognize the classic triad of ptosis, miosis, and anhidrosis, but also

to elucidate the underlying etiology of the syndrome. Vertigo, ataxia, ocular

symptoms, focal weakness, or sensory deficits would indicate central nervous

system pathology including stroke, brain tumor, or demyelinating disease.

Dyspnea, hemoptysis, or upper extremity pain is consistent with a

preganglionic lesion involving the mediastinum or lung apex. Our patient's

only associated symptom was headache; Horner Syndrome accompanied by

headache without other neurologic symptoms or exam findings suggests a

vascular lesion affecting the postganglionic sympathetic nerves. ICA dissec-

tion was confirmed by MRA, enabling rapid initiation of guideline-directed

medical management: antithrombotic treatment with either antiplatelet or

anticoagulant therapy and antihypertensive treatment with a goal BP <140/

90mmHg. When confronted with a case of Horner Syndrome, familiarity with

the neuro-vascular anatomy of the head and neck and symptomatology of

cervical sympathetic chain lesions enables clinicians to achieve swift diagnosis

and management of potentially life threatening pathology.

LACTIC ACIDOSIS AND PHEOCHROMOCYTOMA: A RARE PRE-

SENTATION OF AN UNCOMMON NEUROENDOCRINE TUMOR

Matthew L. Erlich. Yale New Haven Hospital, New Haven, CT. (Control ID

#2940919)

LEARNING OBJECTIVE #1: Recognize an unusual presentation of a rare

tumor

LEARNING OBJECTIVE #2: Recognize physiologic consequences of ex-

cess catecholamines

CASE: 33 yo F presented to the EDwith 1 week of nausea, fatigue andmyalgia

and an episode of hematemesis. PMH notable for chronic iron deficiency

anemia. Vitals were T 95.9, HR 93, BP 133/88, 100% on RA. Labs were

notable for Hg 4.9, lactate 12.3, pH 7.12, glucose 463. She became increas-

ingly lethargic and developed PEA arrest. She was resuscitated and admitted to

ICU. Early course was notable for multi-organ failure; TTE showed stress

cardiomyopathy; ARDS; coagulopathy consistent withDIC. She was managed

with vasopressor and inotrope support, mechanical ventilation, and empiric

antibiotics. CT showed a suprarenal mass, thought to be adrenal hemorrhage

related to DIC. She stabilized, was extubated, and demonstrated full neurologic

recovery. Subsequently, she developed a hypertensive crisis to 291/146 in

response to metoclopramide given for nausea. This response and suprarenal

mass raised concern for pheochromocytoma. Labs showed elevated serum and

urine metanephrines. I-123 MIBG radiotracer scan confirmed pheochromocy-

toma. She was started on alpha-blocker and referred to surgery for

adrenalectomy.

IMPACT: Lactic acidosis as a presenting feature of pheochromocytoma has

very limited case documentation. This case demonstrates this and other im-

portant physiologic consequences of excess catecholamines.

DISCUSSION: She presented with severe lactic acidosis despite normal BP.

Excess catecholamines are thought to yield increased lactate through two

mechanisms: peripheral vasoconstriction leading to tissue hypoxia despite

normal BP, and stimulating glycolysis, upregulation of pyruvate, and insulin

suppression. The latter is supported by the patient's initial non-ketotic hyper-

glycemia. A majority of pheochromocytomas secrete predominantly norepi-

nephrine. It appears the subset associated with higher levels of epinephrine

secretion are more likely to trigger lactic acidosis. A post-arrest TTE showed

Takotsubo cardiomyopathy, which has been previously described as a conse-

quence of catecholamine release in the setting of a pheochromocytoma.

Hematemesis and constitutional symptoms noted on presentation may be

attributable to sympathetic overactivity causing depressed peristalsis and mu-

cosal ischemia from splanchnic vasoconstriction. She later reported a pro-

drome of 2 years of episodic headache nausea and fatigue likely due to
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paroxysmal catecholamine release. The classic triad of headache, diaphoresis

and palpitation are just a few of the diverse symptomology that can be

produced in pheochromocytoma. Severe acidemia leading to arrest and hemo-

dynamic collapse is rare, yet is well explained by the pathophysiology of this

tumor and should be considered in the differential of idiopathic Type B Lactic

Acidosis. Despite its rarity, pheochromocytoma may also be considered in

patients experiencing long-term intermittent and idiopathic constitutional

symptoms.

LACTOBACILLUS PROSTATITIS AND OSTEOMYELITIS Bradley J.

Steffen1; Brandon Combs2. 1University of Colorado Denver, Denver, CO;
2University of Colorado, Denver, CO. (Control ID #2945234)

LEARNING OBJECTIVE #1: Identify clinical scenarios where Lactobacil-

lus species can become pathogenic.

LEARNING OBJECTIVE #2: Utilize likely susceptibility patterns of Lac-

tobacillus species to select an empiric antibiotic regimen.

CASE: A 75-year-old man with locally recurrent prostate cancer, intermittent

bladder outlet obstruction requiring chronic catheterization, and recurrent

urinary tract infections from Enterococcus and Pseudomonas was admitted

from the ED with two weeks of suprapubic and right groin pain. Pain was

worse with ambulation. He denied fevers, chills, or sweats. He completed a 6-

week course of PO ciprofloxacin for chronic prostatitis two weeks before

admission. During that time, he took over-the-counter probiotics for C. difficile

prevention. Contrasted CT of the pelvis showed an irregular, peripherally

enhancing fluid collection within the prostate consistent with abscess. Subse-

quent MRI showed moderate marrow edema and enhancement at the pubic

symphysis with extension along the superior pubic rami concerning for oste-

omyelitis. Two separate urine cultures grew >100,000 CFU/mL Lactobacillus

species. He received 24 hours of empiric vancomycin and piperacillin-

tazobactam prior to prostatic and bone biopsy. Prostatic biopsy grew rare

Lactobacillus species, but bone biopsy had no growth. Based on susceptibility

data, he was transitioned to IV penicillin for six weeks.

IMPACT: Frequently, Lactobacillus is considered as normal flora or a con-

taminant when isolated in culture, but this case demonstrates the potential

pathogenic nature of Lactobacillus species. Furthermore, it shows that Lacto-

bacillus species have varied antibiotic susceptibility and may be resistant to

empiric, broad-spectrum antibiotics, which frequently include vancomycin and

a cephalosporin with pseudomonal activity.

DISCUSSION: Lactobacillus species are microaerophilic, gram-positive rods

that frequently colonize the oropharynx, GI tract, and GU tract. They

are commonly found in fermented foods like yogurt and over-the-

counter probiotics. Lactobacillus is rarely pathogenic in healthy hosts,

but prior cases of urinary tract infection (including pyelonephritis),

endocarditis, meningitis, chorioamnionitis, endometritis, and bacter-

emia are reported in the literature. Predisposing conditions include

malignancy, immunosuppression, prior antibiotic therapy, and invasive

procedures to the abdomen or respiratory tract. Clinical laboratories

infrequently speciate Lactobacillus and there is no established antibi-

otic susceptibility testing. Susceptibility is largely species-dependent,

but vancomycin resistance is frequently reported with variable resis-

tance to cephalosporins and fluoroquinolones. In a review of 85 cases

of Lactobacillus bacteremia, all isolates showed a low MIC for

piperacillin-tazobactam, imipenem, erythromycin, and clindamycin.

LEGIONELLA MYOCARDITIS PRESENTING AS MULTIORGAN

FAILUREDUETOCARDIOGENIC SHOCK INABSENCEOFPNEU-

MONIAMuhammadMalik; NooraldinMerza; Manish Patel; Thien Vo. Texas

Tech Univ HSC Amarillo, Amarillo, TX. (Control ID #2940963)

LEARNING OBJECTIVE #1: Evaluate for legionella infection in unex-

plained, new-onset, nonischemic cardiomyopathy

LEARNING OBJECTIVE #2: Treat suspected cases of Legionella myocar-

ditis with long term antibiotics

CASE: 59-year-old man was admitted for evaluation of acute liver and kidney

injury. He had history of paroxysmal atrial fibrillation and left ventricle ejection

fraction (EF) was 40%. He complained of nausea, vomiting and constipation

for 2 weeks. Examination showed no pedal edema, ascites or signs of chronic

liver disease. Cardiac markers were elevated. Rhythm was atrial fibrillation on

EKG. CT chest showed right basilar opacification with superimposed atelec-

tasis and pleural effusion. Ultrasound abdomen showed patent vasculature.

Acute viral, infectious, toxic, and autoimmune workup for acute liver injury

was negative. Transthoracic echo (TTE) showed EF < 20% with global

hypokinesia. Pharmacological stress test was negative for both old infarction

and stress induced ischemia. HIV testing and titers for Coxsackie A and B

viruses were negative. Urinary Legionella antigen came back positive. Sputum

cultures for Legionella could not be sent as patient was not producing phlegm.

Patient was admitted to the ICU for cardiogenic shock leading to multiorgan

failure. He was managed conservatively until his liver and renal function

recovered spontaneously. He was discharged with 21 days of Ciprofloxacin

plus medical management of his heart failure along with Wearable

Cardioverter Defibrillator (WCD). After 4 weeks of anticoagulation, he was

cardioverted back to NSR again and TransEsophageal Echo (TEE) showed EF

of 40-45%.

IMPACT: This is the second case of Legionella myocarditis in an adult in the

absence of pneumonia.

DISCUSSION: Legionella myocarditis usually occurs with pneumonia in

adults. There are only 7 case reports of Legionella myocarditis in English

literature, out of which only 1 had myocarditis in absence of pneumonia.

Only 1 case has been diagnosed with tissue biopsy. Our case is the

second one of Legionella myocarditis presenting with nonspecific symp-

toms in the absence of pneumonia. Diagnosis was made by urinary

antigen test. Treatment was with 21 days of Ciprofloxacin. Outcome

was good, with restoration of previous EF on repeat echo. It must be

recognized that legionella is known to cause cardiac involvement such as

pericarditis, myocarditis or endocarditis. Endomyocardial biopsy may be

considered gold standard for diagnosing Legionella myocarditis but we

propose that it is reasonable to make this diagnosis with negative ischemic

workup and no clear etiology of nonischemic cardiomyopathy with a

positive urinary antigen test.

LEGIONELLA PNEUMONIA COMPLICATED BY ACUTE RENAL

FAILURE AND RHABDOMYOLYSIS IN AN HIV-POSITIVE PA-

TIENT: AN OPPORTUNISTIC INFECTION? Amanda Dowden1; Caro-

line Motschwiller1; Michael Janjigian2. 1NYU Langone Medical Center, New

York, NY; 2NYU School of Medicine, New York, NY. (Control ID #2938130)

LEARNING OBJECTIVE #1: Recognize the complications of Legionella

Pneumonia
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CASE: A 40 yo woman with well-controlled HIV (last CD4 in the 700's uL

with, an undetectable viral load) and CKD ( Cr of 1.5 mg/dL) presented with

fevers, productive cough, and diarrhea for 10 days. On presentation, she was

febrile to 102.9F, tachycardic to 104 bpm, and hypoxic to SpO2 of 90-92%.

Physical examwas notable for decreased breath sounds in the right lower lobe.

Initial studies revealed a sodium of 125 mEq/L, AST/ALT elevation to 1200

IU/L/400s IU/L, BUN/Creatinine of 81md/dL/8.6 mg/dL, and positive Urine

Legionella. Her creatinine continued to uptrend, with a creatinine phosphoki-

nase (CPK) of 8580 U/L on HOD3. She was treated with IV hydration and

urine alkalization. Urgent dialysis and kidney biopsy were considered, how-

ever, patient's creatinine stabilized. Patient completed a 14 day course of

Azithromycin, with improvement in her AKI, with her creatine downtrending

to 3.7 mg/dL and her CPK to 372 U/L.

IMPACT: The wide ranging consequences of Legionnaires' Disease (LD) on

the lungs, liver, and kidneys is well documented. However, the prevalence and

severity of the broad spectrum of LD in HIV patients has not been thoroughly

investigated. Our patient was infected with HIV. We believe that this fact

contributed to the severe clinical course, characterized by rhabdomyolysis

and acute renal failure.

DISCUSSION: This is a case of LD in an HIV+ patient characterized by

pneumonia, hyponatremia, transaminitis, and acute reversible renal failure

from non-traumatic rhabdomyolysis. LD is a bacterial pneumonia, with

multi-organ complications. ARF, specifically rhabdomyolysis is an infrequent-

ly recognized complication of LD; which is associated with increased mortal-

ity. Risk factors for LD include chronic lung disease, cigarette smoking, and

immunosuppression. HIV-infected individuals are at an increased risk for

pulmonary infections. Legionella pneumonia is estimated to be responsible

for 20% of all adult HIV-associated pneumonias as compared to 15% in the

general population. HIV-infected patients present with a more severe clinical

presentation compared to HIV- negative individuals. One retrospective study,

compares the clinical features and outcome of LD between 64 HIV-negative

and 15 HIV-positive patients (mean CD4 count 340 uL). In the HIV patient

group, there were higher reports of laboratory abnormalities (CPK,

hyponatremia, LFTs), bilateral lung involvement on imaging, and an increase

in respiratory failure and mortality. One proposed theory includes a blunted

TH1 response in the setting of HIV infection. Legionella pneumophila is a

facultative intracellular pathogen, which replicates inside macrophages. Cell

mediated immunity or TH1-CD4 helper cells are essential in clearing the

infection from the body. TH1 - CD4 helper cells are the primary source of

interferon alpha, which helps decrease cellular nutrients, including iron, lead-

ing to apoptosis and cellular lysis, ultimately preventing Legionella from

thriving.

LEGIONELLA PNEUMOPHILA ENCEPHALITIS - UNUSUAL PRE-

SENTATIONANDA POTENTIALDIAGNOSTIC PITFALL Preeti Sha-

shi1; Hashim Abbas2; Dharmesh Gopalakrishnan2. 1Cleveland Clinic Founda-

tion, Cleveland, OH; 2Cleveland Clinic, Cleveland, OH. (Control ID

#2945610)

LEARNING OBJECTIVE #1: Recognize that urine antigen test for

Legionella pneumophila detects only serotype 1.

LEARNING OBJECTIVE #2: Identify Legionella encephalitis as a

cause of reversible lesion of the splenium of corpus callosum (SCC)

on MRI brain.

CASE:A 51-year-old male was found unresponsive at home following 3 days

of recurrent vomiting, poor oral intake, lethargy, and anuria. No preceding

fevers, cough, dysuria, headache or seizures. Intubated and sedated for airway

protection; physical exam otherwise unrevealing. Labs showed leukocyto-

sis (25 k/ul) and acute kidney injury (BUN- 114mg/dl, creatinine-7.75mg/

dl). Urine microscopy demonstrated muddy brown casts. Chest x-ray

showed no infiltrates. Infectious workup was negative for HSV, HIV,

Syphilis, Hepatitis B, West Nile virus and Cryptococcus. Urine antigen

test was negative for L. pneumophila. Sputum and blood cultures were

negative. CSF analysis, including HSV PCR, was unremarkable. Echocar-

diogram showed no vegetation. Brain MRI with contrast revealed T2/

FLAIR prolongation with mild mass effect in SCC. EEG showed gener-

alized slowing with no epileptiform discharges, consistent with diffuse

encephalopathy. Encephalopathy was initially attributed to uremia, but

despite 2 days of hemodialysis mental status did not improve. Due to

persistent leukocytosis, he was treated empirically with vancomycin and

meropenem for 10 days. Subsequently, L. pneumophila IgM titer (for

serotypes 1-6) returned positive, which, together with the SCC lesion,

was consistent with a diagnosis of Legionella encephalitis. However, his

mental status had improved on empiric antibiotics and he was already

extubated. Repeat brain MRI done 6 days after the initial study showed

complete resolution of SCC lesion. Residual dysarthria gradually resolved.

Subsequent Legionella IgM titer was negative. He was discharged home

after a 15-day stay. On follow-up, he had no residual deficits, and

creatinine had normalized.

IMPACT: This case illustrates a rare presentation of L. pneumophila infection

with isolated encephalitis, with reversible SCC lesion on brain MRI. Also, a

negative urine Legionella antigen test does not rule-out non-serotype-1

infection.

DISCUSSION: Though L. pneumophila infection is often associated with

dysarthria, ataxia, and confusion, brain imaging is typically normal. Many

cases have been reported with reversible SCC lesion in patients with

Legionella pneumonia.We report a unique case of L. pneumophila encephalitis

with reversible SCC lesion on MRI but without associated pneumonia. MRI

brain and Legionella IgM levels were crucial to the diagnosis since urine

antigen test, which detects only serotype 1, was negative in our patient. Though

quinolones and macrolides are agents of choice, he responded well to empiric

meropenem which has been shown to have good in vitro activity against

L. pneumophila. His symptoms and brain lesions completely resolved, sug-

gesting that this condition is fully reversible if treated early.

LETMECLEARMYTHROAT;ANUNUSUALCAUSEOFSYNCOPE

Kathryn M. Humes1; SaraWikstrom2. 1George Washington University, Wash-

ington, DC; 2George Washington University, Potomac, MD. (Control ID

#2947306)

LEARNING OBJECTIVE #1: Describe the pathophysiology of cough-

variant syncope and the first-line treatment strategy.

LEARNINGOBJECTIVE #2:Recognizemidodrine as a possible adjunctive

treatment for cough-variant syncope.

CASE:A 43 year old man with stage III esophageal cancer, being treated with

chemotherapy and radiation, presented with seven to ten syncopal episodes per

day. During each episode, he described a burning pain on the right side of his

neck which caused him to cough very forcefully until he lost consciousness for
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ten seconds. His vital signs were normal except for hypoxia to 85-88% during

episodes. Physical exam was remarkable only for bilateral periorbital

ecchymosies, scleral hemorrhage, and crusting skin irritation over his chest

and neck. A baseline EKG revealed old T-wave inversions in leads III, aVF,

and V2, and a CT of the chest had findings consistent with his known

malignancy, but it was unchanged from initial staging CT. A 24-hour electro-

encephalogram revealed background slowing during coughing spells followed

by bradycardia and loss of muscle tone. He was diagnosed with cough-variant

syncope, and he was started on cough suppressant medication. This initial

treatment was unsuccessful in preventing syncope, and he was started on

midodrine therapy with the goal of maintaining blood pressure greater than

140/90 mmHg. Therapy was successful in preventing further episodes of

syncope in this patient and he returned home to be re-evaluated for treatment

of his malignancy.

IMPACT: Patients with esophageal cancer live longer with current treatments;

physicians should prepare to treat the potential symptoms that may arise in

these patients, typically commonly pain and dysphagia. Chronic cough is often

a presenting symptom of esophageal cancer, and is even more common during

treatment, as tumors undergo necrosis. When coughing is severe, it may cause

syncope through significant increases in intrathoracic pressure, leading to

decreased cardiac output, cerebral hypoperfusion, and resulting syncope.

DISCUSSION: Cough-variant syncope is rare, but carries a high degree of

morbidity. Treatment has historically focused on decreasing the urge to cough

throughthe use of cough suppressants and, sometimes, anti-epileptic medica-

tions. However, when those medications are unsuccessful, midodrine therapy

(or, acutely, vasopressor therapy in an intensive care unit) can prevent danger-

ous drops in cardiac output that may lead to syncope. Midodrine therapy is a

novel approach in patients with cough-variant syncope and should be seen as a

potential adjunctive treatment when standard therapy is unsuccessful at ade-

quately reducing syncopal episodes or when chronic cough is expected to

continue or worsen.

LIFEAFTERLOPERAMIDE: RECOVERY FROMADDICTIONAND

RESOLUTION OF CARDIOTOXICITY Paul Eigenberger1; Vishnu

Kulasekaran2. 1University of Colorado, Denver, CO; 2Denver Health, Denver,

CO. (Control ID #2928647)

LEARNING OBJECTIVE #1: Recognize high dose loperamide as an over

the counter source of opioid use disorder

LEARNING OBJECTIVE #2: Assess patients with suspected high dose

loperamide use for related cardiotoxicity

CASE: A thirty-two-year-old male presents to clinic for Suboxone evaluation.

The patient describes opioid use beginning in 2008, when he prescribed

oxycodone for post-operative pain control after removal of chondrosarcoma.

Over time, post-op recreational use of oxycodone and Percocet escalated to

high doses of MS-Contin. While enrolled in a rehabilitation program, the

patient learned from housemates that loperamide at high doses can be used

to prevent withdrawals and achieve a euphoric high. The patient reports

loperamide reaching 360mg of loperamide tablets every other day for several

years. The patient initially experienced acute constipation with return to normal

bowel function within weeks of first use. The patient states the commercial

availability and very low cost of loperamide fueled his decision to use

loperamide over other opioids. On intake, the patient denies current use of

other opiates and denies having ever used heroin. An ECG showed a sinus

rhythm, right axis deviation, interventricular conduction delay and first degree

AV block. One week from initial presentation the patient completed a

Suboxone induction in clinic and did well on Suboxone 8/2mg SL films BID

at home. The patient abstained from loperamide use and reported no other

relapses in the interval period. Three weeks from loperamide cessation a repeat

ECG showed sinus rhythm, borderline right axis deviation, normal QRS and

QTc intervals and normal AV conduction. An ECG at four months post-

cessation was unchanged.

IMPACT: ECG abnormalities associated with supratheraptuic loperamide

exposure were found to resolve within three weeks of loperamide cessation

and recurrence at four months. These findings imply that cardiac conduction

abnormalities related to loperamide exposure may be reversible with cessation

from the offending agent.

DISCUSSION: There has been a 91% increase in reported cases of loperamide

misuse from 2010-2015 to the National Poison Data System. During this time

frame there were eight deaths associated with single agent Loperamide expo-

sure. The mechanism of loperamide toxicity at supratheraputic doses is poorly

understood but is thought to be related to observed effects on cardiac conduc-

tion including QRS and QTc prolongation. The case presented further charac-

terizes the cardiotoxic profile of loperamide and provides new information

regarding the resolution of conduction abnormalities in as little as three weeks

after the discontinuation of use. For this patient, treatment with Suboxone for

underlying opioid use disorder has been an effective therapy to achieve

cessation from loperamide use.

LOOKING BLUE: A CASE OF ACQUIRED METHEMOGLOBINE-

MIAViona Zhang1; Jennifer D. Merrill2. 1Ohio State University, Cincinnati,

OH; 2The Ohio State University Wexner Medical Center, Columbus, OH.

(Control ID #2942612)

LEARNING OBJECTIVE #1: Recognize conditions in which acquired

methemoglobinemia should be suspected.

LEARNING OBJECTIVE #2: Describe diagnosis and treatment of acquired

methemoglobinemia.

CASE: A 70 y.o. male presented with flu-like symptoms and malaise. History

was significant for renal transplant and sulfa allergy. Exam was notable for

tachycardia, a new 6 liter oxygen requirement with SpO2 89%, and pallor.

Home medications included sirolimus, cyclosporine, and prophylactic dap-

sone. Labs showed a mild leukocytosis, acute on chronic anemia, and AKI on

CKD. Empiric antibiotics were started due to concern for pneumonia. Due to

persistent hypoxia, arterial blood gas was obtained with normal results, except

a dark venous appearance suspicious for methemoglobinemia. Co-oximetry

revealed low oxygenated hemoglobin (74.1%) and elevated methemoglobin

(22.7%), likely secondary to dapsone. In collaboration with poison control, he

received two doses of 1 mg/kg IV methylene blue which improved his

methemoglobin level to 2.9%. Dapsone was changed to atovaquone prior to

discharge.

IMPACT:Medication adverse effects commonly encountered in internal med-

icine. An internist must consider the relationship between medications and

atypical symptoms or treatment failure for common diagnoses. Methemoglo-

binemia should be suspected if there is cyanosis or refractory hypoxia in the

setting of an oxidative agent.

DISCUSSION: Methemoglobinemia may be congenital or acquired from

ingestion of specific agents. Methemoglobin is an altered state of hemoglobin
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where iron is oxidized and unable to reversibly bind oxygen to deliver oxygen

to tissues. Normally, oxidized methemoglobin is reduced by cytochrome b5

reductase. The most common causes of acquired methemoglobinemia are

dapsone and topical anesthetics (i.e. lidocaine, benzocaine), which may be

found added to illicit drugs. Additional agents include nitrates, anilines, sol-

vents, dyes, pesticides, and antifreeze. Signs of acquired methemoglobinemia

include pale, gray, or blue skin, tachycardia, fatigue, dyspnea, headache, and

classically a "chocolate brown blood" appearance. Levels >30% can cause life

threatening tissue ischemia. Arterial blood gas results may be deceptively

normal. Methemoglobinemia should be considered in cyanosis with normal

arterial pO2. Routine pulse oximetry is often inaccurate; high methemoglobin

causes the SpO2 to read ~85%, regardless of true hemoglobin oxygen satura-

tion. To confirm methemoglobinemia, co-oximetry measures oxygenated and

deoxygenated hemoglobin, carboxyhemoglobin, and methemoglobin as

a percentage of total hemoglobin. Treatment of acquired methemoglo-

binemia involves administration of electron acceptors, such as methy-

lene blue. Methylene blue can rapidly reduce methemoglobin within

60 minutes, however G6PD deficiency should be excluded due to risk

of acute hemolysis. Ascorbic acid also has reducing potential, however

may take multiple doses and longer time. Blood or exchange transfu-

sion may also be considered.

LOOSING BLOOD VESSEL WHILE TREATING BLOOD PRES-

SURE! Sreelakshmi Panginikkod1; Venu Pararath Gopalakrishnan1; Harvey

J. Friedman1; Niyati M. Gupta2. 1Presence Saint Francis Hospital, Evanston,

IL; 2Cleveland Clinic Foundation, Cleveland, OH. (Control ID #2937261)

LEARNING OBJECTIVE #1: To recognize hydralazine as a cause of

pulmonary renal syndrome

LEARNING OBJECTIVE #2: To recognise the clinical presentation and

management of hydralazine induced vasculitis.

CASE: 74-year-old African-American woman presented to our Emergency

Department with hemoptysis and severe respiratory distress. Two weeks prior

to presentation, she was admitted with persistent cough and blood streaked

sputum of 1-month duration and was treated with antibiotics for a presumptive

diagnosis of pneumonia after a negative bronchoscopy and bronchoalveolar

lavage(BAL). Her medical history included hypertension managed with hy-

dralazine at stable doses for several years. Examination was significant for

pallor, labored breathing and coarse crackles on bilateral lung fields. She was

stabilized on high flow oxygen and following lab tests revealed moderate

anemia (Hb-6.7gm/dl). Serology demonstrated a positive p-ANCAwith high

MPO(Myeloperoxidase) titers (1:80) and a negative ANA, Anti-ds DNA, anti-

histone antibody, Proteinase-3 and anti-glomerular basement membrane anti-

body. Computed Tomography scan of the chest without contrast revealed

bilateral airspace opacities. A repeat bronchoscopy with BAL was performed

which revealed grossly bloody mucosal secretions that failed to clear despite

instillation and aspiration of sterile saline solution, confirming diffuse alveolar

hemorrhage (DAH). A diagnosis of drug induced vasculitis (DIV) was con-

sidered, and hydralazine was discontinued. Because of her increased oxygen

requirements, steroid pulse was started to halt worsening of hypoxia. While her

respiratory status improved, her creatinine worsened, and urinalysis showed

hematuria and proteinuria. A kidney biopsy was recommended for evaluation

of glomerulonephritis, but the patient declined. Subsequently, she was started

on plasmapheresis and immunosuppressive therapy with rituximab. Her

respiratory status and creatinine level improved after 3 weeks and eventually

got discharged to a rehabilitation facility.

IMPACT:Drug induced vasculitis is a diagnostic challenge because there is no

unique clinical, laboratory or pathological diagnostic marker. A careful drug

history and high index of suspicion is critical in making the correct

diagnosis.DIV should be considered in patients on hydralazine presenting with

pulmonary renal syndrome and prompt discontinuation of the drug is essential

to avoid long term sequelae.

DISCUSSION:Hydralazine is a widely used antihypertensive, known to cause

drug-induced lupus erythematosus but has rarely been reported to cause

vasculitis.Compared with primary vasculitis, DIV usually has a higher titer

of anti MPO antibodies and the levels will dramatically decrease after cessation

of the drug.The positive p-ANCA and MPO with high titers, a long history of

hydralazine use, and absence of any evidence of primary vasculitis along with

clinical and serological improvement after discontinuation of hydralazine and

initiation of immunosuppressive therapy confirmed the diagnosis in our pa-

tient.

LUPUS ANTICOAGULANT IN AN OLDER ADULT WITH IDIO-

PATHIC PULMONARY ARTERIAL HYPERTENSION Emily Tixier1;

Rebecca Ellis1; Mackenzie Naert1; Joseph Truglio2. 1Icahn School ofMedicine

at Mount Sinai, New York, NY; 2Icahn School of Medicine at Mount Sinai,

Maplewood, NJ. (Control ID #2942759)

LEARNING OBJECTIVE #1: Describe workup for elevated PTT and dis-

cuss the implications of positive lupus anticoagulant

LEARNING OBJECTIVE #2: Recognize the association and potential

causality between lupus anticoagulant and idiopathic pulmonary

hypertension

CASE: MFO is an 84-year-old cisgender woman with past medical history

significant for Chronic Obstructive Pulmonary Disease, hypertension, hyper-

lipidemia, type 2 diabetes, heart failure with preserved ejection fraction, a 20-

pack-year history of cigarette smoking, and idiopathic pulmonary arterial

hypertension presenting with two months of recurrent nosebleeds. The patient

sleeps with 2L of oxygen via nasal cannula with saline humidifier and

uses fluticasone three times daily for nasal congestion. She is not on

antiplatelet or anticoagulant medications. She denies personal or fam-

ily history of bleeding or clotting disorders, easy bruising, or anemia.

She experienced no complications or excessive perioperative bleeding

during previous cholecystectomy, pregnancy, or vaginal delivery. Her

pulmonary hypertension was diagnosed via echo 4 years prior, and

subsequent cardiac catheterization showed a mean pulmonary arterial

pressure of 43 mmHg. Her pulmonary hypertension is currently man-

aged with sildenafil and bosentan. Physical exam demonstrated intra-

nasal dried blood without visible vessel or abrasion. No ecchymosis or

petechiae were appreciated. The patient was referred to ENT, where

she was found to have an elevated PTT of 42.6 seconds. A subsequent

aPTT mixing study suggested the presence of a lupus anticoagulant

based on correction of prolonged aPTT with a lupus anticoagulant

insensitive reagent.

IMPACT: While elevated aPTT was likely an incidental finding, unrelated to

MFO's epistaxis, the presence of a lupus anticoagulant may shed light onto the

etiology of her idiopathic pulmonary hypertension. An elevated PTT can

indicate the presence of antiphospholipid antibodies. It is important to conduct
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a thorough workup for these factors, which have known associations with

recurrent thrombosis and pulmonary hypertension.

DISCUSSION: The prevalence of lupus anticoagulant in a healthy

population is estimated at about 3% (Shi et al., 1990). As with

MFO, it is often found during a work-up of incidentally-discovered

elevated PTT. A reported 24-33% of patients with antiphospholipid

antibodies are predisposed to vascular thrombosis (Gastineau et al.,

1985). Recent studies demonstrated a potentially causal relationship

between lupus anticoagulant and idiopathic pulmonary hypertension

(Parthvi et al, 2017). The pathophysiology remains unclear, but some

hypothesize it may develop due to thrombosis, chronic thromboembo-

lism, and associated endothelial remodeling (Zuily et al., 2015). Early

identification of antiphospholipid antibodies can allow physicians to

appropriately screen and treat before irreversible pulmonary vascular

pathology occurs.

LUPUS PRESENTING AS ABDOMINAL PAIN: MORE THAN A GUT

FEELING Ileannette M. Robledo; Jose C. Barrientos; Wan L. Lam; harry

fischer. Mount Sinai Beth Israel, New York, NY. (Control ID #2945385)

LEARNINGOBJECTIVE #1: Recognize clinical fetaures of Lupus Enteritis

in patients with a prior diagnosis of autoimmune disorder.

CASE: We describe a case of a 28-year-old Asian woman with history of

connective tissue disorder presenting with recurrent admissions for localized

postprandial abdominal pain, watery diarrhea, and bilious emesis. Labs includ-

ed: BUN 16mg/dL, Cr 0.65mg/dL, WBC 9.5 K/uL, AST/ALT of 15/15 U/L,

lactic acid of 0.7 mmol/L, and hCG negative. Stool culture, ova and parasites,

and Clostridium difficile toxin, were negative. Physical exam at each admis-

sion revealed a woman with dry mucus membranes, and bilateral lower

abdominal tenderness. Prior workup included colonoscopy with biopsy that

were negative for inflammatory bowel disease, as well as an abdominal CT

scan which was consistent with acute enterocolitis. On a prior admission, the

patient was treated with ciprofloxacin and metronidazole with no relief of

symptoms until intravenousmethylprednisolone, 20mg every eight hours, was

initiated. The patient had complete resolution of symptoms, but returned to the

hospital shortly after due to recurrence. Repeat CT scan showed worsening

enteritis, ascites and diffuse circumferential bowel wall thickening in the small

intestine. Once an infectious etiology was ruled out, rheumatologic workup

was initiated. C-reactive protein was 3.42 mg/L, antinuclear antibody (ANA)

was 1:320, and complement C3 and C4 were low at 33 and 5 mg/dL,

respectively. The patient was diagnosed with lupus enteritis (LE), and was

treated with intravenous methylprednisolone. She was discharged on oral

prednisone, with no further hospitalizations since.

IMPACT: Our case highlights a patient with LE without a preexisting diag-

nosis of SLE. LE should be considered in patients with a prior diagnosis of

autoimmune disorder who present with recurrent and intractable abdominal

pain, diarrhea and emesis. LE has an excellent response to steroids, and, if

promptly treated, symptoms, laboratory and imaging abnormalities are

reversible.

DISCUSSION: This case demonstrates how LE can be the prominent presen-

tation of systemic lupus erythematosus (SLE). To promptly diagnose and treat

LE can be challenging due to its acute presentation in a healthy young patient.

However, prompt diagnosis can make a difference in outcome. Literature

review reveals that the clinical symptoms most commonly seen in LE include

abdominal pain (97%), vomiting, diarrhea and fever. Laboratory features

include low complement levels (88%), anemia, leukocytopenia or

lymphocytopenia and thrombocytopenia. Median CRP level was 2.0 mg/dL.

Imaging findings include bowel wall edema with characteristic target sign,

ascites, hydronephrosis, mesenteric abnormalities and bowel dilation. If left

untreated, LE can progress into intestinal necrosis and perforation.

LYME CARDITIS: NOT FOR THE FAINT OF HEART Nina Nguyen;

Manuel Santos Carrasquillo; Isabel Guerrido Martinez; Shamit Patel. Mount

Sinai Beth Israel, New York, NY. (Control ID #2945251)

LEARNING OBJECTIVE #1: Diagnose Lyme carditis

LEARNINGOBJECTIVE #2: Recognize the indications for telemetry mon-

itoring in patients with Lyme carditis

CASE: The patient is a 58-year old man from Cape Cod with no medical

history who presented with 1 month of fatigue. Associated symptoms were

weakness, myalgia, and intermittent fevers with night sweats for 3 weeks. The

patient also had a rash on his face about 2 weeks prior but could not describe

the appearance. He also endorsed shortness of breath and palpitations for 1

week. The patient went to urgent care and was found to be bradycardic, so he

was sent to the emergency department for further evaluation. Physical exam

showed bradycardia at 35 bpm, regular rhythm, normal S1 and S2, no S3 or S4,

and no murmurs or rubs. Labs showed a sodium 134 mmol/L and hemoglobin

13.1 g/dL. Troponin-I was negative. Electrocardiogram (EKG) showed sinus

bradycardia with 2nd degree AV blockMobitz Type I. The patient was admitted

to the cardiac intensive care unit for further monitoring and was started

empirically on intravenous (IV) ceftriaxone for Lyme carditis. Echocardiogram

showed normal left ventricular systolic and diastolic function, mild aortic,

mitral, and tricuspid regurgitation. The patient was negative for HIV, hepatitis,

erlichiosis and babesia antibodies, however borrelia burgdorferi IgG and IgM

were positive with 8 and 3 bands respectively confirming Lyme disease. The

patient continued treatment with IV ceftriaxone and was eventually transferred

to general telemetry monitoring. Serial EKGs showed regression from 2nd

degree AV block to 1st degree AV block with a PR interval of 306 ms on day

7 of antibiotic therapy. The patient was discharged home to complete antibiotic

therapy outpatient.

IMPACT:We present a case of Lyme carditis. Lyme carditis is a rare entity and

more recent data estimates an incidence of about 1% of patients with Lyme

disease. Given its rarity, physicians should be able to diagnose and treat lyme

carditis, as missing the diagnosis could result in severe rhythm abnormalities

leading to death.

DISCUSSION: Lyme disease is the most common tick-borne illness in the

United States. It is caused by a spirochete, Borrelia burgdorferi, transmitted by

the Ixodes tick. Early manifestations are characterized by a distinctive skin

lesion, known as erythema migrans. Cardiac or neurologic manifestations

generally indicate disseminated disease. Late Lyme disease is characterized

by arthritis and arthralgias. Typically, lyme carditis manifests as various

degrees of AV block, but cases of myocarditis, pericarditis, and dilated cardio-

myopathy can also be seen. AV block can fluctuate and progress quickly from a

prolonged PR interval to complete heart block. IDSA guidelines recommend

hospitalization and telemetry monitoring for patients with 2nd or 3rd degree

block and for PR intervals >300ms. Parenteral antibiotic therapy is recom-

mended with ceftriaxone, and in some severe cases temporary pacing may be

required and indications are similar as with other cases of heart block.
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LYME ENDOPHTHALMITIS: THE DARK SIDE OF LYME Jose C.

Barrientos; Krystle Hernandez; Ileannette M. Robledo. Mount Sinai Beth

Israel, New York, NY. (Control ID #2945475)

LEARNING OBJECTIVE #1: Utilize history-taking skills to recognize the

clinical features of Lyme Endophthalmitis

CASE: A 20 year-old IVDU female presented with 3 days of left eye pain and

redness to an urgent ophthalmology visit. She was found to have left eye retinal

whitening superior to the macula to which vitreous tap was performed. Patient

started on empiric treatment with injection of vancomycin, ceftriaxone, and

voriconazole. Vitreous fluid Periodic Acid-Schiff (PAS) and gram stain were

negative and patient was admitted to the hospital for endogenous endophthal-

mitis work-up. The patient's social history is significant for living in a wooded

area in upstate NewYork, IV-drug use and unprotected sexual intercourse with

a new partner. Physical examination revealed a diffusely erythematous left eye.

Empiric antibiotic with Bactrim was started to cover for Toxoplasmosis since

patient had cat exposure. Initial labs including CMP, CBCwith differential and

lactic acid were within normal limits. Blood cultures, HIV, RPR, Burgdorferi

IgG, CMV IgG/IgM, CMV/HSV PCR were negative. However, Burgdorferi

IgM was 3/3 bands positive and patient was diagnosed with lyme endophthal-

mitis. Ophthalmology and Infectious Disease consult teams recommended

ceftriaxone for 2 weeks and outpatient follow up with both specialists. Unfor-

tunately, 4 weeks after admission patient lost vision of the left eye.

IMPACT: Our patient presented with uniocular uveitis due to lyme disease

which progressed to endophthalmitis and ultimate destruction of her vision.

Ocular Lyme remains an underdiagnosed disorder because of difficulties in

serodiagnosis and because clinical ocular features can be nonspecific and

vague. Often in healthy young patients, these symptoms can be attributed to

more common conjunctivitis or uveitis and the diagnosis of lyme disease can

be delayed and detrimental to the patient.

DISCUSSION: This is a case of a 20 year-old woman who developed

unilateral endophthalmitis leading to blindness during the course of this

disease. Endophthalmitis should be high in the differential diagnosis because

it can lead to not only visual loss, but also increased risk of mortality.

Photophobia and severe periodic ocular pain can be characteristic symptoms.

Ocular manifestations have been reported to occur in different stages

of Lyme borreliosis in early stages, within a few weeks to a few

months of infection, and, in the late stage, several months to years

after the infection incident. Ocular and systemic symptoms of endoph-

thalmitis are usually nonspecific, and early diagnosis and treatment are

important to prevent blindness. Physicians treating patients from lyme

disease endemic areas need to be aware of the protean clinical man-

ifestation. Systemic findings, meticulous exclusion of other infectious

and detailed medical history are essential.

MALIGNANT HYPERCALCEMIA: WHENHIGH CLINICAL SUSPI-

CION UNCOVERS A RARE DIAGNOSIS OF ADULT T-CELL

LEUKEMIA-LYMPHOMA (ATLL) Samantha L. Welniak1; Paige Barker2.
1University of Florida, Gainesvill, FL; 2University of Florida, Gainesville, FL.

(Control ID #2937166)

LEARNING OBJECTIVE #1: Recognize hypercalcemia of malignancy

LEARNINGOBJECTIVE #2:Diagnose malignancy when clinical suspicion

is high despite inconclusive results

CASE:A 76-year old Caribbean female presented with encephalopathy.

On exam she was hypertensive, disoriented and frail without lymph-

adenopathy or hepatosplenomegaly. Labs showed hypercalcemia 20.8

mg/dL and leukocytosis 14.7 thou/mm3 with normal differential and

smear. Infectious workup revealed E. coli UTI treated with antibiotics.

Head CT showed atrophy. Calcium improved to 12mg/dL with IV

fluids, calcitonin, zoledronic acid, steroids, and denosumab. A similar

presentation at an outside hospital one week prior revealed unremark-

able CT scans of chest, abdomen, and pelvis. Workup revealed ele-

vated PTH-RP 22.3 pmol/L (reference <3.4 pmol/L) with low vitamin

D, normal PTH and ACE levels, negative SPEP/UPEP, and normal

thyroid function. Thyroid ultrasound, sestamibi parathyroid scan, and

nuclear bone scan revealed scattered lucent lesions of the calvarium

and a 1.0cm thyroid nodule negative for malignancy on FNA. Bone

marrow biopsy showed normocellular marrow with 4% abnormal T-

cells. Repeat CT scans including the neck showed mildly enlarged

cervical and axillary lymph nodes with normal morphology. IR-guided

core needle biopsy of left axillary lymph nodes showed an abnormal

T-cell population (35%) with clonal TCR-gamma rearrangement on

PCR. Peripheral flow revealed 40% abnormal circulating T-cells.

HTLV antibody testing resulted as positive for HTLV-1 antibodies on

ELISA and Western-blot, confirming the diagnosis of ATLL.

IMPACT: Severe refractory hypercalcemia should prompt a thorough workup

to identify underlying malignancy. Hypercalcemia is a known complication of

acute ATLL, however the absence of significant lymphadenopathy or

hepatosplenomegaly is uncharacteristic.When workup is inconclusive, clinical

suspicion should prompt further investigation to identify an underlying

etiology.

DISCUSSION: ATLL is a rare T-cell lymphoid neoplasm associated with

infection of CD4 T cells by HTLV-1, which is endemic in the Caribbean,

Japan, and Africa. It is characterized by four variants, of which the most

common and severe is acute ATLL, representing 60% of cases. Presenting

features include leukocytosis with lymphocytosis, generalized lymphadenop-

athy, hepatosplenomegaly, and hypercalcemia with lytic bone lesions in up to

70% of cases. In our case, severe refractory hypercalcemia with elevated PTH-

RP was highly suggestive of underlying malignancy. This case presented a

diagnostic dilemma as extensive workup did not reveal a clear underlying

etiology. High clinical suspicion prompted lymph node biopsy of slightly

enlarged axillary lymph nodes, revealing ATLL. Although severe hypercalce-

mia is common in acute ATLL, the absence of generalized lymphadenopathy,

hepatosplenomegaly, or lymphocytosis is uncharacteristic. This case represents

an atypical presentation of acute ATLL and highlights the importance of a

thorough workup despite inconclusive results.

MALIGNANT INSULINOMA PRESENTING WITH LOSS OF CON-

SCIOUSNESS Samantha Alonso. Emory, Atlanta, GA. (Control ID

#2943706)

LEARNING OBJECTIVE #1: Discuss the presentation of insulinoma

LEARNING OBJECTIVE #2: Review the incidence and prognosis of met-

astatic insulinoma

CASE: A 47 year-old previously healthy man presents with altered mental

status. The week prior to presentation, he had been intermittently confused,
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somnolent, and uncharacteristically snacking. On day of admission, he was

found unconscious and hypoglycemic in a hotel room. He had no medical

history, medications, or history of substance use. On exam, patient was

unresponsive with Glasgow Coma Scale of 7, sluggish pupils, diffuse rigidity,

brisk reflexes, and dry mucous membranes. Finger-stick glucose was 14 and

mental status improved within minutes after administration of 50% dextrose

(D50). Toxicology was negative. Computed tomography (CT) scan of his head

was unremarkable. Electroencephalography showedmoderate diffuse neuronal

dysfunction without seizures. Lumbar puncture was notable only for low

glucose. Workup for hypoglycemia found a low plasma glucose with simulta-

neous high insulin level of 68.8 (1.90 - 23.00 uIU/mL), proinsulin of >800.0

(<=18.8 pmol/L), and c-peptide of 8.70 (0.80 - 3.85 ng/mL). A CT abdomen

scan demonstrated a 10.3 centimeter (cm) mass at the pancreatic tail and spleen

with 10 to 15 ill-defined hepatic lesions. Pathology ultimately revealed an

intermediate grade metastatic neuroendocrine tumor with a positive insulin

stain consistent with a malignant insulinoma.

IMPACT: Insulinomas are rare tumors. Our case is an uncommon case of a

metastatic insulinoma with a large primary pancreatic tumor and multiple

metastatic lesions.

DISCUSSION: Insulinoma is a functional neuroendocrine tumor derived from

beta cells in the pancreas. Insulinomas secrete insulin not regulated by glucose

levels thus leading to hypoglycemia. Patients may present with hypoglycemic

symptoms, including headache, lethargy, seizures, altered mentation, palpita-

tions, sweating, or tremulousness triggered by exercise or fasting and improved

with eating. In our case, we surmise the changes in mental status and frequent

snacking were indicative of hypoglycemia. Diagnosis of insulinoma is made

with combined low blood glucose and elevated insulin, proinsulin, and C-

peptide levels. A 72-hour fasting test may be used to prompt hypoglycemia.

Imaging or angiography with pancreatic venous sampling confirms and local-

izes the tumor. Our case is atypical as it is a large pancreatic tumor with

multiple metastatic lesions. Due to its rarity, literature on malignant

insulinomas is limited. With these limitations, it is estimated that 90% of

insulinomas are benign, solitary tumors less than 2cm and up to 10% are

malignant with metastasis to liver, lymph nodes, or bone. Prognosis is difficult

to estimate and while there have been cases described of indolent metastatic

disease and prolonged survival, most documented malignant insulinoma cases

have poor prognosis with a median survival period of 2 years.

MALIGNANT PERITONEAL MESOTHELIOMA: A RARE CAUSE

OF NEW-ONSET ASCITES Richard H. Zou1; Jonathan Wolfe2; Michael

J. Fine3. 1University of Pittsburgh, Pittsburgh, PA; 2University of Pittsburgh

Medical Center, Pittsburgh, PA; 3VA PittsburghHealthcare System, Pittsburgh,

PA. (Control ID #2935767)

LEARNING OBJECTIVE #1: Describe the differential diagnosis and diag-

nostic testing of new-onset ascites

LEARNING OBJECTIVE #2: Discuss the clinical management of malig-

nant peritoneal mesothelioma

CASE: A 71-year-old veteran with a history of benign prostatic hypertrophy

presented with six months of abdominal pain and unintentional twenty-pound

weight loss. These symptoms were associated with nausea and progressive

abdominal distension. He denied fevers, emesis, rectal bleeding or changes in

bowel movements. There was no personal or family history of alcohol abuse or

liver disease. On evaluation, he was afebrile with stable vital signs. Abdominal

exam revealed moderate distension, mild diffuse tenderness and shifting dull-

ness. There was no hepatomegaly, stigmata of chronic liver disease, murmurs

or hypervolemia. Initial metabolic panel and liver function tests were within

normal limits. Diagnostic paracentesis revealed a serum ascites-albumin gra-

dient of 2.0 g/dL; there was no evidence of spontaneous bacterial peritonitis.

Computed tomography (CT) was remarkable for large ascites and a polypoid

mass at the bladder base, confirmed to be an enlarged median lobe of the

prostate by cystoscopy. An exploratory laparoscopywith peritoneal biopsywas

performed due to malignancy concerns, revealing infiltrative mesothelial pro-

liferation consistent with malignant peritoneal mesothelioma (MPM). After

this diagnosis, the patient elected to pursue hospice care.

IMPACT: MPM is a rare disease with non-specific symptoms and a high

mortality rate. This patient's clinical course demonstrates the importance of

developing a broad differential diagnosis of new-onset ascites, establishing a

definitive diagnosis from histopathological findings and early goals of care

discussions.

DISCUSSION: The differential diagnosis of new-onset ascites is broad, and

includes common hepatic, cardiac and renal etiologies, in addition to bacterial

peritonitis, protein-losing enteropathy and carcinomatosis from MPM and

tuberculosis. The symptoms ofMPM are often non-specific, including abdom-

inal distension, early satiety and unintentional weight loss. CT is the preferred

initial imaging modality, which reveal pleural plaques and mesenteric thick-

ening in approximately half of established cases. Magnetic resonance imaging

is typically reserved for long-term follow-up after an established diagnosis.

Direct surgical visualization with histopathological confirmation is the diag-

nostic gold standard. The prognosis ofMPM is poor, with a median survival of

12 months after diagnosis. Aggressive treatment with cytoreductive surgery

and hyperthermic intraperitoneal chemotherapy prolongs life expectancy by

several years, with a median survival of 53 months; this therapy is reserved for

patients without extraperitoneal spread and adequate functional status. Sys-

temic chemotherapy is an available alternative, but minimally improves sur-

vival. Due to the poor prognosis of this disease and the serious adverse therapy

effects, early goals of care conversations are recommended.

MANAGING SEVERE BABESIOSIS IN PREGNANCY; HOWEFFEC-

TIVE PHYSICIAN COMMUNICATION IMPROVES CLINICAL

OUTCOMES Latoya N. Codougan; Michael Oey. Hofstra Northwell School

of Medicine, Manhasset, NY. (Control ID #2946448)

LEARNINGOBJECTIVE #1:Discuss management of severe babesiosis in a

pregnant patient

LEARNING OBJECTIVE #2: Highlight how effective communication be-

tween physician teams can lead to good clinical outcomes

CASE: A 32-year-old pregnant female at 23 weeks gestation, with a history of

splenectomy, presented to a community hospital in Long Island, New York

with fever, fatigue and headache for three days. She was found to have

intracellular parasites that were confirmed to be Babesia microti. Initial labs

revealed parasite burden of 1% with acute anemia, evidence of hemolysis and

abnormal liver function tests. She was transferred to a tertiary center for further

care. Patient was started on quinine and clindamycin but developed worsening

parasitemia peaking at 6%, progressive hemolytic anemia and QT prolonga-

tion. She became septic with fever, tachycardia and tachypnea. Atavaquone

was added to her regimen without clinical improvement. Due to the novelty

and complexity of the case, a face-to-face multidisciplinary meeting involving
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the maternal fetal medicine (MFM), infectious disease (ID) and cardiology

teams was arranged and the decision was made to proceed with exchange

transfusion. The patient was transferred to the Intensive Care Unit where she

received exchange transfusion without complication. She had resolution of

parasite burden and stability of the anemia within days. The patient delivered a

healthy infant by cesarean section several months later.

IMPACT: This case highlights the importance of communication among a

team of physicians in dealing with medically complex cases. Gaps in commu-

nication can contribute to delays in care, continuation of inadequate treatment

and clinical errors. The Joint Commission has cited ineffective communication

as a common root cause of sentinel events in hospitals. This is also mirrored in

outpatient settings. A study examining referrals from primary care physicians

(PCPs) to specialists found that PCPs who did not receive adequate commu-

nication were more likely to report that high quality care was threatened.

DISCUSSION: There is limited data on how to manage babesiosis in preg-

nancy. In case reports, some patients were treated with quinine and

clindamycin as these agents are known to cross the placenta and there is more

experience using quinine in pregnancy. Our patient progressed to severe

disease despite being on antimicrobials given her risk factor of asplenia. Severe

babesiosis may warrant exchange transfusion, but this had not been done in a

pregnant patient before. It was also unclear how the procedure would impact

fetal perfusion. To date, this is the first case of babesiosis in pregnancy

requiring exchange transfusion. The driving factor influencing the outcome

in this case was likely related to effective communication. Physician teams

were able to collaborate on their expertise and evidence based knowledge to

make a difficult clinical decision together.

MARANIC ENDOCARDITIS WITH SERIES OF EMBOLIC EVENTS

UNCOVERED LYMPHANGITIS CARCINOMATOSA XIAOMEI

MENG. Ohio state university medical center, Dublin, OH. (Control ID

#2942168)

LEARNING OBJECTIVE #1: Diagnose of Maranic endocarditis(Non-Bac-

terial Thrombotic Endocarditis, NBTE) should initiate malignancy evaluation

to prevent further devastated embolic events.

LEARNING OBJECTIVE #2: Initiating cancer therapy as soon as possible

could synergically work with LMW to control shower emboli

CASE: Patient is 59 y/o male with history of CKD3, prostate cancer (s/p

radiation) in 2011 which is in remission who presented with pleuritic chest

pain in 6/2017, and was found bilateral pulmonary embolism(PE) in all lobes.

He was anticoagulated with LMW and discharged with Rivaroxiban. One

month later, he was readmitted with new DVT and PE, splenic and bilateral

renal infaction, and TIA with multiple small cerebral infarcts. TEE found

0.9cm mitral valve vegetation with infectious workup was completely nega-

tive. LMW was started and he was empirically treated with 6 weeks of

vancomycin and ceftriaxone, with a following outpatient TEE seemed to show

resolution of the MV vegetation. 2 weeks later he developed right facial droop

with MRI showed multiple embolisms consistent with central embolic source.

Repeat TEE found large vegetation of mitral and tricuspid valve. As he has

recurrent NBTE, this triggered a work-up for malignancy. CT found signs of

lymphangitis carcinomatosa, with multiple left subclavian and mediastinum

adenopathy. Subclavian lymph node biopsy and staging test confirmed stage

IIIB lung adenocarcinoma but treatment was deferred to start as outpatient.

Warfarin was started with INR goal at 2-3 for his recurrent VTEs and NBTE as

he was "failed" on LMW. He then developed new DVT after 3 weeks, INR

goal adjusted to 3-4. Dry gangrene due to shower embolism to left toes still

developed at INR 4.1 one week later, and it triggered changing warfarin to

LMW as concerns previous "failed" LMW was subtherapeutic due to renal

dosed. Anti-Xa level was monitored closely to adjust dose of LMW, while

crizotinib was started for NSCLC ahead of schedule during hospitalization, and

he has no embolic events since then.

IMPACT: This patient has recurrent shower emboli multiple times due to

NBTE. Unfortunately, investigation of malignancy did not initiate after the

first episode of NBTE of MV. After NSCLC confirmed after embolic stroke,

chemotherapy did not started until next episode of shower emboli to foot

occurred. It seems combined chemotherapy and therapeutic LMW finally

controlled shower emboli.

DISCUSSION:Most NBTE cases (80%) related to advanced or disseminated

cancer, especially Lung, pancreas, gastric, ovarian and adenocarcinoma of

unknown origin, thus NBTE should trigger evaluation for malignancy. Vege-

tations of NBTE are sterile, no inflammatory reaction at the site of vegetation

attachment, which makes them easier to detach and embolise. Malignant cells

releases cytokines which damage endothelium, promote thrombus formation,

thus initiating cancer therapy as soon as possible could synergically work with

LMW to control shower emboli.

MARGARITA ANYONE? A CASE OF PHYTOPHOTODERMATITIS

AFTER LIME EXPOSURE olubusola oluwole; Eliana Bonifacino. UPMC,

Pittsburgh, PA. (Control ID #2947504)

LEARNING OBJECTIVE #1: Identify the clinical presentation of

phytophotodermatitis

LEARNING OBJECTIVE #2: Recognize broad variety of phytotoxic pre-

cipitants of phytophotodermatitis and discuss treatment and prevention of

phytophotodermatitis

CASE: CASE: A 33-year-old woman with no significant past medical history

presents to clinic after a 4-day history of erythema, burning, swelling of right

hand. She first noticed the burning and erythema four days prior to presenta-

tion. This was followed by swelling within a day causing her hand to feel tight.

She later developed hyperpigmented areas on index finger and thumb. She

denies any pruritus. She has not used any new products on her hand. Two days

prior to onset, she attended a party where she was in charge of making

margaritas, a cocktail requiring lime and lemon juice. She reports squeezing

>30 limes/lemonsmainly using her right hand. The following day, shewent out

boating on a sunny day in June, her symptoms developed upon waking up the

next morning. On exam, she was hypertensive 143/66, pulse 76, afebrile.

Exam was notable for well-demarcated area of blanching erythema on the

dorsum of hand as well as swelling of thumb, index and 4th finger. Small areas

of hyperpigmented patches on right index finger and right ring fourth finger.

No erythema on palm. Unable to make a closed fist due to pain.

IMPACT: Phytophotodermatitis can be easily misdiagnosed given its resem-

blance to other skin conditions such as poison ivy. In some cases where it

presents as a hand print, it can be mistaken for child abuse. Careful history and

examination can be used to differentiate phytophotodermatitis from other skin

reactions.

DISCUSSION: Photophytodermatitis is a non-immunologic reaction caused

by contact with phytotoxic compounds in plants, fruits, vegetables, perfumes

followed by exposure to sunlight. A range of plant families including

Umbelliferae (celery, parsley), Rutaceae (citrus fruits such as lime, lemon,
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grapefruit) may cause phytophotodermatitis. Presentation typically occurs

hours to days after initial sunlight exposure. It usually presents as an irregular

but well-demarcated lesion in handprint shapes or as drip marks. In severe

cases, it can cause blistering as well as systemic symptoms related to toxicity

such as fever, nausea, and vomiting. Hyperpigmentation, a post-inflammatory

phenomenon, can also occur. Treatment is typically with topical steroids. Cold

compress can also help to reduce symptoms. Avoidance of phototoxic agents

and protection of skin from sunlight is recommended and can reduce further

skin discoloration.

MASS ECLIPSE OF THE HEART: CARDIOEMBOLIC STROKE

FROM A LARGE LEFT ATRIAL MYXOMA Sevwandi De Silva; Ruth

Kwong; Daniel Soleymani; Eric sontz. Eisenhower Medical Center, Palm

Desert, CA. (Control ID #2946089)

LEARNINGOBJECTIVE #1: rare cardiac myxomasmanifesting as embolic

stroke.

LEARNING OBJECTIVE #2: Manage hemorrhagic transformation after

tPA administration in embolic stroke.

CASE: A 65-year-old male presented with expressive aphasia, right-sided

weakness and facial droop about 30 minutes prior to arrival. No seizure-like

activity or loss of consciousness was noted. Non-contrast head CTwas nega-

tive for any acute bleeding or ischemic strokes (fig 1). tPA was administered

and admitted to ICU. MRI of the brain with contrast showed multifocal

subacute infarcts in the posterior left frontal lobe as well as a few additional

punctate bilateral cerebellar subacute infarcts (fig 2). Transthoracic echocar-

diogram showed a 3.5 x 1.8 cm left atrial mass, confirmed by transesophageal

echocardiogram to be a myxoma covered with thrombus (fig 3). Unfortunately,

repeat head CT 24 hours post-tPA administration, revealed 9 x 10 x 9mm

hematoma transformation in the left occipital lobe (fig 4). He was started on

low dose heparin drip. He then underwent successful resection of the myxoma

8 days later (fig 5). His rneurological deficits gradually improved and he was

discharged 5 days post-surgery.

IMPACT: Atrial myxomas have risks of embolization, thus, a high clinical

suspicion with prompt diagnosis and early surgical resection is important.

DISCUSSION: Primary tumors of the heart are rare, found in only 0.0017 to

0.19% of unselected patients at autopsy, with half of them being myxomas.

Echocardiogram is the mainstay of diagnosis especially when there is concern

for cardioembolic phenomena. Cardioembolic strokes account for 14-30% of

ischemic strokes and atrial myxomas account for 0.5%. Intravenous thrombo-

lytic therapy with recombinant tissue plasminogen activator is recommended

in acute ischemic stroke who present within the window period, but only a few

cases of left atrial myxoma with ischemic stroke undergoing thrombolytic

therapy have been reported. Hemorrhagic transformation occurs in about

10% of patients with ischemic stroke. In a study of 6 of 10 patients who

underwent thrombolysis, four improved symptomatically, one did not improve

and one developed intracranial hemorrhage. Our patient had acute multifocal

ischemic stroke, with a large atrial mass going through the mitral valve with

each beat, presenting an enormous risk for embolism. Peripheral emboli to the

limbs, eyes, and mesentery have been reported with delayed treatment, and no

consensus has been made with regards to anticoagulation after hemorrhagic

transformation. Pessin reported 12 patients with CT evidence of hemorrhagic

infarction, who remained clinically stable despite being maintained continu-

ously on anticoagulation or having it only temporarily withheld. Benefits of

anticoagulation were deemed to outweigh the risk, and patient was started on a

lower dose of heparin drip. Even though atrial myxomas are benign, risks of

embolization are devastating, therefore, a high clinical suspicion with prompt

diagnosis and early surgical resection is important.

MASSIVE INTRAVASCULAR HEMOLYSIS FROM CLOSTRIDIUM

PERFRINGENS BACTEREMIA Jay C. Shiao; Tina Motazedi; Rachael

Saporito; Laila Woc-Colburn. Baylor College of Medicine, Houston, TX.

(Control ID #2941967)

LEARNING OBJECTIVE #1: Maintain a high degree of suspicion of

Clostridium perfringens bacteremia in the setting of severe, sudden hemolytic

anemia

LEARNING OBJECTIVE #2: Treatment for patients with C. perfringens

bacteremia.

CASE: Patient is a 48 year-old male with history of B-cell Acute Lympho-

blastic Leukemia treatedwith HyperCVAD chemotherapy andNeulasta, Rheu-

matoid Arthritis, Sjogren's, and Psoriasis on hydroxychloroquine who was

initially admitted for presyncope. On initial evaluation he was found to be

pancytopenic (hemoglobin 5 g/dL, platelet 8 k/ul, WBC 0.1 k/ul with 10

absolute neutrophils) and hypotensive. He required two units of pRBCs and

prophylactic antimicrobials (levofloxacin, valacyclovir, voriconazole) with

improvement in symptoms and vital signs. At that time, patient was afebrile

with no symptoms or signs of infection. On Day 4 of admission, patient was

febrile to 104F, hypotensive again to the 80s systolic, and hemoglobin dropped

from 8.3 g/dL to 5.6 g/dL overnight. Antibiotics at that time was broadened to

meropenem and vancomycin. Initial infectious work-up returned positive for

Clostridium perfringens on blood culture from two separate peripheral sites.

CT abdomen/pelvis demonstrated no clear source of infection. Transthoracic

Echo reported no signs of any vegetation, and Ultrasound of the abdomen

demonstrated mild hepatomegaly with no signs of infection. His hemolytic

anemia was felt to be secondary to the C. perfringens bacteremia and he was

started on prednisone with maintenance of a stable hemoglobin. His repeat

blood cultures had no growth. After four days of vancomycin and meropenem

treatment, he was transitioned to 14-day course of metronidazole

(C. perfringens was sensitive on cultures).

IMPACT: In the setting of severe, sudden hemolytic anemia in a patient with a

suspected infectious etiology, a hospitalist should consider C. perfringens in

the differential. The disease often progresses rapidly to death, and therefore

early recognition and immediate intervention are critical for patient survival.

DISCUSSION: Clostridium perfringens is an anaerobic, gram-positive bacil-

lus found in normal gastrointestinal flora, but may become pathogenic in the

setting of neutropenia. C. perfringens may cause bacteremia with massive

intravascular hemolysis in 7 to 15% of patients due to alphatoxin phospholi-

pase C lecithinase that hydrolyzes RBC membranes. Although rare, with less

than 100 cases reported in literature, hemolysis by C. perfringens toxin greatly

increases mortality to 70 to 100%. Previous studies have shown an important

role in surgical removal of the nidus of infection, the use of antibiotics, time

before the initiation of antibiotics, and selection of antibiotics. In our

patient, no source of infection was identified for surgical intervention.

It is critical to begin antibiotics immediately when suspecting

C. perfringens. Within two hours of concern for sepsis, our patient

was initiated on vancomycin and meropenem. Interestingly, we were

unable to find a source of infection in our patient.
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MASTITIS-INDUCED ANTIPHOSPHOLIPID ANTIBODY SYN-

DROME IN AYOUNGWOMANWITH LUPUS Hania K. Flaten1; Sarah

Dill2; Chi Zheng1, 3; Jennifer Stichman1, 4. 1University of Colorado, Aurora,

CO; 2University of Colorado School of Medicine, Aurora, CO; 3Denver

Health, Denver, CO; 4Denver Health Medical Center, Denver, CO. (Control

ID #2943038)

LEARNING OBJECTIVE #1: Recognize antiphospholipid syndrome trig-

gered by infection.

LEARNING OBJECTIVE #2: Distinguish myonecrosis from APS vs myo-

sitis in SLE.

CASE: A 33-year-old 14-months postpartum breastfeeding woman with systemic

lupus erythematosus (SLE) presented to the emergency department (ED) with fever

and right breast pain. She was on hydroxychloroquine and had been tapered off of

prednisone twomonths prior.On exam, her right breastwas engorged, erythematous

and tender. She became hypotensive in the EDandwas admittedwith a diagnosis of

lactational mastitis with concern for septic shock versus relative adrenal insufficien-

cy. Her clinical course improved with treatment and she was discharged in three

days. However, two days later, the patient returned with new bilateral calf pain

limiting ambulation. Her examnow revealed tender and edematous legs. Ultrasound

of her lower extremities was negative for deep vein thrombosis. She did have a

creatinine kinase that was elevated at 3,042 U/L and MRI of her lower extremities

suggestedmyositis. Amuscle biopsywas performed and the patient was discharged

on empiric prednisone. Two days after discharge, her lupus anticoagulant returned

positive and her muscle biopsy showed necrotic fibers without active inflammation.

She followed up in rheumatology clinic and was noted to have developed livedo

racemosa lending further support that a thrombotic etiology due to antiphospholipid

syndrome (APS) was the cause of her myonecrosis. She was started on aspirin and

tapered off of prednisone with continued clinical improvement and resolution of

lupus anticoagulant on repeat testing.

IMPACT: Infections are known to be a trigger for APS. Interestingly, this patient's

preconception evaluation for APS was negative. Muscle involvement in lupus is

commonly inflammatory. The muscle biopsy was crucial in distinguishing the

mechanism of muscle injury in this case. This patient had no history of APS, but

did have active SLE. Her livedo racemosa and myonecrosis were thrombotic

manifestations of APS triggered by her mastitis as opposed to a presentation of

lupus myositis. In patients with a history of lupus and recent infection, one must be

cognizant of APS and its potential complications.

DISCUSSION: Antiphospholipid antibodies associated with lupus bind phos-

pholipid molecules via Beta2-glycoprotein I (B2GPI) and lead to a

prothrombotic state. APS patients present with thrombotic complications at

young ages including recurrent spontaneous abortions, myocardial infarction

and stroke. One quarter of patients with APS have an infection as a triggering

event. Infection is hypothesized to increase circulating antiphospholipid anti-

bodies due to the sequence homology of B2GPI with common pathogens. This

molecular mimicry is attributed as a mechanism leading to infection as a trigger

for APS. This patient experienced post-infection APS antibody which led to

microthrombi in her skin presenting as livedo racemosa and microthrombi in

her muscles causing myonecrosis.

METASTATIC NKCELL/T CELL LYMPHOMA: A RARECAUSEOF

ACUTELIVER FAILURE Ishani Shah1; Neil Vyas1; Shruti Mony1, 2; Justin

Reynolds1. 1St. Joseph's Hospital and Medical Center, Phoenix, AZ; 2St.

Jospeh's Hospital and Medical Center, Phoenix, AZ. (Control ID #2940031)

LEARNINGOBJECTIVE #1: To recognize malignant hepatic infiltration by

Natural Killer (NK)/Natural Killer like T (NKT) cells as a cause of acute liver

failure (ALF)

LEARNING OBJECTIVE #2: To distinguish chemotherapeutic hepatotox-

icity from malignant infiltration based on histological features

CASE: A 33 year old male with recurrent nasopharyngeal Non-Hodgkins

Lymphoma (NHL), presented with painless jaundice for five days. The patient

had been undergoing L-asparaginase based chemotherapy. On presentation, his

heart rate was 97 beats/min and physical exam revealed scleral icterus and

hepatomegaly. Abdominal and cardiopulmonary exams were unremarkable.

Labs showed pancytopenia and abnormal LFTs including ALT 267, AST 999,

Alkaline phosphatase 472, total bilirubin 18.4, INR 1.84 and albumin 2.1. Viral

hepatitis serologies were negative. Abdominal ultrasound, MRCP and HIDA

scan showed hepatomegaly without biliary obstruction. He was suspected to

have drug-induced liver injury (DILI) from L-asparaginase, for which vitamin

B complex, IV N-acetylcysteine and L-carnitine were started. His condition

worsened with the development of ascites, encephalopathy and acute renal

failure. A liver biopsy showed infiltration of portal sinusoids with atypical

lymphocytes, consistent with malignant infiltration of the liver. Additional

stains including Granzyme-1, TIA-1 and in situ hybridization of EBV were

also found to be positive. The patient was not a candidate for a liver transplant

and was therefore treated with supportive care and died from multi-organ

failure.

IMPACT: Our case reflects that performing a timely liver biopsy in patients

with ALF of unclear etiology is mandatory to distinguish between malignant

hepatic infiltration and hepatotoxicity from drug-induced liver injury (DILI).

DISCUSSION: ALF from hepatic infiltration by hematologic malignancies is

rare (0.44%) and carries a high mortality rate (94%). Hepatic involvement has

been seen in 16-22% cases of NHL, however, few present with ALF. There are

fewer than 40 cases of such presentation and even fewer involving NK cells.

This is because NK cells comprise a small percentage of T cell lymphomas,

which themselves account for about 15% of all NHL. Our patient's biopsy

showed intrasinusoidal infiltration with immature lymphoreticular cells, which

were CD3+ and CD56+. In addition to special stains like Granzyme-1 and

TIA-1, these findings demonstrate liver infiltration with amixed picture of both

NK and NKT cell lymphoma. Pure NK cell lymphomas are more commonly

associated with EBV and tend to involve the nasopharynx, as in our patient's

case. NKTcells commonly have CD3+, which alsowas the case in our patient's

immunohistochemical findings. Additionally, L-asparaginase is widely used

for treating lymphoma and commonly causes hepatotoxicity. Liver biopsy

findings in such cases would show microvesicular steatosis. This case demon-

strates that performing early liver biopsy in patients with ALF of unknown

etiology can diagnose rare metastatic lymphomas causing hepatic infiltration.

METRONIDAZOLE: A BENIGN DRUG? Mindy Hsiao; Joshua Sapkin.

LAC-USC, Los Angeles, CA. (Control ID #2941669)

LEARNING OBJECTIVE #1: Recognize the signs and symptoms of

metronidazole-induced central nervous system toxicity.

CASE: A 62 year-old woman with hepatitis C cirrhosis complicated by HCC,

awaiting liver transplantation, presented to the DEMwith 2 days of confusion,

bilateral tinnitus and dizziness. She was discharged 5 days prior to presentation

after an 18-day hospitalization for sepsis secondary to a necrotic incarcerated

inguinal hernia. Shewas successfully treatedwith incision and drainage and IV
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ceftriaxone and metronidazole at that time. At presentation, her examwas only

notable for mild confusion. She initially received rifaximin and lactulose for

presumed hepatic encephalopathy. Ceftriaxone and metronidazole were con-

tinued until hospital day 2 to complete the prescribed 3 week course of

antibiotic therapy. An MRI brain demonstrated restricted diffusion in the

splenium corpus callosum with extension to other areas favoring a systemic

toxic/metabolic process. The patient's condition progressively worsened as

manifested by dysmetria and severe ataxic gait precluding ambulation. She

received IV thiamine and folate after her Vitamin B1 and B6 levels returned in

the borderline low range with no subsequent improvement of her neurologic

status. An EEG was consistent with subclinical status epilepticus for which the

patient received lorazepam and phenytoin. Subsequent 24-hour EEG revealed

diffuse slowing but no evidence of seizure activity. The patient's clinical status

continued to deteriorate and on hospital day 8 she developed septic shock and

respiratory failure requiring mechanical ventilation, pressor support and con-

tinuous renal replacement therapy. She eventually succumbed to multi-organ

system failure.

IMPACT:Metronidazole is a commonly used antibiotic and reports of central

nervous system toxicity are rare. However, in a patient with multiple comor-

bidities including impaired synthetic liver function presenting with acute

neurologic changes, metronidazole-induced neurotoxicity should be consid-

ered as successful treatment involves prompt cessation of the antibiotic and

supportive care.

DISCUSSION: The most common manifestations of metronidazole-induced

CNS toxicity include cerebellar dysfunction followed by acute encephalopathy

and seizures that are unrelated to dose or duration. Radiographic findings

include abnormalities in the cerebellar dentate nuclei and the corpus callosum.

Impaired synthetic liver function likely plays a role in the severity of symp-

toms. Clinicians should have a high clinical suspicion for metronidazole-

induced central nervous system toxicity when patients, especially those with

impaired synthetic liver function, develop encephalopathy, cerebellar dysfunc-

tion, and seizures while receiving this antibiotic as prognosis is favorable with

cessation of the drug.

MID-LIFEMANIFESTATIONS OF DIAMOND BLACKFAN ANEMIA

Himali Gandhi1; Navid Ahmed2, 1; kateryna fedorov1; irina murakhovskaya1.
1Montefiore, Hicksville, NY; 2Montefiore Medical Center Moses and Weiler

Division, Bronx, NY. (Control ID #2940468)

LEARNINGOBJECTIVE #1:Managing midlife complications of Diamond

Blackfan anemia (DBA)

LEARNINGOBJECTIVE #2:Consequence of iron overload in patients with

DBA

CASE: A 30-year-old Dominican female with a history of DBA and

multiple prior transfusions presented with complaints of dyspnea and

abdomina l p a i n . He r exam was showed hype r t e l o r i sm ,

microphthalmos, accessory dentition, high arched palate, hepatomega-

ly, and lower extremity edema. Labs revealed a Hgb 4, Na 121, K 6.1,

Troponin 0.03, BNP ~7000, ferritin ~30,000, TSH 5.78, LH 4.95, FSH

2.3, estrogen <50. A cardiac MRI revealed EF of 15% (normal in

2012), restrictive cardiomyopathy, iron deposition, and enlargement of

cardiac chambers. She was intubated and placed on pressor support for

low arterial pressures. She then developed ventricular fibrillation and

failed resuscitation efforts.

IMPACT: Our case highlights the importance of closely monitoring systemic

iron levels and initiating timely iron chelation therapy. Monitoring cardiac

function in DBA patients with life-long transfusion history is imperative as

these patients are susceptible to metabolic, endocrine, and cardiac function

derangements from iron overload.

DISCUSSION:DBA is a congenital erythroid aplasia characterized by low red

blood cell counts without significant effects on other blood components. The

average survival at greater than 40 years of age is 57% for transfusion

dependent patients and about 23% of all deaths reported in the DBAAmerican

Registry are related to complications from iron overload. Based on the findings

of our patient, it was concluded that the patient is suffering from end organ

damage secondary to hemochromatosis and ultimately systolic heart failure,

adrenal insufficiency, hypogonadotropic hypogonadism and hypothyroidism.

Profound anemia is the primary cause of morbidity, but DBA is also associated

with one or more endocrinopathies with the most common being adrenal

insufficiency (32%), hypogonadism (29%), and hypothyroidism (14%). De-

spite increasing availability of Iron chelators DBA patients are still prone to

iron overload, even more so than thalassemia major patients, signifying that

genetic abnormalities in DBA result in additional mechanisms contributing to

iron retention. Subsequently, as in our patient, inadequate iron chelation

therapy can exacerbate pre-existing endocrinopathies and result in life-

threatening decline in cardiac function. Thus, it is important for internists to

encourage early cardiac, endocrine, and liver monitoring in these patients for

early management of the consequences of iron overload.

MIDSUMMER'S NIGHT FEVER: MISLEADING PRESENTATION

OF METHICILLIN-SENSITIVE STAPHYLOCOCCUS AUREUS

BACTEREMIA IN AYOUNG KENDO (JAPANESE FENCING) ATH-

LETE Sana Uchikoba1; Sandra Y. Moody3; Mitsuya Katayama2. 1Kameda

Medical Center, Kamogawa-shi, Japan; 2KamedaMedical Center, Kamogawa-

shi,Chiba, Japan; 3Kameda Medica Center & UCSF/SFVAMC, Kamogawa

City, Japan. (Control ID #2935651)

LEARNING OBJECTIVE #1: Distinguish fever from hyperthermia

LEARNING OBJECTIVE #2: Suspect bacteremia and thoroughly investi-

gate the source of infection if Gram-positive cocci are found on urine gram

stain

CASE: A healthy 18-year-old young man was seen in the emergency depart-

ment (ED) at midnight in August complaining of fever and chills. He was

participating in his Kendo club's training camp, where he practiced barefoot

inside a humid gymnasium all day, and on the third day fever and chills

developed. He was brought to the ED for evaluation. Review of systems was

negative. He had no significant past medical history or took any medications.

On physical examination, he was alert and his temperature was 39.4 degrees

Celsius. His examination was unremarkable otherwise. Laboratory tests re-

vealed a white blood cell (WBC) count of 11,600/μl, creatine kinase 3,410 IU/

l, and CRP 2.16 mg/dl. Urinalysis revealed bacteria, but no WBC's. Gram-

positive cocci (GPC) were found on urine gram stain. Exertional heat stroke

was diagnosed and cooling measures instituted. We took two sets of blood

cultures; antibiotics were not given. The fever persisted on the next day, and we

were notified that all sets of blood cultures grew GPC. Intravenous vancomy-

cin was started and a thorough physical examination performed. An ingrown

toenail on the right and plantar epidermal exfoliation on the left foot were

possible points of entry. There was no evidence of vegetation on
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transesophageal echocardiogram. Enhanced computed tomography scan from

his neck to his pelvis showed a micro-abscess in the left iliacus muscle,

corresponding to severe tenderness of his left sacroiliac joint. Further investi-

gation by magnetic resonance imaging (MRI) revealed osteomyelitis of the

ilium. Vancomycin was switched to cefazolin to complete six weeks of

intravenous therapy based on the identification of methicillin sensitive staph-

ylococcus aureus (MSSA). Although his fever fully resolved, sacroiliac pain

persisted. Oral doxycycline was prescribed for outpatient treatment until the

MRI findings resolve.

IMPACT: Even if the presenting history is consistent with heat stroke, physi-

cians should not overlook fever as a potential manifestation of infection.

Staphylococcus aureus (SA) bacteriuria could be a clue to discover bacteremia,

since this bacterium rarely causes pyelonephritis.

DISCUSSION:A presentation of "heat stroke", in which the hypothalamic

set point is unchanged with excessive heat burden, sometimes disguises

"fever". As seen in this case, chills indicate a higher set point of

thermoregulation that is opposite that of heat stroke. Additionally, the

presence of GPC in the urine gave us pause rather than the patient's

age, sex and symptoms, and prompted us to take blood cultures. SA is

said to cause only 1-2% of complicated pyelonephritis. On the other hand,

10-20% of SA bacteremia accompanies SA bacteriuria. Therefore, upon

seeing SA bacteriuria in a febrile patient, physicians should suspect

bloodstream infections other than simply pyelonephritis.

MINOXIDIL INDUCED PERICARDIAL EFFUSION Gabriela A.

Ciofoaia; Jonila Murati; Cynthia Callahan. Berkshire Medical Center, Pitts-

field, MA. (Control ID #2946722)

LEARNINGOBJECTIVE #1:Minoxidil induced pericardial effusion should

be considered by the clinicians. Discontinuation of the drug leads to resolution

of pericardial effusion. More aggressive means of pericardial drainage can be

avoided.

CASE: A 43 year old male with a past medical history of stage 4 chronic

kidney disease, hypertension treated with Minoxidil, was diagnosed 9 years

prior with presumed viral pericardial effusion that remained stable on follow-

up with serial echocardiograms. He presented with dyspnea and chest tightness

with exertion, orthopnea, paroxysmal nocturnal dyspnea, peripheral edema,

orthostatic lightheadedness of a few months duration. Pulmonary function

studies showed moderate airflow obstruction. Physical exam noted for jugular

venous distention with positive Kussmaul's sign suggesting significant peri-

cardial effusion, but no pulsus paradoxus. A cardiac echo showed a large

pericardial effusion, enlarged right sided heart chambers. Diagnostic and

therapeutic pericardiocentesis with removal of 1200cc fluid was performed.

Laboratory evaluation of the fluid was unremarkable, cultures were negative.

Repeat echo showed reaccumulation of fluid. Cardiac MRI confirmed large

pericardial effusion with no evidence of thickening of the pericardium. Mi-

noxidil was discontinued due to concern of Minoxidil induced pericardial

effusion. Pericardial window was not performed as within 2-3 days the patient

reported resolution of his symptoms and a follow up echocardiogram showed

significant improvement of the fluid.

IMPACT: Pericardial effusion is reported in up to 3% of patients taking

Minoxidil. Pericardial effusion is reported in patients undergoing dialysis and

in those with normal renal function. Patients with renal impairment are at

higher risk of developing pericardial effusion.

DISCUSSION: Known cardiovascular side effects associated with the use of

Minoxidil include T-wave changes 60%, edema (7% - 10%), pericarditis,

pericardial effusion (3%) that may progress to tamponade, angina pectoris,

cardiac failure, reflex tachycardia. Pericardial effusion has been frequently

reported in patients undergoing dialysis, with patients using Monoxidil having

a higher incidence (81% on Minoxidil versus no Minoxidil 23% p<0.0005).

Patients with significant pericardial effusion leading to hemodynamic instabil-

ity and cardiac tamponade usually present with signs and symptoms related to

impaired cardiac function like dyspnea, elevated jugular venous pressure,

positive Kussmaul's sign, heart failure. In the absence of cardiac tamponade,

most patients with a pericardial effusion have no symptoms and pericardial

effusions are often diagnosed incidentally by echocardiography. Most cases of

pericardial effusion resolve spontaneously upon cessation of Minoxidil. Dis-

continuation of Minoxidil resulted in the resolution of symptoms and pericar-

dial effusion which prevented more aggressive means of pericardial drainage

like pericardial window. Pericardiocentesis is required in patients with hemo-

dynamic compromise.

MOANS, GROANS, IS IT STONES? Nitzy N. Munoz Casablanca1;

Christine Chen1; Svetlana Chernyavsky2. 1Mount Sinai Beth Israel, NewYork,

NY; 2Beth Israel Medical Center, New York, NY. (Control ID #2945755)

LEARNING OBJECTIVE #1: Recognize the features of Renal Artery

Infarction

LEARNING OBJECTIVE #2: Distinguish Renal Artery Infarction from

Pyelonephritis

CASE: A 37 year-old female with history of menorrhagia on oral contracep-

tives (OCP) for 2 months, presented with abrupt onset of severe right lower

quadrant abdominal pain (RLQ) for 1 day. Pain was constant, sharp, with

radiation to right flank. There was associated nausea and vomiting. She denied

dysuria, frequency, hematuria, or vaginal discharge. On admission, she was

afebrile, with vitals within normal limits. She appeared in distress with tender-

ness to palpation over RLQ, right groin, and right flank. Labs: WBC 12.3

K/uL, Cr 1.23 mg/dL, AST 81 U/L, ALT 58 U/L, LDH 2124 U/L. Urinalysis

was negative for infection and hematuria but Ceftriaxone was started for

suspected Pyelonephritis. CT abdomen/pelvis revealed a right kidney with

multiple wedge-shaped regional areas of low enhancement extending to the

cortex. There was no significant perinephric stranding. CT angiogram of the

abdomen confirmed abnormalities. As concern for renal artery thrombosis

arouse, hypercoagulable workup was pursued, which revealed abnormal An-

tithrombin III activity. Antibiotics were stopped and anticoagulation with

Heparin drip was initiated. She was eventually discharged on Lovenox 1mg/

kg BID for a 6 month period. The OCPs were discontinued.

IMPACT: Renal artery infarction (RAI) is a rare phenomenon with a reported

incidence of 0.004-0.007% among ED census. It has a nonspecific presentation

that can mimic more common conditions such as pyelonephritis. Serum LDH

levels are high in up to 90.5% of the total population with RAI, and thus may

help differentiate between this and other etiologies. Due to the risk of irrevers-

ible damage to the kidneys from delayed recognition, prompt confirmation

with CT imaging and treatment with anticoagulation is paramount.

DISCUSSION: Abdominal pain with radiation to the flank can be suggestive

of pyelonephritis but other diagnoses should be entertained, especially if the

patient's condition is not improving after initiation of treatment with antibiotics.

While pyelonephritis is common, RAI is a rare condition with similar
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manifestations. Furthermore, in 6% of radiographic imaging consistent with

pyelonephritis, an underlying infarct has been the culprit. Renal artery infarc-

tion should be suspected when presented with the following triad: persistent

abdominal and/or flank pain, elevated LDH and/or hematuria, and risk of

thromboembolic event. Once RAI is suspected, contrast-enhanced CT should

be pursued as this initial diagnostic modality can identify 80% of cases. Our

patient presented with the triad of RAI and on imaging, was found with the

classical wedge-shaped, peripheral non enhancing areas consistent with this

diagnosis. The absence of infection in the urinalysis, and lack of significant

perinephric stranding on the CTA/P argued against pyelonephritis in our case.

Antibiotics were appropriately discontinued and she was started on

anticoagulation as indicated.

MUCORMYCOSIS MYOCARDITIS MIMICKING ST ELEVATION

MYOCARDIAL INFARCTION Scott M. Butler. New York University,

New York, NY. (Control ID #2945434)

LEARNING OBJECTIVE #1: Identify immunosuppression for vasulitis as

an uncommon risk factor for disseminated mucormycosis

LEARNING OBJECTIVE #2: Recognize mucormycosis myocarditis as a

cause of ST segment elevation and elevated serum troponin

CASE: A 46 year old man with a history of type II diabetes presented to an

outside hospital with hemoptysis, dyspnea and pleuritic chest pain, and was

diagnosed with microscopic polyangiitis. He was treated with methylprednis-

olone and cyclophosphamide. He later developed abdominal pain, and CT

abdomen revealed pneumatosis intestinalis. Pathology from a hemicolectomy

specimen identified rhizopus species concerning for gastrointestinal

mucormycosis, and he was started on amphotericin B. The patient presented

to our hospital after testing revealed a serum troponin of 70, with ST elevation

in the inferior leads on ECG and PR elevation in aVRwithout chest pain. Exam

was notable for temperature of 101 degrees, increased work of breathing and

left orbital proptosis with lateral deviation. Bilateral nares were necrotic with

eschar, with CT evidence of a left orbital infiltrate. CT chest showed bilateral

cavitary lesions. The patient was induced for intubation for hypoxic respiratory

failure, then became hypotensive with degeneration to ventricular fibrillation.

Cardiopulmonary resuscitation was ceased at request of family, and the patient

expired. Autopsy confirmed disseminated mucormycosis with cavitary bron-

chopneumonia, retrocolic abscess, renal involvement and intracranial and

intraorbital extension. The coronary arteries were unremarkable, and cardiac

pathology revealed acute myocarditis with branching fungi.

IMPACT: This patient presented to our center for catheterization for presumed

ST elevation myocardial infarction. Given his pathology-proven disseminated

mucormycosis with pulmonary and gastrointestinal involvement, fungal infil-

tration of the myocardium is an important part of the differential diagnosis.

Consideration of this diagnosis could prevent transfer of critically ill patients

unlikely to be suffering from an acute coronary syndrome for catheterization.

DISCUSSION: Disseminated mucormycosis is caused by invasive rhizopus

organisms that grow best in acidic, glucose-rich environments, hence the

predilection for patients with poorly-controlled diabetes. While intraorbital

and intracranial presentations are most common, disseminated disease is

known to occur in the immunocompromised, typically transplant patients.

Myocarditis and cardiac involvement generally are poorly-described, although

a 2004 case report describes autopsy-proven mucormycosis myocarditis that

presented with ST elevations on ECG and severe systolic dysfunction that

progressed over the course of 8 hours. In our patient, the PR segment elevation

in lead aVRwith diffuse PR depressions and inferior STelevations were highly

suggestive of acute myopericarditis in the setting of elevated serum troponin.

MULTIFOCAL HEMORRHAGIC TRANSFORMATION FOLLOW-

ING T-PA ADMINISTRATION Emmanuel K. Addo-Yobo1; Jennifer

Treece1; Chidinma Onweni1; Ahmad Albabissi1; Akilesh Mahajan1; Christian

Rosero1; Kenneth Smith2. 1East Tennessee State University, Johnson City, TN;
2Wellmont Health System, Bristol, TN. (Control ID #2944964)

LEARNINGOBJECTIVE #1: Recognize risk factors for hemorrhagic trans-

formation following t-PA administration

CASE: A 73-year-old man presented with a one-hour history of right-sided

sensory loss and expressive aphasia. Noncontrast head Computed tomography

(CT) had no acute changes. CT angiogram (CTA) was unremarkable. t-PA

therapy was initiated. Shortly thereafter, the patient developed rapid neurologic

deterioration, and a stat magnetic resonance imaging (MRI) demonstrated

hemorrhagic foci in multiple lobes, with the largest hematoma measuring

6cm. This finding was unexpected given that hemorrhagic transformation of

ischemic stroke most frequently causes localized bleeding at the site of a

preexisting infarct rather than at multiple discrete foci in apparently uninvolved

brain parenchyma.

IMPACT: The potential life-threatening outcome of t-PA therapy despite

adherence to standard of care guidelines. It further emphasizes the need to

clearly define the risks and benefits of t-PA administration to eligible candi-

dates; because even when no apparent contraindication exist, there are

unidenfied risk factors for hemorrhagic transformation.

DISCUSSION: The multifocal pattern of hemorrhage observed here raises

questions as to the nature of the initial insult and/or underlying structural

abnormalities of the vasculature that may have predisposed such diffuse

involvement. For example, it may be that this represents the destabilization

of multiple foci of ischemia that resulted from a diffuse embolic phenomenon

which was not initially visualized on CT/CTA. Additionally, structural abnor-

malities in the vasculature such as cerebral amyloid angiopathy or remodeling

due to chronicmicrovascular changesmay have contributed. Unfortunately our

patient passed 2 days later and autopsy was declined. The multifocal hemor-

rhagic transformation observed here may demonstrate shortcomings in current

tPA criteria or even point to unidentified risk factors for hemorrhagic transfor-

mation. It demonstrates the life-threatening potential of t-PA administration in

the acute management of stroke despite adherence to standard-of-care medical

practices. While significant strides have been made in educating the public on

the importance of expeditious identification of ischemic stroke for rapid

treatment, the risks and benefits of t-PA administration for eligible candidates

must continue to be clearly defined. To accomplish this, further elucidation of

patient risk factors and more thorough screening prior to tPA administration

may be warranted as demonstrated by the outcome this patient

MULTIPLE THROMBOEMBOLIC EVENTS IN A FULLY

ANTICOAGULATED PATIENT Cheng Ding; Michael Dennis; Ashley N.

Tran. Boston Medical Center, Boston, MA. (Control ID #2929680)

LEARNINGOBJECTIVE #1:Recognize that embolic events can occur with

a therapeutic INR
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LEARNING OBJECTIVE #2: Recognize that more research is needed to

standardize the acute and chronic management of embolic stroke despite

therapeutic anticoagulation

CASE: A 54-year-old male with history of chronic kidney disease, hyperten-

sion, permanent atrial fibrillation on warfarin presented with transient word

finding difficulty and left lower extremity numbness. These symptoms self-

resolved a few minutes after onset. On arrival, his neurologic exam was

unremarkable. A CT head without contrast showed no acute pathology. His

INR was 2.95 and was stable over the last several months. His troponin peaked

at 3.85, but he denied any chest pain and had no changes in his baseline ECG.

There was concern for cerebral and coronary embolism given the temporal

relationship of his neurologic symptoms and troponinemia. This hypothesis

was further supported by an MRI which showed multiple embolic foci

scattered throughout the left cerebral hemisphere and right occipital lobe. A

trans-esophageal echocardiogram showed significant smoke in the left atrial

appendage, suggesting the presence of an occult thrombus. The decision was

made to restart his anticoagulation immediately with a new INR goal of 2.5 to

3. The patient was discharged one week after admission and had no subsequent

embolic or hemorrhagic events.

IMPACT: Our patient suffered thromboembolic events despite having a ther-

apeutic INR. While anticoagulation failures are rare, embolic stroke should

always be considered in patients with atrial fibrillation who report neurologic

symptoms regardless of their anticoagulation status. Suspicion should be

heightened if there are concomitant signs of ischemia in other organs.

DISCUSSION: Management of anticoagulation for our patient was particu-

larly challenging as the risk for recurrent embolic events in the presence of a

left atrial thrombus had to be weighed against the risk of hemorrhagic stroke

transformation. Currently, there is little consensus on the appropriate timing of

anticoagulation after embolic stroke. The American Stroke Association rec-

ommends starting anticoagulation within two weeks, but longer intervals are

necessary for patients with large infarcts or uncontrolled hypertension. The

recommendation does not specify how soon to initiate therapy within the two

week period. Furthermore, there are no guidelines for secondary stroke pre-

vention when a patient is adequately anticoagulated at the time of stroke. The

use of higher intensity warfarin for an increased target INR goal of 2.5 to 3.5

has been studied, but there is little data to confirm the effectiveness and safety

of this practice. Therefore, we feel more research is needed to standardize the

acute and chronic management of patients with atrial fibrillation who suffer

embolic strokes despite optimal anticoagulation.

MYHEADHURTSONLYWHEN I STANDUP!Keita Hibako1; Tomohiro

Murakami2; Suguru Matsuzaka1; Yoshimoto Serizawa1; Shadia Constantine1.
1Teine Keijinkai Hospital, Sapporo, Japan; 2Sapporo Miyanosawa Neurosur-

gical Hospital, Sapporo, Japan. (Control ID #2946076)

LEARNING OBJECTIVE #1: 1.Recognize the clinical features of sponta-

neous intracranial hypotension(SIH). 2.Describe the testing process and treat-

ment of SIH.

CASE: Our patient was a 28-year-old healthy woman who developed dry

cough, sore throat and posterior headache for 1-week and posterior neck pain

for one-day. The headache had not responded to NSAIDs. She explained that

the pain would completely resolve when supine and would start and rapidly

progress when sitting or standing for even short periods of time. She had spent

the entire week lying in bed; she was only able to eat supine and was unable to

walk. She denied fever, chills, trauma, nausea, vomiting, and other neurolog-

ical symptoms. She smoked 10 cigarettes a day. Her physical exam demon-

strated normal vital signs and no distress while supine in bed. She was able to

stand up without help, but within 30 seconds, she would begin grimacing and

complaining of worsening head and neck pain until it became unbearable and

she had to lie down. The pain would completely disappear within 5 minutes of

regaining the supine position. Her blood work, head and neck computed

tomography and magnetic resonance were normal. We attempted a lumbar

puncture (LP) but no CSF was obtained. Given the striking orthostatic char-

acter of her pain, we suspected intracranial hypotension. An anesthesiologist

repeated the LP eliciting a small amount of clear CSF measuring an opening

pressure of zero (0). The amount collected was not enough for testing. The

patient was referred to neurosurgery, which repeated the LP with the same

results. A myelogram revealed an epidural fluid collection, which supported

the diagnosis of a CSF leak. A blood patch significantly decreased the patient's

pain at her 1-month follow up. The final diagnosis was spontaneous intracra-

nial hypotension.

IMPACT: We report this case to raise awareness since these patients are

frequently misdiagnosed as migraine, meningitis, posterior cervical strain,

subarachnoid hemorrhage, subdural hematoma, postural orthostatic tachycar-

dia syndrome (POTS) and psychogenic/malingering.

DISCUSSION: Spontaneous intracranial hypotension (SIH) is a poorly un-

derstood condition in which patients have very low levels of cerebrospinal

fluid (CSF) in the absence of an identifiable leak. It affects 1 in 50,000 people.

Proposed explanations include an occult structural weakness of the meninges

and increased CSF absorption due to increase negative pressure within the

inferior vena cava. Cases of SIH have been reported in women, postcoitus,

trauma, and with collagen related genetic pathologies. The most striking and

frequent symptom is orthostatic headache, which resolveswith supine position.

As it was the case with our patient, a lumbar puncture is necessary to document

an opening pressure below 60 mmH2O. The imaging of choice is magnetic

resonance (sensitivity of 72.3%) and the treatment depends on the severity of

symptoms and ranges from conservative medical therapy for mild cases to

epidural blood patch for severe cases.

MY LUNG BROKE MY HEART!: TAKOTSUBO CARDIOMYOPA-

THY DUE TO PNEUMONIA Navid Ahmed; Himali Gandhi; Daniel Sims.

Montefiore Medical Center-Albert Einstein College of Medicine, Bronx, NY.

(Control ID #2940894)

LEARNING OBJECTIVE #1: Recognize infection as an etiology of

Takotsubo's Cardiomyopathy (TTC)

LEARNING OBJECTIVE #2: Review pathophysiology of TTC in sepsis

CASE:An 82-year-old female with a history of coronary artery disease (CAD)

with a drug eluting stent placed in the left circumflex (LCx) artery, hyperten-

sion, hyperlipidemia, and dementia presented from a nursing home with

recurrent non-positional and non-pleuritic chest pain. Due to underlying de-

mentia further history could not be obtained. The pain was associated fever and

cough. Of note, 10 days prior to presentation, the patient had an echocardio-

gram performed which was normal with an ejection fraction (EF) of 60%. On

presentation to the emergency department, her blood pressure was 113/78 mm

Hg, pulse of 137 beats/min, and temperature of 100.5 degrees Fahrenheit.

Electrocardiogram (ECG) showed ST segment elevations in I, avL, and V3-

V6. Chest x-ray revealed a right middle lobe and right lower lobe pneumonia.
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The patient's initial creatinine phosphokinase (CPK) and troponin T were

elevated and ultimately peaked at 470 U/L and 1.39 ng/mL, respectively.

The patient was emergently taken for cardiac catheterization after verification

of goals of care with her health care proxy. There was non-obstructive CAD

with an EF of 20% on angiography with left ventriculogram showing a

hypercontractaile base and apical akinesis. Repeat echocardiogram 4 weeks

after presentation revealed normal EF and normal wall motion, confirming a

diagnosis of TTC.

IMPACT: Patients who typically present with TTC have an inciting

emotional stress event that is pinpointed as the etiology. Acute infec-

tion is rarely associated with TTC. This case highlights a patient who

presented with signs and symptoms of pneumonia as an etiology of

TTC.

DISCUSSION: TTC is a cardiac syndrome that oftenmimics acute myocardial

infarction and presents with reversible systolic dysfunction of the left ventricle

with apical akinesis without the presence of obstructive CAD in a correlating

vascular distribution. Potential mechanisms of TTC include multi-vessel cor-

onary vasospasm, coronary microvascular dysfunction and catecholamine

cardiotoxicity. TTC is commonly triggered by emotional stress, however rare

cases from acute infection have been reported. A systematic review of sepsis

and TTC hypothesize that inflammatory markers such as TNF-alpha and IL-

1beta along with other cytokines act as a trigger for cardiac sympathetic nerve

discharge leading to an elevated norepinephrine state and myocardial dysfunc-

tion. Another possible mechanism is myocardial ischemia due to inadequate

coronary blood flow during sepsis. In this case, pneumonia was an infectious

trigger for the episode of TTC. While emotional stressors are commonly

associated with TTC, internists should be aware that triggers such as infection

can also be a trigger.

MYCOBACTERIUM ABSCESSUS INFECTION FOLLOWING COS-

METIC SURGERY INTHEDOMINICANREPUBLICEmilie P. O'Neill.

Yale Primary Care Residency Program, New Haven, CT. (Control ID

#2943264)

LEARNING OBJECTIVE #1: Identify the unique challenges involved in

diagnosis and management of patients who are medical tourists

LEARNING OBJECTIVE #2: Discuss the clinical manifestations of infec-

tions caused by rapidly growing mycobacteria (RGM)

CASE: This case regards a 36-year-old woman who presented to the emer-

gency department (ED) with pain in her lower abdomenwhere twoweeks prior

she had undergone abdominoplasty and liposuction in the Dominican Repub-

lic. On initial evaluation, the patient was afebrile and tachycardic to the low

100s with otherwise stable vitals. Physical exam and laboratory findings were

grossly within normal limits. A CT of the abdomen revealed skin induration

and thickening thought to be consistent with acute post-surgical changes and

the patient was discharged. Over the following month, the patient had outpa-

tient encounters with both a plastic surgeon and her primary care provider and

was also seen in the ED on two more occasions. Despite continued pain,

infection was not suspected. Finally, 6 weeks following surgery, worsening

discomfort prompted the patient to again present to the ED where she was

found with low-grade fever. When repeat CT demonstrated multiple abscesses

in the ventral abdominal wall, the patient was admitted, underwent IR-guided

drainage of the abdominal wounds and was started on empiric broad spectrum

antibiotics. When culture results returned with Mycobacterium abscessus, the

patient was started on clarithromycin, amikacin and cefoxitin with improve-

ment in her symptoms with a total planned course of 6 months duration.

IMPACT: Though M. abscessus is a rare cause of human infection, its ability

to form biofilms along with intrinsic resistance to multiple antibiotics has

implicated it in contamination of both surgical equipment and pharmaceutical

supplies leading to postsurgical infections. While domestic infections with M.

abscessus remain rare, the rise of medical tourism among patients in the US

who travel abroad for procedures has come a corresponding rise in M.

abscessus infections, especially among medical tourists receiving cosmetic

surgery. This trend presents an important public health problemwith associated

challenges in both diagnosis and adequate treatment.

DISCUSSION: This case raises many of the issues that come to light

for physicians and public health agencies when caring for medical

tourists, from the lack of clear instructions for follow up or removal

to the role of otherwise uncommon infectious etiologies in this patient

population. As in this patient's case, the presentation of non-

tuberculous mycobacteria can be subtle and insidious. Additionally,

gram staining and standard cultures are not sensitive for this pathogen,

and most clinical microbiology laboratories are not equipped to dis-

tinguish between subspecies or to conduct sensitivity testing, all of

which factors make diagnosis and timely treatment difficult. Accord-

ingly, more comprehensive reporting of cases like this is an important

objective.

MYELOMAMIMICKERSKapil Saxena; Hana Lim. UCSF, San Francisco,

CA. (Control ID #2946096)

LEARNING OBJECTIVE #1: Recognize the clinical features of prolonged

hyperparathyroidism

LEARNING OBJECTIVE #2: Recognize hungry bone syndrome

CASE: A 67-year-old female with a history of hypertension and partial left

nephrectomy presented with 4 days of left sided rib and abdominal pain. Other

symptoms included constipation and leg weakness resulting in her being non-

ambulatory for 3 years. Since immigrating from Honduras 2 years prior she

had not received medical care. On physical exam she was alert and oriented

with left costal margin tenderness, bilateral leg weakness, and a proximal right

upper arm deformity. Initial laboratory studies were notable for serum calcium

13.1 mg/dl, Cr 1.24 mg/dl, phosphorous 2.5 mg/dl, albumin 4.1 g/dl, alkaline

phosphatase 2144 U/L (GGT 54 U/L), and hemoglobin 9.3 g/dl. Abdominal

CT demonstrated numerous lytic bone lesions and multiple non-obstructing

renal stones. Intact PTH levels returned at 1924 pg/ml. A subsequent thyroid

ultrasound and CT showed a 3 cm mass posterior to the right thyroid lobe

without adjacent lymphadenopathy. The patient's hypercalcemia was initially

managed with IV hydration and cinacalcet. Otolaryngology performed a

parathyroidectomy; intraoperative PTH levels fell from 1859 pg/ml pre-

excision to 272 pg/ml 10 min post-excision and 127 pg/ml 30 min post-

excision. Histopathology of the mass demonstrated a 4 cm atypical parathyroid

adenoma. The diffuse lytic bony lesions were determined to be osteitis fibrosis

cystica or brown tumors. Following parathyroidectomy, her calcium levels

significantly decreased requiring continuous IV calcium for 2.5 weeks. She

was discharged with oral calcium and vitamin D supplementation. On follow-

up her pain was improving and she was ambulating with assistance.

IMPACT:How did this case change my practice? Although most inpatient

cases of hypercalcemia are due to malignancy, this case was a reminder of the
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importance of sending an intact PTH and considering hyperparathyroidism.

Treatment with bisphosphonates is appropriate for cases of refractory malig-

nant hypercalcemia but can be harmful in cases of primary hyperparathyroid-

ism due to the risk of worsening post-operative hypocalcemima.

DISCUSSION: Hypercalcemia is a feature of both plasma cell dyscrasias

and hyperparathyroidism and can lead to similar patient presentations. In this

case, the elevated PTH and diagnosis of a primary parathyroid process helped

determine that her lytic bony lesions were brown tumors. Brown tumors

represent non-neoplastic sites of excessive osteoclast activity seen in an esti-

mated 3% of cases of primary hyperparathyroidism. Post-parathyroidectomy,

these patients are prone to profound hypocalcemia due to the sudden drop in

PTH, termed the "hungry bone syndrome" (HBS), which requires aggressive

intravenous calcium repletion. As the incidence of HBS post-

parathyroidectomy is more common in patients with brown tumors (>25%)

than without (<10%), it is important that patients with brown tumors be closely

monitored inpatient post-parathyroidectomy.

MYOCARDITIS IN A PATIENT RECENTLY STARTED ON

MESALAMINE TO TREAT ULCERATIVE COLITIS Vishal Shah1, 2;

Eugene Yuriditsky2. 1NYU, Long Island City, NY; 2New York University

School of Medicine, New York City, NY. (Control ID #2946252)

LEARNING OBJECTIVE #1: Myocarditis is a potential complication of

both Mesalamine and Ulcerative Colitis

CASE: A 33-year-old male with a history of Ulcerative Colitis (UC) was

recently started on mesalamine and budesonide 1 week prior to admission

for a UC flare. He presented to the emergency department with central chest

pressure radiating to the right arm associated with diaphoresis. Patient was

hemodynamically stable with an intial troponin-I level of 1.55 ng/mL. Elec-

trocardiogram demonstrated sinus rhythm with an incomplete right bundle

branch block. A CT angiogram of the chest excluded pulmonary embolism. A

transthoracic echocardiogram demonstrated a left ventricular ejection fraction

of 55%, normal right ventricular function, and no valvular disease. The patient

was admitted to the cardiology service and with ongoing episodes of chest

pressure and rising cardiac biomarkers (Troponin-I of 5.18 ng/mL). Coronary

angiography did not reveal any coronary disease. Myocarditis, either an

extraintestinal manifestation of UC or mesalamine-induced, was thought to

be the etiology. Cardiac magnetic resonance imaging (cMR) demonstrated

patchy areas of mid wall late myocardial gadolinium enhancement in a non-

vascular territory distribution, compatible with myocarditis. Gastroenterology

was consulted, flexible sigmoidoscopy demonstrated active colitis,

mesalamine was discontinued. His symptoms resolved over the next 36 hours

and thereafter was treated with budesonide and infliximab.

IMPACT: This was a case of myocarditis masqueraded by signs and symp-

toms of the more common diagnoses, acute coronary syndrome and pulmonary

embolism, both associated with inflammatory bowel disease flares. Familiarity

with this pathologymay reduce alternative testing and lead to prompt treatment

by discontinuation of the offending agent.

DISCUSSION: Mesalamine, a 5-aminosalicylic acid derivative, is associated

with a rare but potentially morbid and lethal myocarditis. Patients generally

present 2-4 weeks after initiation of therapy with symptoms of chest pain or

dyspnea, and may demonstrate leukocytosis, electrocardiographic abnormali-

ties, or elevated cardiac biomarkers. Symptomatic resolution occurs after drug

discontinuation. Rarely, peri- and myocarditis present as extraintestinal

manifestations of UC. Precise mechanism of mesalamine induced myocarditis

is unknown, however, thought to be a hypersensitivity reaction given report of

myocardial biopsy-proven eosinophilic infiltrate in mesalamine myocarditis,

improvement after drug discontinuation, and know hypersensitivity reactions

involving other organs. Cardiac magnetic resonance imaging (cMR) has a

unique advantage to characterize myocardial tissue and define edema, a

hallmark of inflammation, and necrosis. Identification of regional edema in a

non-ischemic distribution is compatible with the diagnosis of myocarditis in

the appropriate clinical context. In our case cMR confirmed the diagnosis of

myocarditis and time course made the association with mesalamine most

likely.

MYSTERY OF DERANGED LIVER TESTS IN A SICKLE CELL

PATIENT Saliha Saleem; Ejaz Shah; MohammadAli Ahmad; Hiliary Hertan.

Montefiore Medical Center, Bronx, NY. (Control ID #2945819)

LEARNING OBJECTIVE #1: Considering hydroxyurea as a possible cause

of deranged liver tests in a sickle cell patient.

LEARNING OBJECTIVE #2: Recognizing the importance of medication

reconciliation during patient admission.

CASE: A 33 year-old man with sickle cell disease was admitted with vaso-

occlusive crisis. His home medications included folic acid and hydroxyurea.

Pertinent labs on admission were: hemoglobin 8g/dl, bilirubin 5mg/dl, alanine

aminotransferase (ALT) 13U/L, aspartate aminotransferase (AST) 27U/L,

alkaline phosphatase 70U/L, reticulocyte percent of 12. He was resumed on

his home medications and treated with intravenous hydration and analgesics.

On hospital day three he complained of increased body itching. His repeat liver

tests were significantly deranged, with bilirubin 28mg/dl (direct bilirubin

18mg/dl), ALT 80U/L, AST 138U/L, and alkaline phosphatase 240U/L. His

hemoglobin and reticulocyte percent remained stable. Hepatitis serologies,

autoimmune hepatitis panel and urine toxicology screen was reported as

normal. Ultrasound of abdomen revealed no evidence of stones or thrombosis.

MRCPwas also reported negative for stones, strictures or ductal dilatation. On

hospital day five, bilirubin peaked at 40mg/dl, at which point hydroxyurea was

discontinued. Within two days, his bilirubin decreased drastically. Patient later

revealed that he had stopped taking hydroxyurea two months prior to

admission.

IMPACT: In a sickle cell patient, abnormal liver tests opens a wide differential.

Tracing the root cause might require extensive workup but eventually treat-

ment might land up on simple intervention; like discontinuation of a

medication.

DISCUSSION: Sickle cell hepatopathy encompasses multiple etiologies for

liver tests derangement in a sickle cell patient. Common causes include acute

hemolytic crisis, hepatic sequestration, intrahepatic cholestasis, and cholelithi-

asis. Hydroxyurea is commonly used in the management of myeloproliferative

diseases and sickle cell disease. It has been known to decrease complications

and improve survival in sickle cell disease. Common side effects associated

with it include myelosuppression, cutaneous vasculitis, and teratogenicity.

There are case reports of hydroxyurea-induced liver toxicity in patients with

underlying myeloproliferative disorders, but the exact mechanism is unknown.

It is hypothesized to have direct toxic effect on the liver. This case presents an

interesting case with a rare, idiosyncratic adverse reaction requiring discontin-

uation of hydroxyurea. Medication errors represent the most common patient

safety error. Approximately 50 percent of medication errors are secondary to
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inadequate reconciliation during admission, transfer, and discharge of patients.

Length of hospital stay and total cost during admission is increased when any

adverse drug event occurs. Medication reconciliation is a combined effort by

physician, nurses and patients. In our patient, medicationswere reconciled with

him again that helped us identify hydroxyurea as offending agent.

NEARLYMISSING THE FOREST FORTHE TREES: AN ATYPICAL

CAUSE OF HYPOXIA Thomas D. Filardo; Thuy-Quynh J. Le; Julia E.

Limes. University of Colorado, Aurora, CO. (Control ID #2946683)

LEARNING OBJECTIVE #1: Diagnose pulmonary lymphangitic carcino-

matosis as an etiology of progressive dyspnea.

LEARNING OBJECTIVE #2: Recognize momentum and anchoring bias in

a pulmonary-focused case.

CASE: A 54 year-old woman with a 60 pack-year smoking history presents

with four months of progressive cough and exertional dyspnea. History is

notable for a mother with rheumatoid arthritis, but the patient has no known

rheumatologic conditions or environmental exposures. Recent outpatient man-

agement included empiric antibiotic and steroid therapy for presumptive

pneumonia and COPD exacerbation; however, due to symptom progression,

pulmonary function tests and imaging were obtained, revealing restrictive

disease and multiple areas of ground glass opacities. To rule out atypical

infection, interstitial lung disease, and bronchiolitis, bronchosopy and

transbronchial biopsies were pursued; however, these failed to identify a

specific etiology. On admission, patient is tachypneic and hypoxic with diffuse

wheezing and no jugular venous distension. Computed tomography (CT) is

negative for pulmonary embolism but demonstrates extensive septal thicken-

ing with diffuse peripheral ground glass opacities and consolidative opacities

primarily in the upper lobes. There is mild mediastinal and hilar adenopathy.

Low attenuation of the distal pancreatic body and tail is noted, but visualization

of the upper abdomen is incomplete and further workup of this finding is

initially deferred. In light of previous work up, a video-assisted thoracoscopic

surgery (VATS) biopsy is pursued for definitive diagnosis. However, after

careful re-examination, the patient is found to have an enlarged left

supraclavicular lymph node that is biopsied and reveals adenocarcinoma.

The VATS biopsy is canceled and a CT abdomen and pelvis demonstrates a

40mm mass in the pancreas body and tail. Esophagogastroduodenoscopy and

endoscopic ultrasound with fine needle aspiration confirms metastatic pancre-

atic adenocarcinoma with likely pulmonary lymphangitic carcinomatosis. Our

patient ultimately elects to forgo chemotherapeutic therapy to focus on symp-

tomatic care.

IMPACT: This case illustrates the importance of a thorough physical

exam, careful review of all imaging findings, and vigilance against

momentum and anchoring bias. I will include lymphagitic carcinoma-

tosis in my differential for patients with subacute, progressive dyspnea

and consider a unifying diagnosis in the setting of seemingly uncon-

nected imaging findings.

DISCUSSION: Pulmonary lymphangitic carcinomatosis is a rare manifesta-

tion of end-stage malignancy and diagnosis is often delayed due to nonspecific

symptoms. Imaging findings such as septal thickening and ground glass

opacities are often suggestive of primary pulmonary etiologies; thus, thorough

physical examination and careful review of imaging findings are imperative.

Early recognition may prevent unnecessary invasive procedures on the way to

diagnosis.

NECROTIZING FASCIITIS DUE TO COMMUNITY-ASSOCIATED

METHICILLIN-RESISTANT STAPHYLOCOCCUS AUREUS IN AB-

SENCE OF ASSOCIATED RISK FACTOR Sheharyar Minhas. Nazareth

Hospital, Bensalem, PA; Emory University, Atlanta, GA. (Control ID

#2908382)

LEARNING OBJECTIVE #1: ● Recognize that monomicrobial community

associated methicillin-resistant S. aureus (MRSA) necrotizing fasciitis (NF)

can present without any known risk factors. ● Assess severity of NF. ● Treat

and manage monomicrobial infection with MRSA.

CASE: A 61-year African-American female with history of hypertension,

morbid obesity, and arthritis presented with one day history of right forearm

redness and swelling. She experienced a fall one week prior to admission but

denied any open wounds, abrasions or rashes. She had no prior documented

MRSA infections. Initial CT scan of the right arm showed diffuse subcutane-

ous and deep soft tissue edema throughout the forearmwithout any presence of

gas. Laboratory studies revealed a lactate of 4.2 and WBC of 39,000. The

patient was transferred to the ICU and started on broad spectrum antibiotics.

She continued to complain of severe arm pain and on exam had decreased

perfusion to distal extremities and tenderness out of proportion. She was

evaluated by the surgical team and underwent medial and lateral compartment

forearm fasciotomy for concern of compartment syndrome. The patient sub-

sequently developed respiratory failure and septic shock requiring vasopres-

sors. On day 2 she underwent extension of the fasciotomy of right forearm and

was found to have many purulent pockets with necrotic subcutaneous tissues

and fascia extending into the right upper extremity. On day 3 she underwent

further excisional debridement of the skin, subcutaneous tissue, fascia, and

muscles of her right forearm and upper extremity. Wound cultures were

positive for monomicrobial infectionwithMRSA, and blood cultures remained

negative. She eventually was transferred to a skilled nursing facility and

underwent a skin graft, and has regained full range of motion in her right

upper extremity.

IMPACT: This case illustrates that clinical suspicion should always be

high for MRSA NF infection regardless of presence or absence of

coexisting conditions or risk factors in a community setting. This case

adds to the current literature that community associated MRSA infec-

tion should remain high on differentials list in any NF patient, regard-

less of co-existing conditions or risk factors. Prompt recognition and

treatment of community-associated MRSA can significantly reduced

morbidity and mortality as well as the medical cost.

DISCUSSION: This case revealed that monomicrobial MRSA NF infection,

with no coexisting conditions or risk factors, can present in a community

setting. MRSA associated NF can present without any skin damage or associ-

ated comorbidities including diabetes mellitus, IV drug use, cancer, liver

disease, and immunosuppression. Further studies should be conducted to study

the association between monomicrobial MRSA infection NF in the absence of

any associated risk factors. Community associated MRSA infection should

remain high on clinicians' differential in any NF patient, regardless of any risk

factors.

NEUROLOGY MEETS NUTRITION: A CASE OF RAPIDLY PRO-

GRESSIVE WEAKNESS AND HYPOESTHESIA Ryan M. Hyde1; Amy

J. Sheer2; Christine Smith2; Christopher P. Robinson2. 1UFL, Gainesville, FL;
2University of Florida, Gainesville, FL. (Control ID #2936000)
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LEARNING OBJECTIVE #1: Recognize the diagnosis of Chronic Inflam-

matory Demyelinating Polyneuropathy (CIDP).

LEARNING OBJECTIVE #2: Identify the clinical presentation of multiple

nutritional deficiencies with their sequelae.

CASE:A 49 year old female presented with complaints of fatigue, weight loss,

dysphagia, ascending paraparesis and associated paresthesia. Her diet at pre-

sentation consisted solely of soft drinks. Three months prior, she was diag-

nosed with Chronic Inflammatory Demyelinating Polyneuropathy (CIDP) and

subsequently failed treatment with intravenous immunoglobulin (IVIG). Exam

findings were significant for global 3/5 strength, decreased sensation to all

modalities in the lower extremities and cerebellar signs including dysmetria

and ataxic gait. Laboratory data was significant for a creatine kinase level of

492 U/L in the presence of normal or absent values of the following: B12,

aldolase, urine drug screen, myoglobinuria, heavy metals, human immunode-

ficiency virus, antinuclear antibodies, urine porphyrins, and myositis antibod-

ies. Serum copper, zinc, and folate levels were low at 70 ug/dL, 50 ug/dL and

2.5 ng/mL respectively. Nerve conduction studies (NCS) suggested lumbar

radiculopathy supported by magnetic resonance imaging findings of L4-L5

disc protrusion. Cerebrospinal fluid (CSF) analysis showed normal protein and

glucose levels with mild lymphocytic pleocytosis, likely from IVIG adminis-

tration. Increased caloric intake along with folate and thiamine supplementa-

tion lead to clinical improvement.

IMPACT: The patient presented for management of a potentially devastating,

refractory neurologic condition. Without further evaluation and in-depth his-

tory taking, the signs and symptoms of nutritional deficiencies would have

been missed. Early CSF analysis and NCS are useful in ruling out CIDP.

DISCUSSION: CIDP is characterized by proximal and distal muscle weak-

ness, sensory dysfunction, and progression over at least two months. CSF

analysis is not essential for diagnosis but can be helpful as CSF protein <100

mg/dL rules out the diagnosis of CIDP. This patient's unremarkable CSF

protein level and NCS findings excluded the diagnosis of CIPD, requiring an

alternative diagnosis. Copper deficiency leading to neuromuscular weakness

has been well documented. Differentiation of copper deficiency from CIDP is

accomplished by CSF analysis, NCS and serum copper levels. Deficiency of

copper is often seen in patients with gastric bypass, celiac disease, failure to

thrive, and Menke's disease. Our patient subsisted on a diet composed of soft

drinks thus predisposing her to nutrient deficiency. Zinc and folate deficiencies

contributed to her neurologic and gastrointestinal complaints. Recognizing

symptoms associated with nutritional deficiencies is imperative. These com-

plicated clinical presentations warrant a broad differential diagnosis, thorough

history taking, and appropriate diagnostic evaluation. Without these key com-

ponents, misdiagnosis is likely to occur.

NEW ONSET HYPERTENSIVE URGENCY FOLLOWING RENAL

ARTERY EMBOLIZATION Nicholas J. Beccarino; Jason Ng; Cindy Fang.

NYU Langone Medical Center, New York, NY. (Control ID #2905533)

LEARNING OBJECTIVE #1: Appreciate hypertensive urgency as a poten-

tial late side effect of renal artery ablation (RAE)

LEARNING OBJECTIVE #2: Understand the importance of long-term

blood pressure monitoring following renal artery ablation

CASE: A 64-year-old year old woman with no personal or family history of

hypertension was diagnosed with right renal angiomyolipoma incidentally on

work up for latent TB and referred to interventional radiology for partial right

RAE. On routine follow up one week post procedure, she was noted to be

normotensive. One-month post procedure while receiving a screening mam-

mogram, the patient was found to be hypertensive and was referred to the

emergency room. On admission she was asymptomatic but found to have a

systolic blood pressure in the 200s. Renal artery stenosis or dissection was

ruled out via CT angiogram of the abdomen and renal angiography by inter-

ventional radiology. No end organ complication was found. Serum renin was

measured at 20, five times the upper limit of normal. Her blood pressure

stabilized in the 130s with the initiation of amlodipine, and she was discharged

the following day.

IMPACT: Although rare, hypertensive urgency and emergency are potentially

life-threatening complications of RAE. While patients typically do not receive

long-term monitoring post procedure, this condition may present weeks fol-

lowing embolization as evident in this case. With this in mind, patients require

frequent and long-term blood pressure monitoring following RAE even in the

absence of prior hypertension to prevent this potentially life-threatening

complication.

DISCUSSION: RAE can either be total or partial in cases when functional

areas of the kidneys need to be spared. In patients receiving total RAE, the

Juxtaglomerular apparatus (JGA) will likely be ablated as well, eliminating the

initial step in the RAAS system and leaving the remaining kidney to compen-

sate. Existing data regarding post procedural complications of RAE fail to

demonstrate an increased risk of hypertension. Despite the lack of extensive

evidence for this complication, there are several case reports suggesting that

severe increases in blood pressure may occur, occasionally with fatal results.

This seemingly paradoxical effect following a procedure that can be used in the

treatment of hypertension is thought to be related to the degree to which the

blood supply to the kidney is ablated. In patients that receive only partial

embolization of the renal artery, the JGA may still be viable. Rarely, the

residual JGA may increase RAAS activity in the setting of lower effective

arterial blood volume. This mechanism is consistent with the increased renin

activity noted in our patient. Blood pressure monitoring for weeks post embo-

lization should be implemented to minimize the risk of hypertensive emergen-

cy in this patient population. This condition should also be included on the

differential for any patient presenting with hypertension post RAE.

NEW ONSET SEIZURE

A COMMON CONDITIONWITH AN UNCOMMON CULPRIT Charit

Taneja; Sandeep Soman; Shamit Patel. Mount Sinai Beth Israel, New York,

NY. (Control ID #2945717)

LEARNING OBJECTIVE #1: Recognize vitamin B12 deficiency as a

potential rare and treatable cause of seizures

CASE: A 79-year-old male with past medical history of dementia, coronary

artery disease, and hypertension presented to the hospital with a five-minute

seizure witnessed by family. The seizure was noted to be a tonic-clonic episode

followed by post-ictal confusion and associated with urinary incontinence. The

patient lacked a prior history of seizures. On exam, the patient was noted to

have slurred speech with diminished lower extremity reflexes bilaterally and

intact motor function. Gait was unable to be assessed on presentation. Initial

labs were significant for leukocytosis of 15.1K/uL and elevated lactate of

9.7mmol/L, both of which normalized. No identifiable source of infection or

electrolyte abnormality was found. CT scan of the brain showed no acute
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findings. MRI of the brain revealed an area of restricted diffusion in the

cerebellar vermis with a possible calcification, unlikely to be the source of

seizure based on location. Electroencephalogram showed mild-to-moderate

diffuse cerebral dysfunction. The patient had an undetectable vitamin B12

level (<150pg/ml), a moderately elevated homocysteine level of 15.8 umol/L

(reference range <11), and a normal methylmalonic acid level. Macrocytosis

was noted with mean corpuscular volume of 101fL. The patient was given

intramuscular B12 supplementation with significant improvement in mental

status and no further seizures. Further workup revealed positive intrinsic factor

antibodies, but biopsy results were not consistent with pernicious anemia. He

was not started on any antiepileptic medications and was discharged on B12

supplementation.

IMPACT: This case shows the importance of looking for rare causes of

seizures, such as severe B12 deficiency. It is crucial to evaluate all metabolic

and structural sources of seizures. For this patient, it is not definitively clear

what led to his presentation, and what contribution his low B12 levels and

abnormal MRI finding provided. This allowed us to have a broad differential

diagnosis, and view this as an uncommon potential cause of a relatively

common presentation.

DISCUSSION: Low B12 levels can lead to neuropathy, spinal cord degener-

ation, and psychiatric manifestations. Most commonly, B12 deficiency in-

duced seizures have been found in infants or children due to untreated nutri-

tional deficit or congenital disease, and are rare in adults. The exact association

between B12 levels and seizures is unclear. Elevated homocysteine levels are

known to increase arterial stiffness and lead to cerebrovascular effects (and are

potentially epileptogenic), although our patient's level was only moderately

elevated. Given how treatable B12 deficiency is, even if ultimately not the

source of this patient's condition, it should be on the differential for patients

with unclear neurological presentations, and corrected as tolerated. As in our

case, this can prevent unnecessary medications from being started.

NOBODY MAKES ME BLEED MY OWN BLOOD: EVANS SYN-

DROME IN LUPUS AND ITS IMPLICATIONS Joelle Takahashi1; Mi-

chael Frank3; Sarah A. Stella2; Sarah Dill2. 1University of Colorado School of

Medicine, DENVER, CO; 2Denver Health, Denver, CO; 3University of Col-

orado Anschutz Campus, Denver, CO. (Control ID #2945643)

LEARNING OBJECTIVE #1: Diagnose Evans Syndrome

LEARNING OBJECTIVE #2: Identify three secondary etiologies of Evans

Syndrome

CASE: Our patient is a 47 year-old female who recently immigrated from

South America with a PMH of Crohn's disease, hypothyroidism, and HTN

who presented with 3 weeks of progressive fatigue and severe anemia. Pt

denied any melena, hematochezia and abnormal vaginal bleeding. On physical

exam, vital signs were unremarkable, 3/6 holosystolic murmur, skin pale and

jaundiced. Basic labs were significant for total bilirubin 2.5, hemoglobin 4.1,

platelet count of 80. Further evaluation for anemia and thrombocytopenia

revealed elevated ESR, low C3/C4 levels, high LDH and low haptoglobin,

positive testing for direct antiglobulin, positive warm& cold autoantibody, and

positive autoimmune markers, including ANA, dsDNA, anticardiolipin, and

antihistone. Pertinent negative labs included RNP, anti-Smith, SSA/SSB, lupus

anticoagulant, and hepatitis serologies. She was diagnosed with concurrent

autoimmune hemolytic anemia and immune thrombocytopenia. A CT chest/

abdomen/pelvis with contrast was obtained and revealed diffuse

lymphadenopathy. Axillary lymph node biopsy was interpreted as lymphoid

hyperplasia. Rheumatology and hematology were consulted in this patient's

care. She received a transfusion of 1 unit of packed red blood cells upon

admission. Pulse dose steroids were given for several days without response.

Thus, IVIG was administered for 5 days, with unimpressive results in her

anemia and thrombocytopenia. Azathioprine was then added. At time of

discharge, hemoglobin and platelets were increasing, and our patient was

discharged on a prednisone taper and azathioprine.

IMPACT: Initially, we thought Evans Syndrome (ES) only occurred in the

setting of Systemic Lupus Erythematosus (SLE). However, half of ES cases are

idiopathic and the remainder are secondary to another disease process. Al-

though SLE is a common secondary cause of ES, a thoroughworkup should be

initiated to include other etiologies including hepatitis, lymphoma, leukemia,

multiple myeloma, Sjogren Syndrome, and possibly immunodeficiency syn-

dromes. Anchoring on SLE as a secondary cause may lead to missing the

underlying cause of ES and delay appropriate treatment strategies.

DISCUSSION: Evans Syndrome (ES) is a condition of unknown etiology

thought to be due to immune dysregulation that produces auto-antibodies

targeted against red blood cells and platelets. Approximately 50% of ES cases

are secondary, making an evaluation for possible secondary etiologies of ES

reasonable. Although a rare manifestation in Systemic Lupus Erythematosus

(SLE), ES can occur during the onset of SLE. In ES due to SLE, treatment

strategies focused on controlling cytopenias as well as suppressing the under-

lying disease activity have been shown to lengthen disease remission time and

decrease the frequency of ES exacerbations.

NON-ALCOHOLIC FATTY LIVER DISEASE AS A RISK FACTOR

FOR HEPATOCELLULAR CARCINOMA IN THE ABSENCE OF

CIRRHOSIS Allison Harrington; Milna Rufin. New York University, New

York, NY. (Control ID #2926989)

LEARNING OBJECTIVE #1: Highlight risk factors related to development

of HCC

CASE: A 53-year-old male with no known medical history presented with

right sided neck swelling and pain for one month. He described right arm

weakness, paresthesias, and pain radiating from his right arm to his fingertips,

with associated chronic fatigue and occasional drenching night sweats. He

denied weight loss, cough, or hemoptysis. On examination, he had a large fixed

right neck mass, right arm edema, with decreased sensation and strength.

Admission bloodwork was notable for hemoglobin of 17.6 g/dL, alkaline

phosphatase of 243 u/L, and hemoglobin A1c of 7.2%. A neck CT showed a

lobulated right apical soft tissue mass with first rib and C7/T1 involvement and

brachial plexus compression. Thus, our suspected diagnosis was a pancoast

tumor with brachialplexopathy. However, a staging CT surprisingly showed a

12-cm right liver mass, and it became clear that the apical mass was arising

from the first rib, not from lung parenchyma. The diagnosis then changed from

primary lung to primary liver tumor with metastases, which was confirmed as

hepatocellular carcinoma (HCC) via tissue biopsy, and with elevated AFP and

GGT. There was no evidence of cirrhosis, and the patient had normal INR,

bilirubin, albumin and mildly elevated AST/ALT. Serologies showed hepatitis

B immunity and hepatitis C non-reactivity. After probing for more medical

history, the patient recalled having fatty liver disease and denied alcohol use.

IMPACT: HCC is one of the most common primary liver cancers with a

rapidly increasing incidence. Classical risk factors include chronic hepatitis B
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and C, and alcohol use, which promote cirrhosis leading to HCC. In this

patient's case, the absence of viral hepatitis, alcohol exposure, and cirrhosis

beg the question about other contributing risk factors.

DISCUSSION: Widely recognized as the hepatic manifestation of metabolic

syndrome, non-alcoholic fatty liver disease (NAFLD) can range from simple

steatosis to non-alcoholic steatohepatitis (NASH), with reports of NAFLD/

NASH patients who develop HCC in the absence of cirrhosis or fibrosis.

Curiously, these patients also had features of metabolic syndrome, so it remains

unclear if HCC risk is driven by metabolic syndrome or from secondary

development of NAFLD. In our patient's case, it is reasonable to suggest that

he has metabolic syndrome, and because other HCC risk factors were ruled

out, his HCC risk was most likely related to metabolic syndrome or NAFLD.

Awareness of the relationship between metabolic syndrome/NAFLD and HCC

is especially important because the incidence of metabolic syndrome is rising

and NAFLD is now one of the most common liver diseases worldwide. Given

that patients with metabolic syndrome/NAFLD can develop HCC in the

absence of cirrhosis, this population may benefit from HCC screening even

in the absence of cirrhosis. More studies are needed to elucidate risk factors

associated with the development of HCC in patients with metabolic syndrome/

NAFLD.

NON-MENSTRUAL STAPHYLOCOCCAL TOXIC SHOCK SYN-

DROME Andi Hudler2, 1; Paola C. Roldan2, 1; Tyler M. Miller2, 1. 1Eastern

Colorado VA Medical Center, Denver, CO; 2University of Colorado, Denver,

CO. (Control ID #2944884)

LEARNING OBJECTIVE #1: Diagnose Staphylococcal toxic shock syn-

drome (TSS)

LEARNING OBJECTIVE #2: Recognize the importance of prompt initia-

tion of TSS-specific treatment

CASE: A 71-year-old man with history of bioprosthetic mitral valve replace-

ment presented with a two-day history of diarrhea, nausea, fever, rash, and

confusion. Vitals at time of admission to the Medical Intensive Care Unit

included blood pressure 88/62mmHg, temperature 40°C, pulse 132 beats/

minute, and respiratory rate 32 breaths/minute. Exam revealed a diffuse,

erythematous, macular rash on the patient's abdomen, neck, face, hands, and

thighs. Laboratory evaluation exhibited platelets 30 thou/mm3, creatinine

1.9mg/dL (baseline of 1.2mg/dL), lactate 5.8mmol/L, and WBC 5.8

thou/mm3. The patient met all criteria for diagnosis of Staphylococcal TSS

with fever, rash, hypotension, and multisystem involvement with vomiting,

renal injury, thrombocytopenia, and confusion. Blood cultures were positive

for methicillin-resistant Staphylococcus aureus (MRSA). Echocardiogram

identified a 5.2cm vegetation on the patient's bioprosthetic mitral valve.

Cardiothoracic surgery was consulted for mitral valve replacement,

but the patient was not a surgical candidate due to clinical instability.

Vancomycin, clindamycin, and intravenous immunoglobulin (IVIG)

were administered without clinical improvement. Despite maximal

supportive treatment, the patient had persistently MRSA-positive blood

cultures, and developed multi-organ dysfunction with renal, respiratory,

and hepatic failure. Given his poor prognosis, the patient's family

decided to withdraw care.

IMPACT: This case illustrates the importance of early diagnosis and manage-

ment of TSS. Recognition of TSS should prompt providers to provide

clindamycin to inhibit bacterial toxin production in addition to empiric

broad-spectrum antibiotic coverage. IVIG may provide additional benefit

through toxin neutralization and immunomodulation effects.

DISCUSSION: Toxic Shock Syndrome is a severe systemic inflammatory

condition caused by TSS toxin-1, an exotoxin produced by certain strains of

Staphylococcus aureus and Streptococcus pyogenes. Symptoms of TSS can

progress rapidly and may result in death without proper treatment. The release

of exotoxin in TSS causes massive T-cell activation and resultant cytokine

storm, which can cause catastrophic clinical effects. Appropriate treatment

includes antibiotics for gram-positive coverage, administration of clindamycin

to inhibit bacterial toxin production and removal of the infectious source. IVIG

may help improve outcomes in TSS and should be considered for patients who

do not show clinical improvement with aggressive supportive therapy. It is

imperative to maintain a high index of suspicion to allow for rapid diagnosis

and treatment of TSS to attempt to mitigate mortality associated with this

syndrome.

NON-MENSTRUAL TOXIC SHOCK SYNDROME: A CASE FOR

SOURCE CONTROL Brenden Boyle. University of Iowa Hospitals and

Clinics, Coralville, IA. (Control ID #2940930)

LEARNING OBJECTIVE #1: Recognize non-menstrual toxic shock

syndrome

LEARNING OBJECTIVE #2: Treat toxic shock syndrome with source

control and toxin suppressing antibiotics

CASE: SH is a 32yo female with a medical history significant for SLE on

methotrexate and hydroxychloroquine who presented with shock following

incision and drainage of her knee. She had recently fallen and injured the knee.

Initial X-rays were negative and she was treated conservatively. Over the

following week she developed increased pain, fever, chills, nausea and

vomiting, at which time MRI revealed a medial meniscal tear with associated

joint effusion. Joint aspiration was performed and consistent with infection.

She was started on broad spectrum antibiotics and underwent I&D. Post-op,

she became hypotensive, and was transferred to MICU. She remained hemo-

dynamically labile requiring pressure support with norepinephrine. Renal

function declined and CRRT was initiated. Respiratory failure developed

requiring intubation and mechanical ventilation. She experienced undulating,

high-grade fevers, and vancomycin and piperacillin-tazobactam were contin-

ued with the addition of clindamycin. Cultures remained negative, and repeat

joint aspirates were unremarkable, at which time CT of the extremity was

performed, which located a fluid collection in the suprapatellar pouch and no

other nidus of infection. Her condition continued to deteriorate, and repeat right

knee I&D was performed. Intra-operative findings were most notable for deep

and superficial hematomas, with no noted purulence. Unfortunately, her con-

dition further deteriorated, and she died on hospital day 13 following cardiac

arrest. Post-mortem joint aspirate was positive for staphylococcal enterotoxin

B by immunoblot.

IMPACT: This case further establishes the need for prompt recognition of non-

menstrual TSS in cases of rapid, multi-organ deterioration. It highlights the

necessity of surgical source control in such infections. Finally, it introduces

immunoblot testing for TSS toxins as a method for diagnosis.

DISCUSSION: TSS is caused by superantigen producing S. aureus which

activates large numbers of T cells resulting in massive cytokine production and

subsequent clinical manifestations. The diagnosis is made clinically and typ-

ically characterized by fever >38.9, hypotension, multisystem organ failure,
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and diffuse rash with desquamation. The isolation of S. aureus is not necessary

to make the diagnosis; although, it is recovered fromwound or mucosal sites in

80-90% of cases and from blood cultures in ~ 5%. The hallmark of treatment is

antibiotics, particularly clindamycin for toxin suppression and an

antistaphylococcal cell wall agent. However, source control is ultimately

essential. Postsurgical cases of TSS can be particularly difficult to diagnosis

because, as in the case of SH, the toxin inhibits phagocyte migration thus

leading to limited local inflammatory response. Therefore, it is necessary for

such cases to be reviewed so that future presentations can be promptly

identified and treated.

NOT ALL LOW TESTOSTERONES ARE CREATED EQUAL Binyue

Chang. Providence Hospital, Columbia, SC. (Control ID #2944476)

LEARNING OBJECTIVE #1: Recognize different ideologies of low

testosterone

LEARNING OBJECTIVE #2: Understand the workup for secondary

hypogonadism

CASE: A 58 year-old African American male with medical history signifi-

cantly for end-stage renal disease on hemodialysis and history of mechanical

aortic valve replacement, who presented to primary care physician's office

complaining about impotence and low testosterone, for which he wanted to

receive testosterone replacement therapy. Vital signs and physical exam were

normal except BMI of 37 and 2/6 systolic murmur. Lab revealed total testos-

terone was 29ng/dl(normal range 300-89ng/dl). Further lab tests were ordered

to differential primary hypogonadism from secondary hypogonadism at our

office. Labs included repeating early morning testosterone (free+total and

hormone-binding protein), LH, FSH, transferrin and PTH. Decreased testos-

terone level was confirmed, transferrin, LH and FSH were within normal

range. However, Prolactin was significantly elevated to 104.2ng/ml (normal

range: 4-15.2ng/dl) Consider patient was relatively young and had profound

elevation of prolactin, MRI brain was ordered for further investigation even

though he did not have any visual disturbance. MRI brain was positive for

pituitary microadenoma. Patient was started on Cabergoline and repeat lab in 2

months showed normal prolactin and improved testosterone level.

IMPACT: In practice, physicians should do thoroughworkup for male patients

with low testosterone

DISCUSSION: Testosterone replacement therapy is indicated to restore serum

testosterone level to the normal range and it should only be administered to a man

who is hypogonadal. Hypogonadism can result from disease of the testes (primary

hypogonadism) or disease of the pituitary or hypothalamus (secondary

hypogonadism). It is crucial for clinicians to differentiate primary from secondary

hypogonadism since testosterone replacement therapy may not be the solution for

certain secondary hypogonadism Besides certain drugs and prolactin-inducing

tumors, any disease in or near the hypothalamus or pituitary that interferes with

the secretion of dopamine or its delivery can cause hyperprolactinemia. Treatment

of hyperprolactinemia is indicated when it causes hypogonadism by suppressing

gonadotropin secretion or when it causes bothersome galactorrhea. Pituitary

microadenomas are less than 1 cm in diameter and prolactin secretion by lactotroph

adenomas is usually proportional to their size. A dopamine agonist drug (such as

Cabergoline) should usually be the first treatment for patients with

hyperprolactinemia of any cause. In our case report, although patient had low

testosterone, it was from hyperprolactinemia secondary to pituitary microadenoma.

He received the most appropriate medical treatment, which was not testosterone

replacement therapy.

NOTALLTHATACHES AND SWELLS IS OSTEOARTHRITIS Harry

R. Powers1; Margaret C. Lo2. 1University of Florida, Gainesville, FL; 2Uni-

versity of Florida College of Medicine, Gainesville, FL. (Control ID

#2942473)

LEARNINGOBJECTIVE #1: Recognize the clinical and radiographic man-

ifestations of calcium pyrophosphate deposition disease (CPPD) arthropathy

LEARNINGOBJECTIVE #2:Diagnose and treat chronic CPPD arthropathy

in the primary care setting

CASE:A 62-years-old male presented to clinic with diffuse hand swelling and

pain for four months. Past history included right hip osteoarthritis s/p total hip

arthroplasty. The pain started in his left 3rd metacarpophalangeal joint (MCP).

Pain quickly spread to all MCPs and wrists. NSAIDS, Tylenol, and Tramadol

provided no relief. Before this, patient worked as a tennis instructor and played

tennis daily. At the time of presentation, he was unable to grip a tennis racket

due to severe pain and stiffness. Exam revealed severe bilateral MCP and

wrists swelling with limited range ofmotion but no erythema or warmth and no

swelling of distal interphalangeal joints or other joints. Lab showed normal

CBC, CMP, ESR, CRP, ANA, rheumatoid factor and anti-CCP. X-rays of

hands and wrist noted degenerative changes in MCPs. The left 3rd MCP had a

hook osteophyte on the radial side. Rheumatology consult diagnosed patient

with chronic CPPD inflammatory arthritis (CCPPDIA). Patient responded

quickly to colchicine and prednisone treatment and returned to work as a

tennis instructor.

IMPACT: This case teaches the dangers of anchoring and premature closure in

the diagnostic evaluation of chronic arthralgia. Clinicians must distinguish

non-inflammatory from inflammatory arthritis. Our differential diagnosis was

osteoarthritis (OA) vs. rheumatoid arthritis (RA). After rheumatoid factor and

ESR tested normal, our leading diagnosis was OA. Yet, his pain persisted

despite OA treatment. This led us to revisit our diagnosis and avoid diagnostic

heuristics. CPPD must be considered in patients with chronic hand pain and

swelling, especially if refractory to OA therapy. Our case illustrates other

diagnostic clues i.e. its severity of pain, rapid time course of symptoms and

pathognomonic radiographic signs.

DISCUSSION: CCPPDIA is one of five subtypes of CPPD disease but

accounts for only 5%. It was termed pseudo-rheumatoid arthritis given pre-

sentation similar to RA. Now known as pseudogout, symptoms manifest as

polyarticular swelling and stiffness of the peripheral joints including wrists and

MCP. Diagnosis involves a combination of both imaging and synovial fluid

analysis. Imaging studies show degenerative changes of affected joints. Patho-

gnomonic x-ray findings of the hand are squared-off bone ends and

hook-like osteophytes in the 2nd and 3rd MCP joints. Hook

osteophytes are also seen in hemochromatosis but are mostly on the

4th and 5th MCP joints. Other radiographic signs include

chondrocalcinosis and radiocarpal joint narrowing but these are not

pathognomonic. Synovial fluid analysis show diagnostic positive bire-

fringent crystals. Therapy of choice is low dose colchicine given its

rapid response. Other options are methotrexate if colchicine is contra-

indicated or Anakinra and plaquenil for refractory cases.

NOT ALL THAT SLURS I S STROKE : A CASE OF

CHEMOTHERAPY-INDUCED LEUKOENCEPHALOPATHY Lacy E.

Lowry; Joshua L. Fenderson; Russell A. Baur. San Antonio Military Medical

Center, San Antonio, TX. (Control ID #2945283)
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LEARNING OBJECTIVE #1: Recognize the clinical features of

chemotherapy-induced leukoencephalopathy (CILEP).

LEARNING OBJECTIVE #2: Differentiate CILEP from stroke and other

clinical mimics.

CASE: A 68-year-old man with stage IV gastro-esophageal junction adeno-

carcinoma was evaluated 2-weeks after his 4th cycle of palliative 5-fluorouracil

(5-FU) and irinotecan (FOLFIRI). He had progressive cognitive impairment

for 6-months attributed to prior whole-brain radiation therapy (WBRT). He

also reported 4-months of progressive gait instability, dysarthria, and confusion

which had previously been attributed to oxaliplatin neuropathy, known cere-

bellar metastases, and/or WBRT. Lab evaluation including renal, hepatic, and

thyroid function, serum glucose, ammonia, B12, and folate were unremark-

able. Brain MRI showed decrease in size of cerebellar metastases and new

confluent T2 and FLAIR hyper-intense signal in subcortical and periventricular

white matter bilaterally. A diagnosis of CILEP was made, and therapy was

held. Two weeks later he had residual mild cognitive impairment and periph-

eral neuropathy, but the ataxia, dysarthria, and confusion were completely

resolved. A trial with dose-reduced FOLFIRI caused symptom recurrence

and the regimen was permanently discontinued.

IMPACT: As oncologic therapies and cancer survival improve, primary care

providers will increasingly see the short and long-term consequences of these

treatments. Our experience with this case has reinforced the importance of a

broad differential, and increased our vigilance for anchoring bias and other

cognitive diagnostic errors.

DISCUSSION: Leukoencephalopathy is a rare but well described toxicity of

5-FU presenting with ataxia, dysarthria, confusion, and neurobehavioral symp-

toms. Symptoms are generally reversible; however, seizure, coma, and death

may occur if diagnosis is delayed. 5-FU and methotrexate are most frequently

implicated; however, LEP after treatment with capecitabine, cytarabine, and

calcineurin inhibitors has also been observed. Differentiating CILEP from

stroke, infection, metabolic disorders, and other toxic encephalopathies in the

time-restricted clinic or emergency setting is challenging. CILEP should be

considered in patients with neurobehavioral deficits, exposure to a leukotoxic

agent, and white matter abnormalities on MRI. ThoughMRI aids in narrowing

the differential, a detailed history and clinical acumen are critical to diagnosis.

Hyperintensity in bilateral cerebral hemispheres on T2 and FLAIR is charac-

teristic, but not specific, for CILEP. By contrast, WBRT is more commonly

associated with delayed onset bilateral white matter changes and cognitive

impairment. Toxic, metabolic, and inflammatory encephalopathies may occa-

sionally mimic CILEP, but are excluded with H&P, labs, and MRI. Symptoms

resolve days to weeks after discontinuing the offending agent. No intervention

has proven to prevent CILEP or hasten recovery.

NOT AN ACE IN THE HOLE: TUMORS AND HYPERCALCEMIA

DON'T ALWAYS MEAN CANCER Anna Von1, 2; Erin Kim1, 2; Dominic

Cruz1, 2; Ali Kashkouli2, 1. 1Atlanta VAMedical Center, Atlanta, GA; 2Emory

University School of Medicine, Atlanta, GA. (Control ID #2928577)

LEARNING OBJECTIVE #1: Consider sarcoidosis in the differential diag-

nosis of hypercalcemia and identify laboratory findings that are suggestive of

hypercalcemia of granulomatous diseases.

LEARNINGOBJECTIVE #2: Explain the mechanism of hypervitaminosis D.

CASE: A 37 year-old previously healthy man presented to primary care clinic

and routine lab work revealed a creatinine of 6.0 mg/dL. He had moderately

elevated blood pressure (148/99) and appearedwell without any physical exam

abnormalities. Initial labs revealed creatinine of 6.6 mg/dL and BUN of 42mg/

dL as well as calcium of 11.5 mg/dL. Urinalysis showed 1+ protein, 1+

leukocyte esterase, 10 white blood cells, and 5 red blood cells, without casts

or eosinophils. PTH was low at 9.6 pg/mL, 25-hydroxyvitamin D was low

(14.5 ng/mL) and 1,25-dihydroxyvitamin D was normal (39 pg/mL). Non-

contrast CT scan demonstrated severe right hydroureteronephrosis and a cal-

cified mesenteric mass. A PET scan showed FDG-avid lesions in bilateral

kidneys and diffuse lymph nodes, and implants on the sternocleidomastoid,

pericardium, and diaphragm. He underwent several diagnostic tests in an

attempt to obtain tissue diagnosis without risking compromise of kidney

function. These included urine cytology, colonoscopy, and CT-guided lymph

node biopsy, but all were unrevealing. Ultimately, he underwent image-guided

biopsy of the right kidney; pathology revealed non-necrotizing granulomatous

inflammation. AFB and fungal stains were negative. He was treated with

prednisone for sarcoidosis. His renal function improved with most recent

creatinine 3.8, and calcium levels decreased into normal range.

IMPACT: The finding of what appeared to be a tumor in the setting of

lymphadenopathy and hypercalcemia seemed to fit a malignancy picture, but

the diagnosis of sarcoidosis was a surprising conclusion. Therefore, this case

emphasizes the need to consider sarcoidosis when faced with evidence of a

systemic process with hypercalcemia. Inappropriately elevated calcitriol (1,25-

dihydroxyvitamin D) is a red flag for hypervitaminosis D, the culprit in the

hypercalcemia of granulomatous disease.

DISCUSSION: Sarcoidosis is a systemic disease manifesting as non-caseating

granulomatous deposits that can affect multiple organ systems. It most com-

monly affects the lungs but numerous extra-pulmonary sites can be involved,

ranging from lymph nodes, eyes, skin, and liver to less frequent findings in the

heart, nervous system, and kidney. Renal sarcoidosis is uncommon, only

occurring in 0.5-2% of sarcoidosis diagnoses, and usually manifests as renal

failure, hypercalcemia, nephrocalcinosis, and kidney stones. This patient had

both a renal infiltrative component and obstruction from the mesenteric mass.

The presence of hypercalcemia with a normal 1,25-dihydroxyvitamin D (rel-

atively high in the face of severely deficient 25-hydroxyvitamin D) was

suggestive of the hypercalcemia of granulomatous diseases, or hypervitamin-

osis D, in which elevated calcium levels are propelled by excessive calcitriol

production by macrophages.

NOT AN IMMACULATE PREGNANCY Eva Waite. Mount Sinai, New

York, NY. (Control ID #2928200)

LEARNING OBJECTIVE #1: Awareness of a not rare cause of elevated

hCG in post-menopausal women

LEARNING OBJECTIVE #2: Awareness of the consequences of an abnor-

mal result from a shot gun approach to diagnostic testing.

CASE:GR is a 55 yr old female who presented to the ERwith abdominal pain.

She is G2P2 and is s/p a vaginal hysterectomy 2 years ago. She is not sexually

active. In the ER a urine pregnancy test and pelvic ultrasound were done. The

pelvic US confirmed her lack of uterus, ovaries were not visualized, but her

urine pregnancy test was positive. This was confirmed with a quantitative

serum HCG of 6.8 (normal 0-5 miu/ml). She was d/c to home and instructed to

follow up with her PCP. Repeat Serum HCG is again positive 7.3 miu three

days later. Pelvis MRI reveals absent uterus, bilateral small ovaries with no

mass. Endocrinology testing reveals a normal TSH 1.01, LH 26.6 and FSH
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56.8 in menopausal range, alpha subunit 0.75 ml (normal < 2.34 ml). Gyne-

cology testing reconfirmed these tests, with the addition of a normal AFP 2.8

ng/ml and prolactin 2.5 ng/ml. Pt was believed to have a mildly elevated hcg

from pituaitary origen which can be found in post menopausal women, but is

not commonly tested. Confirmation is provided by treating patient with exog-

enous estrogen with suppression of the HCG hormone. Reassurance was

offered to the patient who is still unfortunately quite concerned that she might

have a malignancy lurking in her genitourinary tract.

IMPACT:Accidentally ordering the urine HCG did illustrate an interesting but

uncommon phenomenon of pituitary secretion of HCG hormone. Unfortuately

it cost the patient several months of worry, a pelvic MRI, repeat rounds of

laboratory testing and several sub-specialty consultations to confirm the non-

pathologic condition.

DISCUSSION: Post menopausal pituitary production of HCG is a not uncom-

mon finding and has unfortunately been associated with inadvertently causing

postponement of urgent procedures (such as chemotherapy or surgery) and

inadvertently treating women for possible tubal pregnancies. It is important to

ensure that this common, inexpensive test is evaluated in a thoughtful manner

if it comes back unexpectantly positive. The serum HCG test can be falsely

positive due to the presence of heterophile antiboides in blood, but this is not

hte case with a positive urine test. In this case the confirmation that the patient

is truly post- menopausal by confirming the elevated LH/FSH is helpful. The

negative alpha subunit protein rules out production of malignant origen. The

pelvic imaging was likely less important than doing the estrogen suppression

test to ensure that the HCG did suppress. However due to the patients height-

ened fear of malignany it was felt prudent to rule out ovarian or other process.

NOT LIKE FATHER: PSYCHOSOCIAL FACTORS IN NON-

CARDIAC CHEST PAIN Benjamin Hayes1; Deborah Swiderski2.
1Montefiore Medical Center, New York, NY; 2Montefiore Medical Center,

Bronx, NY. (Control ID #2946576)

LEARNINGOBJECTIVE #1:Assess health beliefs and psychosocial factors

in non-cardiac chest pain

CASE: A 49 year-old man with hypertension was evaluated for sporadic,

sharp, chest pain, lasting seconds, his sixth visit in the past 12 months for the

same symptoms. He was fully evaluated at each encounter and reassured

that his normal test results ruled out serious underlying cardiac etiologies.

Given his repeated presentations despite this reassurance the interview was

expanded to include questions to illuminate the patient's health beliefs and

psychosocial issues that might affect presentation. These questions are:

"Do you have an idea what might be causing your symptoms?" And, "Is

there something specific that you are worried might be causing your

symptoms?" The patient disclosed that his father had a stroke within the

months preceding his first presentation, and that he feared his pain was an

indication of a heart attack. A diagnosis of functional non-cardiac chest

pain linked to his anxiety was discussed. The patient was shown stress

reduction techniques and offered counseling services. At six months he

had not sought care for chest pain. When asked about his symptoms, he

stated they no longer caused him distress and he attributed any reoccur-

rence to stress.

IMPACT: I learned that thorough diagnostic evaluation of non-cardiac chest

pain (NCCP) must include psychosocial factors and health beliefs. This expe-

rience motivated me to seek techniques of medical interviewing and interven-

tion that incorporate these factors.

DISCUSSION: NCCP is common, accounting for as many as 50% of chest

pain encounters, characterized as recurrent angina-like chest pain without

evident cardiovascular causes. The most common etiologies are gastrointesti-

nal, musculoskeletal, or functional. Despite negative cardiac test results and

physician reassurance, patients with "functional" symptoms often continue to

seek urgent medical treatment. Direct costs to health care systems are estimated

in the billions; indirect costs, such as missed work days and reduced quality of

life due to anxiety, are immeasurable. Work on the mind-body connection has

demonstrated that psychosocial factors and health beliefs are often at the root of

functional pain syndromes. Anxiety has been theorized to increase sensitiza-

tion to somatic stimuli, while somatic discomfort potentiates psychological

distress. Health beliefs directly influence health care-seeking behavior. Arthur

Kleinman has proposed a framework to elicit the patient's perspective in

chronic disease, called the "Explanatory Models Approach." The two ques-

tions adapted from this model which we used in this case demonstrate its

effectiveness in promoting effective, efficient history taking that is also patient

centered. Evidence suggests that communication that demonstrates empathy

and curiosity, and that incorporates the patient perspective may not only

improve patient outcomes but also lower health care costs.

NOT SO FAST! COGNITIVE BIAS AND A CASE OF SUBTHERA-

PEUTIC PHENYTOIN LEVEL IN ULTRA-RAPID CYP2C19METAB-

OLISM Sunny Tao; Eliana Bonifacino. UPMC, Pittsburgh, PA. (Control ID

#2937199)

LEARNING OBJECTIVE #1: Review several common cognitive errors in

medicine, including fundamental attribution error, search satisficing, and af-

fective bias

LEARNINGOBJECTIVE #2: Recognize the emerging role of pharmacoge-

netic testing in clinical practice

CASE: A 40-year-old male with a history of poorly-controlled diabetes,

coronary artery disease with recent stenting on dual antiplatelet therapy, cluster

B personality disorder, depression, and seizure disorder on phenytoin was

admitted with generalized tonic-clonic seizures. Workup revealed severe hyper-

glycemia, which was appropriately treated. His phenytoin level was undetect-

able, as were phenytoin levels from previous admissions. Given these findings,

his seizures were attributed to hyperglycemia and medication non-adherence.

Despite the undetectable phenytoin level, the patient reported strict adherence to

his outpatient medications. Ultimately, it was noted that the patient had cyto-

chrome P450 genotyping at the time of his stent placement for antiplatelet

therapy planning, which revealed CYP2C19 ultra-rapid metabolizer status. Since

phenytoin is partially metabolized by CYP2C19, increased hepatic clearance

would be able to explain his persistently subtherapeutic levels. As a result, the

patient was switched to another antiepileptic prior to discharge.

IMPACT: In this case, a patient with seizure disorder has a breakthrough

seizure, but given his prior psychiatric comorbidities, this was quickly attrib-

uted to medication non-compliance when laboratory data supported this con-

clusion. Alternate possibilities were not readily considered. Several cognitive

biases were at play, including attribution error, search satisficing, and affective

bias. Recognition and avoidance of these biases are crucial to preventing

diagnostic errors.

DISCUSSION: Cognitive biases or errors occur frequently in clinical reason-

ing, leading to missed or wrong diagnoses. In this case, attribution error, or

negative stereotyping, occurred when the patient's underlying psychiatric
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history and personality disorder were overemphasized, creating a preconceived

notion that patient was responsible for his breakthrough seizure without

considering external contributors. Similarly, affective bias, or the tendency

for emotions to influence what is felt to be true, occurred when the patient's

label of "poorly-controlled" diabetes was perpetuated, implying a long-

standing history of non-compliance withmedical advice and treatment. Finally,

search satisficing, or the tendency to call off the search when something is

found, occurred when his phenytoin level returned undetectable. This case also

highlights how pharmacogenetic testing may affect management for multiple

diseases even for the same individual. While this patient underwent CYP2C19

genotyping to optimize antiplatelet therapy for CAD, the results were able to

impact decision-making for the treatment of his seizure disorder. One should

consider how this technology will change clinical practice and drug selection

as it becomes more widely implemented.

NOT THE USUAL SUSPECT: A CASE OF UREAPLASMA

UREATLYTICUM URETHRITIS IN A MAN WHO HAS SEX WITH

MEN Minhee Sung1; Amelia Goff2; Jessica Taylor2. 1Boston University

Medical Center, Boston, MA; 2Boston University/Boston Medical Center,

Boston, MA. (Control ID #2945451)

LEARNING OBJECTIVE #1: Review the differential for non-gonococcal

urethritis in men who have sex with men

LEARNING OBJECTIVE #2: Describe the diagnosis and treatment of

ureaplasma urethritis

CASE:A 27-year-old man presented to clinic with 10 days of urethral pain and

pruritus. He reported condomless oral and anal sex with many male partners

prior to symptom onset. He had discomfort at the end of urination and with

ejaculation, but denied fevers, hematuria, penile lesions and discharge. His

vitals and exam were normal. Urinalysis and testing for syphilis, chlamydia,

gonorrhea, and trichomonas were negative. At his follow-up, the patient

reported persistent urethral discomfort tracking down his ventral penis into

his scrotum. His penis, scrotum, rectum, and prostate were normal on exam. A

urethral swab culture for ureaplasma urealyticum (UU) and mycoplasma

hominis was obtained. The patient's culture returned positive for UU. He

reported no prior history of ureaplasma though noted previously gonococcus/

chlamydia negative urethritis that resolved with empiric doxycycline. Notably,

his symptoms recurred after he had condomless sex with the same partners.

The patient was prescribed two weeks of doxycycline and advised to abstain

from anal/oral sex during treatment and to use condoms. The patient's symp-

toms resolved halfway through his doxycycline course and reports 100%

condom use.

IMPACT: Urethritis is common in patients engaging in condomless sex with

multiple partners; however, non-gonococcal urethritis (NGU) from UU is

uncommon and poorly understood. This case prompted the author to review

the differential diagnosis for NGU and the treatment of UU urethritis.

DISCUSSION: Although the majority of NGU is from chlamydia, this case

highlights the importance of considering less common microbes in cases of

unexplained urethritis in men who have sex with men, like trichomonas

vaginalis, mycoplasma genitalium, UU, mycoplasma hominis, endourethral

HSVand syphilitic chancre, adenovirus and haemophilus influenzae. Research

regarding UU urethritis is inconsistent, where some studies have found asso-

ciations between positive-culture ureaplasma and NGU, while others have not.

This may due to failure to differentiate the more pathogenic UU from

ureaplasma parvum. In one study, while UU PCR was similarly positive

between NGU and controls, a bacterial load of >53 genome equivalents was

consistent with urethritis symptoms. Unfortunately, our patient's culture did not

report a DNA load. The CDC recommends treating NGU with one dose of

azithromycin or one week of doxycycline. Repeat testing for treatment success

for UU is not useful as it is often falsely positive. Limited data are available to

guide recommendations for partner notification and testing in cases of symp-

tomatic, sexually transmitted ureaplasma infection. Our patient was advised to

encourage partners to seek testing if symptomatic. When standard STD testing

was negative, a key step in this patient's case was to test for uncommon causes

of urethritis like UU.

NOT YOUR SAME OLD WOLF: A UNIQUE CASE OF MACRO-

PHAGE ACTIVATION SYNDROME IN SYSTEMIC LUPUS ERY-

THEMATOSUS Jerin George; LindsayMcCullough; NidaWaheed; Debdeep

Banerjee; Steven M. Standley; Cesar Trillo-Alvarez. University of Florida,

Gainesville, FL. (Control ID #2946463)

LEARNING OBJECTIVE #1: Diagnose Macrophage Activation Syndrome

(MAS) using biomarkers

CASE: A 46-year-old African American female with a medical history

significant for unspecified anemia presented with encephalopathy and

abdominal pain. During admission, she was diagnosed with acute

kidney injury, acute pancreatitis, anemia (hemoglobin 6.8 g/dL), and

thrombocytopenia (platelets 138,000 cu/mm). Autoimmune serologies

were significant for ANA titer 1:1280 (homogenous pattern), anti-

dsDNA titer 1:160, positive anti-Smith antibody at 136U, and low

C3 and C4. Rheumatoid factor (RF), anti-CCP, and ANCA titers were

normal. Throughout her hospitalization, she was persistently febrile

and encephalopathic despite broad-spectrum antibiotics. CT-head,

MRI-brain, and CSF cytology were unremarkable. She developed

acute hypoxic respiratory failure, shock, and was on CVVH due to

worsening renal failure. Her ferritin levels increased to from 3487 ng/

mL on admission to 14180 ng/mL. She had an elevated CRP, aspartate

aminotransferase (AST), lactate dehydrogenase (LDH), and decreased

fibrinogen, but normal erythrocyte sedimentation rate (ESR). Due to

concerns for MAS secondary to systemic lupus erythematosus (SLE),

high-dose methylprednisolone was administered. Rheumatology recom-

mended adding Anakinra, with subsequent improved ferritin levels to

934 ng/mL. Hematology had planned for bone marrow biopsy but was

unable to perform the procedure as she experienced acute clinical

deterioration requiring maximum titration of four vasopressors. How-

ever, her condition continued to deteriorate and the family opted to

withdraw care.

IMPACT: This case illustrates the importance of early diagnosis of MAS due

to its high mortality rate. It can be diagnosed using biomarkers which can help

start treatment early to improve prognosis

DISCUSSION: MAS is characterized by an overwhelming inflamma-

tory response, which results in hypersecretion of proinflammatory

cy tok ines . I t i s a subse t o f seconda ry Hemophagocyt i c

Lymphohistiocytosis (HLH) associated with autoimmune phenomena.

The incidence of MAS in SLE patients is estimated to be 0.9% to

4.6% with a mortality rate of 22%. Some features of MAS include

high fever (>39°C), elevated ferritin, AST, LDH, CRP, procalcitonin,
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and severe neutropenia (<1000/mm3) all of which are atypical of SLE

flares. Hyperferritinemia (> 5000 ng/L) has the best sensitivity

(96.2%) to diagnose MAS and helps differentiate the diagnosis from

an active lupus flare. Additionally, patients may show a paradoxical

improvement in ESR at the onset of MAS. The 2004-HLH study

requires bone marrow biopsy for diagnosis, but hemophagocytosis

lacks specificity and histiocyte infiltration can be seen in critically ill

patients. The 2016 EULAR/ACR/PRINTO MAS classification criteria

have outlined five laboratory markers for evaluation: ferritin, AST,

platelets, triglycerides, and fibrinogen. Evaluating febrile patients with

lupus using the 2016 MAS classification criteria may aid in the early

detection and management of MAS.

NOTYOURTYPICAL IRONDEFICIENCYANEMIA: A RARECASE

OF JEJUNAL ADENOCARCINOMA IN A PATIENT WITH CELIAC

DISEASE Ayfer Ekiz1; Drew Triplett2; Sangeeta Agrawal2. 1Wright State

University Boonshoft School of Medicine, Dayton, OH; 2Wright State Uni-

versity, Dayton, OH. (Control ID #2930038)

LEARNINGOBJECTIVE #1: Recognize risk of small bowel adenocarcino-

ma in patients with Celiac disease (CD) and persistent iron deficiency anemia

(IDA).

CASE: A 63 year old male with CD diagnosed 1 year ago presented with

lightheadedness and dizziness. Physical exam was unremarkable. Labs were

significant for hemoglobin of 6.7 g/dl. One year ago, patient was admitted at an

outside hospital for similar symptoms and evaluation showed normal colonos-

copy. Upper endoscopy showed scalloping of duodenal mucosa suspicious for

CD and pathology confirmed CD. Despite a gluten free diet, patient had

persistent symptomatic IDA and was admitted for further evaluation. Push

enteroscopy revealed a 4 cm circumferential ulcerated friable mass in the

jejunum and pathology confirmed low grade adenocarcinoma. CT abdomen

and pelvis showed several small lymph nodes adjacent to the mass and patient

was referred for surgical resection. Surgical pathology revealed well differen-

tiated adenocarcinoma and negative lymph nodes. The operation was consid-

ered curative and the patient is doing well at present without evidence of

recurrence.

IMPACT: When a patient with CD presents with persistent IDA despite

adherence to gluten free diet, suspicion for small bowel adenocarcinoma needs

to be high especially when no obvious source of bleeding is identified.

DISCUSSION: CD is a common autoimmune disorder associated with IDA,

osteopenia, arthritis and increased risk of small bowel malignancy. Small

bowel malignancies in the general population in the US account for < 2% of

all GI malignancies however this risk increases 40-80 fold in CD, typically

affecting the duodenum or jejunum. Pathogenesis of adenocarcinoma in CD is

multifactorial including chronic inflammatory state, pro inflammatory cyto-

kines, increased intestinal permeability to antigens, and defective mismatch

repair genes. Overall prognosis for small bowel adenocarcinoma at 30-month

is 58%, 77% for Stage T1-T3 disease and 35% for T4 disease. There is no

association with age or adherence to a gluten free diet. Presenting symptoms

for small bowel adenocarcinoma can be vague ranging from asymptomatic to

fatigue, weight loss, small bowel obstruction or IDA. Evaluating IDA in a

patient with CD can be challenging as 46% of patients have IDA due to

malabsorption or non-adherence to gluten free diet. In patients with persistent

IDA despite a gluten free diet, further investigation is needed. However these

patients typically have normal colonoscopy and upper endoscopy. Direct

visualization of the small bowel is difficult with current imaging modalities.

Push enteroscopy is a good option which can help visualize up to 80 cm of

jejunum distal to Ligament of Trietz. Capsule endoscopy is also an option but

biopsies cannot be obtained during capsule endoscopy. In conclusion, small

intestinal adenocarcinoma is a rare yet serious complication of CD. Currently,

there are no established screening guidelines for small intestinal cancers and it

is unclear if maintaining a gluten free diet is protective.

NOT YOUR TYPICAL JOINT PAIN: A CASE OF EXTENSIVE

POLYARTHRITIS SECONDARY TO IMMUNE CHECKPOINT IN-

HIBITOR USE Jeremy Chang; Gino K. In. LAC+USC, Wilmington, CA.

(Control ID #2940260)

LEARNING OBJECTIVE #1: Recognize that novel medications such as

immune checkpoint inhibitors can lead to severe adverse events which have yet

to be well described

CASE: A 67 year-old woman with history of stage IIIA melanoma presented

for diffuse arthralgias. The patient reported a recent history of shoulder, back,

and knee pain that severely limited her movement with no known inciting

events. However, one month prior to her presentation, the patient was started

on adjuvant ipilimumab, an immune checkpoint inhibitor (ICI), for treatment

of her melanoma. At the time of presentation, ipilimumab was held and a

subsequent PET/CT showed extensive tenosynovitis and osteoarthritic activity

of all major joints of the axial and appendicular skeleton as well as the

development of numerous hypermetabolic lymph nodes. Overall, the aggre-

gate of findings was consistent with an inflammatory etiology. As the results of

the patient's scan were determined to be secondary to her ipilimumab, she was

treated with a course of high-dose steroids which led to a rapid improvement in

her symptoms. Given the severity of her symptoms, however, ipilimumab

continued to be held and the patient was transitioned to an alternate form of

treatment.

IMPACT: This unusual case of extensive polyarthritis following ICI use

emphasizes the importance of monitoring for adverse events in patients on

novel medications. While rapid advances in therapy have led to improved

quality of life and survival, particularly in the field of oncology, adverse events

of such agents should always be considered when a patient reports a new

concern.

DISCUSSION: Polyarticular pain is a frequently encountered concern in adult

clinical practice. While the list of potential etiologies is lengthy, polyarthritis

comprises a large proportion of cases and may be caused by infections, crystal

deposition, and systemic rheumatic illnesses. Medications are a less commonly

discussed cause of polyarthritis, though can serve as a trigger for diffuse joint

inflammation. Immune checkpoint inhibitors (ICIs) are immunomodulatory

antibodies that are capable of enhancing the immune system and, as a result,

restoring or augmenting an anti-tumor response. While ICIs have been asso-

ciated with a variety of immune-related adverse events on the dermatologic,

endocrine, and gastrointestinal systems, their effects on the rheumatologic and

musculoskeletal systems have not previously been well characterized. Here,

we discuss a patient who presented with a common clinical concern of

polyarticular pain and was found to have extensive polyarthritis secondary to

her ICI use. This case demonstrates that with novel therapies, any new

symptoms must be closely monitored and considered as an effect of their

treatment in order to avoid potentially dangerous outcomes.
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NOT YOUR TYPICAL PNEUMONIA: A CASE OF ACUTE EOSINO-

PHILIC PNEUMONIA Ankita Saxena; Harish Jasti. Icahn School of Med-

icine at Mount Sinai, New York, NY. (Control ID #2945783)

LEARNING OBJECTIVE #1: Distinguish eosinophilic pneumonia from

other pneumonias.

LEARNING OBJECTIVE #2: Treat acute eosinophilic pneumonia.

CASE: A 59-year-old woman with allergic rhinitis presented with 1 month of

cough with blood-streaked sputum and progressive dyspnea. She denied

fevers, weight loss, or sick contacts. She was diagnosed with pneumonia at

an outside clinic 2 weeks prior to presentation and treated with levofloxacin

with no change in her symptoms. Physical exam was significant for low-grade

fever, tachypnea, accessory muscle use on high flow nasal cannula, and crackles

throughout the bilateral lung fields. Laboratory work was notable for a WBC of

8.7 (82% neutrophils, 3% eosinophils). An infectious work-up, including blood

and respiratory cultures, extended viral panel, AFB, HIV, and parasitic panel was

unremarkable. IgE level was > 1000, CRP 272, and ESR 70. Vasculitis and

connective tissue disease markers were negative. Chest CT demonstrated mul-

tifocal consolidation. She developed hypoxemic respiratory failure soon after

admission requiring intubation and worsening bilateral opacities on imaging

concerning for ARDS. Bronchoalveolar lavage (BAL) demonstrated 40% eo-

sinophils and trans-bronchial biopsy results were consistent with eosinophilic

pneumonia. She was started on high dose steroids with gradual improvement in

her respiratory function and discharged home 2 weeks later.

IMPACT: This case has changed my thinking in regards to diagnosing pneu-

monia. It highlights the importance of a broad differential for pneumonia,

especially in patients not improving with antibiotics and/or presenting with

severe hypoxemic respiratory failure.

DISCUSSION: Idiopathic acute eosinophilic pneumonia (AEP) is a rare

condition with an unknown cause, though a hypersensitivity reaction to an

inhaled antigen has been postulated as a trigger. Symptoms are usually present

for less than 4 weeks and include non-productive cough, dyspnea, and fever.

Patients can be quite ill on initial presentation; approximately two-thirds of

patients with AEP required intubation for hypoxemic respiratory failure in one

case series. Labs are notable for a neutrophilic leukocytosis (peripheral eosin-

ophilia develops later in the illness course) and elevated ESR, CRP, and IgE

levels. Diagnostic criteria include febrile illness less than 1 month duration,

hypoxemia, diffuse pulmonary opacities on imaging, BAL with greater than

25% eosinophils, and absence of identifiable causes of eosinophilic pneumo-

nias. The latter include drug reaction, fungal or parasitic infections, asthma/

atopic disease, and eosinophilic granulomatosis with polyangiitis. Patients

improve within 12-48 hours after initiation of high-dose steroids with the ideal

dose and duration dependent upon the clinical situation. Early diagnosis and

treatment can potentially decrease the frequency/duration of mechanical ven-

tilation in addition to improving symptom burden.

NOVEL OPIOID-SPARING MANAGEMENT OF CHRONIC PAIN IN

TYPE III HEREDITARY ANGIOEDEMA Christina Bortz1; Brian

Mikolasko2; Ashwad Afzal1. 1New York Presbyterian Brooklyn Methodist

Hospital, New York, NY; 2Mount Sinai, New York, NY. (Control ID

#2928673)

LEARNING OBJECTIVE #1: The physician will be able to recognize and

treat poorly controlled pain in type III HAE.

CASE:A 34-year-old female with known Hereditary Angioedema (HAE) type

III presented with diffuse abdominal pain, diarrhea, and reticular-patterned

rash. For years, similar symptoms occurred monthly with menstruation. At

each cycle, she experienced abdominal discomfort and edema. Viral illness and

stress also triggered attacks. She had multiple hospitalizations and was

intubated twice for laryngeal edema. On physical examination, abdomen was

diffusely tender with a reticular, blanching rash. Larynx was nonedematous on

laryngoscopy. Labs were all within normal limits including C3/C4 and CH50.

CT abdomen showed diffuse thickening of the colon and small bowel, corre-

sponding with inflammation of intestinal mucosa seen on colonoscopy.

Dermatopathology of the abdominal rash revealed sparse lymphocytic infil-

trates without fibrin or inflammatory cells within vessel walls. The patient was

started on C1 esterase inhibitor (C1-INH) with icatibant for symptom break-

through. Despite this regimen, she continued to be hospitalized for poorly

controlled pain. She eventually underwent CT-guided celiac plexus block with

bupivacaine and ethanol. This intervention led to adequate pain control.

IMPACT: HAE is an autosomal dominant disease linked to deficient quantity

or function of C1-INH. Onset begins in childhood, with a prodrome of

paresthesias and serpiginous rash. With further activation of the complement

pathway and bradykinin production, intestinal edema develops, causing ab-

dominal colic, vomiting, and diarrhea. Laryngeal edema poses the greatest risk

for patients. Trauma and stress are frequent precipitators, but attacks may occur

spontaneously. Pain in HAE is often uncontrolled by conventional therapies.

No optimal regimen has been defined, leading to frequent hospitalizations for

symptom management. This case demonstrates celiac plexus nerve block as

treatment for intractable abdominal pain in HAE III.

DISCUSSION: HAE types I and II are characterized by a mutation in

the SERPING1 gene, leading to decreased quantity and functionality

of C1-INH. A third classification of HAE was recently described,

involving mutations in genes affecting bradykinin. It is clinically

indistinguishable from types I and II. Increased levels of bradykinin

promotes swelling, and is influenced by estrogen levels, making HAE

III predominant in females. Management involves eliminating modifi-

able risk factors such as oral contraceptives and pregnancy. Menstru-

ation and stress require maintenance prophylaxis and breakthrough

suppression. Pain often persists despite optimal management. While

celiac plexus nerve block is often used in palliative medicine, it has a

role in treating chronic abdominal pain. Obliteration with ethanol can

alleviate symptoms within hours, making it a reasonable therapy in

patients with unremitting abdominal pain. To our knowledge, this is

the first time this method has been described in treatment of HAE III.

OBSTRUCTIVE JAUNDICE - A UNIQUE PRESENTATION LEAD-

ING TO THE DIAGNOSIS OF HLHWITH HODGKIN LYMPHOMA,

HIV AND EBV hira shaikh; Soorih Shaikh; Amir Kamran; Prerna

Mewawalla. ALLEGHENYGENERALHOSPITAL, Pittsburgh, PA. (Control

ID #2946551)

LEARNING OBJECTIVE #1: Diagnose unusual cases of obstructive jaun-

dice, which can be life-threatening when with HLH if not treated in time

CASE: A 33 year old male presented with acute onset of fever, generalized

weakness, abdominal pain and jaundice. On presentation, he was found to have

SIRS and multi-organ failure. Labs were significant for pancytopenia with

WBC 3500/μL, Hemoglobin 6 g/dl, Platelets 8×109/μL, elevated LFTs,
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hyperbilirubinemia with total bilirubin of 13.9, direct bilirubin of 10.7, and

tumour lysis. He also had acute renal dysfunction evident with creatinine 5.8

mg/dl. Ferritin was elevated to 2981 nf/mL, and Triglycerides to 308mg/dl. CT

chest revealed bilateral multi lobar infiltrates and CT Abdomen showed

splenomegaly. Infectious workup was positive for EBV with viral load of

310000, HIV with viral load of 164407 and CD4 of 42. Bone marrow biopsy

and right axillary lymph node biopsy showed Reed-Sternberg cells, thus

consistent with mixed cellularity subtype of classical Hodgkin's lymphoma.

Our patient was diagnosed with HLH according to the HLH-2004 guidelines,

based on the following sixcriteria: fever, splenomegaly, pancytopenia,

hyperferritinemia, hypertriglyceridemia and elevated Interleukin-2. He was

started on ABVD chemotherapy for the lymphoma. Within two days only,

his mental status improved remarkably and the blood counts trended up with

decrease in total bilirubin. The patient continued to improve clinically with

normalization of counts.

IMPACT: HLH is a syndrome known to have high mortality. Prognosis can

markedly improve with prompt initiation of appropriate treatment, therefore it

is imperative to diagnose and begin therapy early. Usual presentation includes

nonspecific symptoms and overlaps with many other diagnoses and can easily

be overlooked.

DISCUSSION: HLH frequently manifests as fever, hepato-splenomegaly,

abnormal laboratory test results (e.g. pancytopenia, coagulopathy, elevated

ferritin), usually progressing to multi-organ failure and death. HLH can occur

in inherited (primary) or acquired (secondary) form. [1] In its acquired forms,

HLH has been commonly associated with malignancies, such as B-cell lym-

phoma, T-cell non-Hodgkin's lymphoma and Hodgkin's lymphoma; infections

commonly EBV, CMV and HIV and less commonly autoimmune diseases.

Treatment of HLH is majorly based on supportive care, treatment of the

underlying cause, or in severe cases, combination chemotherapy with

etoposide, dexamethasone and cyclosporin. Our patient was diagnosed accord-

ing to the HLH-2004 guidelines as he met >5 criteria. The decision was made

to treat his Hodgkin lymphoma, which was presumed the likely trigger to his

HLH. Our case defies the conventional idea of morbid prognosis being

associated with HLH, provided appropriate treatment is initiated promptly.

Thus it highlights the importance of diagnosing HLH in unusual settings and

managing it appropriately.

ODONTOGENIC INFECTION IN AYOUNG WOMANWITH HEAD-

ACHE AND FEVER Ross D. Merkin1; Benjamin T. Galen3; Mathew

Kladney2. 1Montefiore Medical Center, Bronx, NY; 2Montefiore Medical

Center, New York, NY; 3Albert Einstein College of Medicine, Bronx, NY.

(Control ID #2944084)

LEARNING OBJECTIVE #1: Identify the components of an oral

examination

LEARNING OBJECTIVE #2: Understand the appropriate medical and

surgical therapies of odontogenic infection

CASE: A 27 year-old woman was admitted to the hospital for three days of

fever and progressive headache. The headache was bilateral, retro-orbital,

pounding, and severe. It worsened when she bent forward and was associated

with photophobia, phonophobia, nausea, neck stiffness, and jaw pain without

tooth pain. On examination, she had a maximum temperature of 39.3 degrees

Celsius, was fully alert and oriented, had evidence of dental caries without

periodontitis, and mild neck stiffness without focal neurological deficits. She

was started on vancomycin, ceftriaxone, and acyclovir for presumed bacterial

or viral meningitis. Lumbar puncture revealed no abnormalities, but complete

blood count revealed leukocytosis. All blood and cerebrospinal fluid cultures

were negative. Computed tomography of the facial bones identified periapical

lucency of numerous molars consistent with periapical tooth abscess. There-

fore, she underwent extraction of three molars after which she experienced

immediate defervescence and rapid resolution of symptoms.

IMPACT: Odontogenic infection occurs in a tooth or its surrounding struc-

tures, while periodontitis is an infection only of tissues surrounding the teeth.

Most dental abscesses are periapical but the frequency with which they are

associated with fever is unclear. This case demonstrates that odontogenic

infection may present without dental pain while mimicking systemic disease

such as meningitis and is evidence that in a patient with undifferentiated fever,

radiologic evaluation of the mouth is warranted.

DISCUSSION: Data from the National Health and Nutrition Examination

Survey revealed that 46% of all US adults have periodontitis, and 10-15% of

cases are severe. It is not certain howmany of these infections result in fever or

life-threatening complications, but it has been suggested that assessment for

odontogenic infection be included in the workup for fever of unknown origin.

Though an insensitive test for oral infection, an oral evaluation is a skill all

internists should possess. It includes examination of the palate, uvula, tongue,

cheeks, lips, floor of mouth, gums, and teeth (looking for mobility, decay,

fracture, discoloration, and textural and size abnormalities). Streptococcus

viridans, Bacteroides, and Prevotella are the most commonly implicated

bacteria in odontogenic infection. After surgical intervention if abscess is

present, nearly all cases are cured with amoxicillin-clavulanate. Routine oral

examination and prompt treatment of oral infections may prevent life-

threatening complications of odontogenic infection such as endocarditis, intra-

cranial abscess, and invasive soft tissue infections of the neck. Simple inter-

ventions by the internist such as encouraging dental hygiene and referral to a

dentist when abnormalities are appreciatedmay reducemorbidity andmortality

from odontogenic infection.

OH, THE PLACES ENDOMETRIUM CAN GO Jacob Bell; Nitzi Muñoz

Casablanca; Joanna Mecca. Mount Sinai Beth Israel, New York, NY. (Control

ID #2905899)

LEARNING OBJECTIVE #1: How to consider and recognize a catamenial

pneumothorax.

LEARNING OBJECTIVE #2: How to manage and treat a catamenial

pneumothorax.

CASE:A 33-year-old nulliparous female with no past history presented

with 10 months of postmenstrual umbilical pain. She denied vomiting

or bowel habit changes, but noted orthopnea and nocturnal wheezing.

She had regular menstrual cycles associated with dysmenorrhea since

menarche at age 11. She had not been sexually active for 4 years. A

CT abdomen/pelvis revealed signs of endometriosis, mild ascites and a

right-sided pleural effusion. Given the suggested endometriosis and

hydropneumothorax, a catamenial pneumothorax (CP) secondary to

thoracic endometriosis was considered. Thoracentesis demonstrated

serosanguinous fluid with pleural fluid studies revealing an exudate.

Cytology exhibited mesothelial cells and lymphocytes. A chest tube

placed for 24 hours yielded 1200cc of fluid. MRI of the pelvis

confirmed multiple areas of hemorrhagic endometrial implants and
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moderate ascites. The patient was started on oral contraceptives and a

one-month dose of the gonadotropin releasing hormone agonist,

Lupron - creating a hypoestrogen state. 10 weeks after discharge the

patient pursed video-assisted thoracoscopic surgery (VATS). A large

hemothorax was evacuated, revealing diffuse pleural implants and

diaphragmatic fenestrations with liver visible beneath. The fenestra-

tions were repaired. Given the pleural implants, a complete right

hemithorax parietal pleurectomy was performed, followed by doxycy-

cline chemical pleurodesis. A wedge resection was also performed.

Both the wedge and pleural biopsies were positive for foci of endo-

metriosis on pathology. The surgery was well tolerated, without

complications.

IMPACT: This case reminds that endometriosis can involve areas outside of

the abdomen and provides insight into the diagnosis and treatment of CP.

DISCUSSION: Guidelines for the initial management of a spontaneous pneu-

mothorax with pleural effusion were followed - thoracentesis followed by tube

thoracostomy. However, CP is prone to recurrence. To prevent repeat

thoracostomies, further interventions are necessary. Pharmacologic therapy

alone is only temporizing to reduce symptoms and aid perioperatively. Studies

comparing surgery alone versus hormonal therapy alone demonstrated 1-year

recurrence rates of 30% and 60%, respectively. VATS is often followed by

pleurectomy and/or pleurodesis, removing ectopic endometrium to prevent

recurrence - as in this case. The diagnosis of CP comes from a high index of

suspicion and quality of presentation. In this case, the hemopneumothorax was

an incidental finding. Even with pelvic endometriosis and a new

hydropneumothorax, CP remains a challenging diagnosis. Cytology was

non-confirmatory in this case, which is not abnormal, as many cases cannot

be histologically diagnosed. VATS is considered the gold standard in diagnosis

of CP via the visualization of endometrial plaques or pleural fenestrations,

which held true in this case.

OLD MEDICATIONS, NEW SIDE EFFECTS: DRUG-INDUCED MY-

OPATHY Lulu R. Tsao1; Elaine C. Khoong1; Pallabi Sanyal-Dey2. 1Univer-

sity of California - San Francisco, San Francisco, CA; 2UCSF/SFGH, South

San Francisco, CA. (Control ID #2947286)

LEARNING OBJECTIVE #1: Recognize statin-induced myopathy and rel-

evant drug-drug interactions

CASE: An 83-year-old Chinese woman with hypertension, type 2 diabetes,

hyperlipidemia, coronary artery disease, and IgA vasculitis presented with

several days of progressive weakness. Four months earlier, while hospitalized

for a traumatic subdural hematoma, she developed a rash and acute kidney

injury leading to the diagnosis of IgAvasculitis. She received a course of pulse

dose steroids followed by a prednisone taper. One month prior to this admis-

sion, her nephrologist also started her on cyclosporine. Over the past several

weeks, she had developed painless weakness to the point where she could not

use her walker. Hermedications included prednisone 20mg daily, cyclosporine

100mg twice daily, atorvastatin 80 mg daily, furosemide, amlodipine, losartan,

and insulin glargine. On exam, she had decreased strength in the proximal

muscles and had to lift her thighswith her hands. She had nomuscle tenderness

and the rest of her neurological exam was normal. Her labs revealed a creatine

kinase (CK) over 3700 (normal 4 months earlier), elevated transaminases, and

myoglobinuria. Her creatinine was stable. The differential included inflamma-

tory myositis, medication-induced myopathy (from either steroid or statin),

adrenal insufficiency, and thyroid disease. Her prominent weakness with

elevated CK and myoglobinuria but no acute kidney injury indicated

myonecrosis without frank rhabdomyolysis. Her statin was stopped, and

rheumatology and nephrology were consulted to guide management of her

immunosuppression. Inflammatory myositis was unlikely as she had no flare

of her skin or renal disease and was on appropriate treatment. Steroid myop-

athy generally does not occur with a tapering dose or cause CK elevation.

Ultimately, the working diagnosis was statin myopathy due to the interaction

between cyclosporine and atorvastatin. Cyclosporine was stopped and predni-

sone continued at the same dose. TSH was normal and HMG CoA reductase

antibody (sent to evaluate for statin-associated necrotizing myopathy) was

negative. Her strength slowly improved over the next several days, and her

CK and LFTs downtrended.

IMPACT: Patients are often more concerned about statin adverse effects than

the physicians prescribing them. However, our vigilance and pre-test proba-

bility should be higher with potential drug-drug interactions.

DISCUSSION: In one review, as many as 50% of all cases of statin-related

rhabdomyolysis involved a suspected drug-drug interaction. Key interactions

occur with cytochrome P450 substrates or inhibitors, such as cyclosporine and

macrolides. Statin myopathy related to cyclosporine is most commonly seen in

post-transplant patients but can also occur in patients being treated for autoim-

mune conditions. This case of drug-induced myopathy highlights the spectrum

of possible complications in elderly patients on immunosuppression and the

importance of reviewing even chronic medications.

OLD PATIENT, YOUNG DIAGNOSIS: ENDOCRINE ISSUES IN THE

ELDERLY Justine Phifer; Darlene LeFrancois. Montefiore Medical Center,

Bronx, NY. (Control ID #2945760)

LEARNING OBJECTIVE #1: Recognize polyglandular autoimmune defi-

ciency syndrome as possible diagnosis in those with an endocrine gland

autoimmune disorder

LEARNING OBJECTIVE #2: Identify the pathophysiology of

polyglandular autoimmune syndrome type II and the necessity for prompt

evaluation and treatment

CASE: A 90-year-old woman presented with increased thirst and uri-

nation, decreased appetite, and subjective weight loss of two weeks.

Patient had BMI of 18, a history of dementia of two years, and she

took no medications. She was oriented to person and place, but not to

date, and had unsteady gait and decreased vibration and position sense

in her feet bilaterally. Patient had no known history of diabetes, but

presented with glucosuria and was found to have A1c of greater than

14.0, with new-onset Type I Diabetes confirmed with positive

glutamic acid decarboxy antibody and islet cell antibodies. Patient

was evaluated for B12 deficiency and was found to have low B12

level and positive antibodies to both intrinsic factor and parietal cells,

confirming pernicious anemia. Given the diagnosis of two autoimmune

disorders and her atypical age of presentation of type I diabetes, she

was further evaluated and found to have Hashimoto's thyroiditis.

Patient was treated with insulin and B12, but had an indeterminate

morning cortisol level, so was not initiated on thyroid hormone re-

placement pending further evaluation of adrenal function

IMPACT: Internists frequently diagnose autoimmune syndromes separately,

but as many as one fourth of patients with one autoimmune disease will
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develop another in their lifetime. Polyglandular autoimmune syndromes may

present simultaneously and may have life-threatening consequences if

overlooked.

DISCUSSION: There are three documented types of autoimmune

polyglandular syndromes (PAS). Type I is a rare autosomal recessive juvenile

disorder; type II is composed of autoimmune adrenal insufficiency, autoim-

mune thyroid disease and/or type one diabetes mellitus; and type III is charac-

terized by type one diabetes with autoimmune thyroid disease and the absence

of concurrent Addison's disease. Type II is the most prevalent type and is the

most likely diagnosis in current patient. Women are affected up to three times

more often than men, with most cases occurring between age 30 and 40.

Adrenal insufficiency is the initial manifestation in approximately 50 percent

of PAS II patients and involves humoral and cell-mediated immune mecha-

nisms directed at the adrenal cortex, and it is often associated with

autoimmune destruction of other endocrine glands. HLA alleles deter-

mine specific tissue targeting, and an imbalance between regulatory

and autoimmune effector T lymphocytes is the major determinant of

disease. Component diseases of PAS should be treated with hormone

therapy. However, in patients with PAS II, it is crucial to check

adrenal function before initiating thyroid hormone therapy, as thyrox-

ine stimulates increased metabolism of corticosteroids in the liver and

may precipitate a life-threatening adrenal crisis.

OMENTAL INFARCTION AS A CAUSE OF ACUTE ABDOMINAL

PAIN Mayssan Muftah1; Anne Tomolo1, 2. 1Emory University School of

Medicine, Atlanta, GA; 2Atlanta VA Health Care System, Decatur, GA.

(Control ID #2939498)

LEARNING OBJECTIVE #1: Recognize omental infarction as an etiology

of acute abdominal pain

LEARNING OBJECTIVE #2: Describe the management of omental

infarction

CASE: A 58-year-old male with history of aortic rupture, coronary artery

disease, internal jugular thrombus, and prior stroke presented with three days

of progressively worsening, constant, and sharp right upper quadrant (RUQ)

abdominal pain. The abdominal pain was new and unfamiliar. It did not radiate

and was unrelated to food intake. He had no relief with over the counter pain

medication. He denied fevers, nausea, vomiting, inability to tolerate food or

liquids, change in bowel habits, or blood in his stool or urine. He denied

alcohol, tobacco, or illicit drug use and had no history of biliary colic. On

exam, the patient appeared uncomfortable; however, was afebrile with normal

blood pressure, respirations, and heart rate. He had tenderness in the RUQ and

epigastric regions with voluntary guarding but no rigidity or rebound tender-

ness. No abdominal masses were detected. Initial work up was without

leukocytosis, transaminitis, acidosis, kidney injury, or elevated lipase. Abdom-

inal x-ray was without free air. An abdominal CTwas performed to aid in the

diagnosis and showed a fat-containing mass lesion within the RUQ anterior to

the liver measuring 2.7 x 1.9 cm with adjacent inflammation representing an

omental infarction. The patient was managed with intravenous fluids (IV) and

pain medication. No surgical intervention was warranted, and the patient was

admitted to the medicine team for conservative management. Following 24

hours of observation, he was transitioned to an oral pain regimen and was

advanced to a regular diet. He was discharged with pain medication and asked

to follow up with his primary care provider.

IMPACT: This case highlights a cause of acute abdominal pain that is not

typically considered. For patients presenting with significant abdominal pain

that is out of proportion to the exam andwithout an identifiable trigger, omental

infarction is appropriate to add to the differential diagnosis and can be con-

firmed by CT.

DISCUSSION: Omental infarction is becoming an increasingly recognized

cause of acute abdominal pain. It most commonly occurs in middle-aged men.

Patients more commonly present with pain on the right, which may be

secondary to longer, more mobile omentum that increases the risk of torsion

and disruption of blood supply. Omental infarction can be both idiopathic or

secondary to torsion from adhesions, thrombosis, or venous congestion.

Suspected risk factors for idiopathic presentations include obesity, laxative

use, trauma, and excess exercise/strain. CT scan alone is sufficient for diagno-

sis given specific findings that include fatty oval shaped mass or hyper-

attenuating streaky infiltration. Management is typically conservative with

IV fluids, pain control, and observation for at least 24 hours. Surgery is

reserved for those with acute decompensation or progression of pain despite

conservative measures.

OMENTAL INFARCTION: A RARE CAUSE OF ABDOMINAL PAIN

Shakera Syed; shruti pandiri; Sireesha Vutukuri; Saad Bin Jamil; Joseph Hong.

Montefiore Medical Center Wakefield Campus, Bronx, NY. (Control ID

#2944705)

LEARNING OBJECTIVE #1: Recognize omental infarction as an etiology

for abdominal pain that is out of proportion to clinical exam

LEARNING OBJECTIVE #2: Treat omental infarction with timely conser-

vative and surgical management to reduce morbidity and mortality

CASE: A 25 year-old woman with past medical history of diabetes mellitus,

salpingectomy and oophorectomy presented with right sided abdominal pain

radiating to the axillae for 4 days. She denied any trauma, fever, nausea,

vomiting, diarrhea, and constipation. Ultrasound of the abdomen was unre-

markable. Initial labs were normal except for D-dimer of 3 ug/ml. Ventilation/

perfusion scan done subsequently was negative. Patient's pain was relieved by

ibuprofen and she was discharged home. She again presented two days later

with worsening abdominal pain. CT scan of abdomen revealed right upper

quadrant omental fat stranding with trace intrahepatic fluid, which could

represent omental infarct. During the hospital course labs were noted for

increasing leukocyte count, ESR 104 mm/hr, CRP 12.2mg/dL, and mild

elevation of transaminases. Hepatitis workup included negative autoimmune

testing and viral immunity to Hepatitis A and Hepatitis B. Patient was conser-

vatively managed on intravenous (IV) morphine and IV fluids. .Although

initially there was some concern for acute abdomen given her continued pain

despite conservative management with IV analgesics, she began to improve

after a few days and did not require surgical intervention.

IMPACT: It is essential to identify omental infarction as a cause of severe

intractable abdominal pain and to manage it in a timely manner

DISCUSSION:Omental Infarction (OI) is a rare cause of abdominal pain, with

an incidence of less than 4 cases per thousand cases of appendicitis. It is caused

by compromised vasculature of the greater omentum due to torsion, which

could be primary or secondary to postoperative adhesions as was the case in

this patient or localized inflammation, tumor or trauma. One should have a

higher suspicion for this diagnosis when the severity of the abdominal pain

does not correlate with the initial exam or lab findings. Given the severity of
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our patient's abdominal pain and elevated inflammatory markers, the initial

differentials included cholecystitis, appendicitis, pancreatitis and pulmonary

embolism. The diagnosis of OI was later confirmed with CT imaging. Con-

servative management with analgesia, anti-inflammatory agents, and optimal

fluid maintenance has been shown to be effective in 78% of the cases.

However, studies have shown that even with conservative management, symp-

toms can persist an average of 13.5 days. It is important to monitor daily

inflammatory markers and to have a low threshold for surgical evaluation if

there is no improvement with conservative management. Surgical management

includes exploratory laparoscopy with resection of the infarcted area.

ONE PILL, TWO PILL, PINK PILL, YELLOW PILL Christopher Su;

Ashley Kang; Alexander M. Barbaro; Darlene LeFrancois. Montefiore Med-

ical Center, Bronx, NY. (Control ID #2937542)

LEARNING OBJECTIVE #1: Recognize the signs and symptoms of phe-

nytoin toxicity.

LEARNING OBJECTIVE #2: Distinguish proximal (type 2) renal tubular

acidosis (RTA) from other types of renal injury.

CASE: A 55 year-old woman presented with over one year of vertigo compli-

cated by multiple falls leading to fractures. She had HIV treated with efavirez-

emtrictabine-tenofovir (Atripla) and epilepsy treated with phenytoin. She

reported adherence to her medications daily. She had a horizontal gaze-

related nystagmus with fast phase to the right which did not extinguish. She

also had a tender and swollen right wrist and declined gait exam citing

instability. Imaging revealed diffuse osteopenia, right ulnar styloid avulsion

fracture, and healing metacarpal fractures. Serum studies revealed venous pH

7.206, pCO2 31 mmHg, potassium 3.1 mEq/L, bicarbonate 12 mEq/L, anion

gap 14 mEq/L, phosphorous 2.6 mg/dL, urea nitrogen 11 mg/dL, and creati-

nine 1.70 mg/dL. Urine studies revealed pH 8.0, glucose 427 mg/dL, and an

urine anion gap 40 mEq/L. The corrected phenytoin level was 46.9 with a

serum albumin 2.5 g/dL. Patient had not checked her phenytoin level in more

than 3 years and Atripla was initiated approximately 1.5 years ago. Chronic

dizziness and ataxia resolved with discontinuation of phenytoin and electrolyte

abnormalities normalized with the administration of bicarbonate and the ces-

sation of Atripla.

IMPACT: Every medication is associated with adverse side effects. However,

linking adverse side effects to chronic medications often poses a diagnostic

challenge. Toxic symptoms may go unrecognized for months to years. Phe-

nytoin and tenofovir are commonly prescribed medications and providers

should be able to recognize signs of toxicity.

DISCUSSION: Phenytoin toxicity typically presents with horizontal nystag-

mus and ataxia, with severe cases progressing to lethargy and coma. Differen-

tial diagnoses to consider include carbamazepine toxicity, Wernicke's enceph-

alopathy, and cerebellar disease. Patients with hypoalbuminemia are at in-

creased risk for phenytoin toxicity due to increased free phenytoin concentra-

tion. Fatalities are rare, and symptoms generally resolve with cessation of the

medication. However, phenytoin directly affects osteoblasts and impairs bone

formation, leading to osteoporotic fractures which contribute to permanent

morbidity. Proximal (type 2) RTA is associated with a normal anion gap

metabolic acidosis and presents as a defect in bicarbonate, phosphate, glucose,

uric acid, and amino acid reabsorption. This phenomenon is also known as

Fanconi's Syndrome. Themost common cause is familial genetic disorders, but

the condition can also be seen in tenofovir and carbonic anhydrase inhibitor

toxicity. Due to impaired phosphate reabsorption, osteomalacia also results and

leads to compression fractures. The rapid resolution of this patient's symptoms

after cessation of offending drugs underscores the importance of regular

monitoring for side effects and demonstrates the significant morbidity that

can result from drug toxicity.

ONE RUFF KIDNEY: A CASE OF DRUG INDUCED ACUTE INTER-

STITIAL NEPHRITIS AFTER A DOG BITE Adrienne Lenhart; Randeep

Kaur; Junior Uduman. Henry Ford Hospital, Detroit, MI. (Control ID

#2928407)

LEARNING OBJECTIVE #1: Recognize the clinical features of acute

interstitial nephritis

LEARNING OBJECTIVE #2: Acknowledge when renal biopsy and corti-

costeroids are appropriate in acute interstitial nephritis

CASE:The patient is a 56-year-oldmale with a history of a solitary functioning

kidney (atrophic right kidney, presumed to be congenital) and chronic kidney

disease stage 2 who presented after a dog bite. Exam revealed skin avulsion

and a 6 x 4 cm bite wound along the posterior aspect of the left calf. He was

started on IV ampicillin/sulbactam and underwent surgical washout. On post-

operative day three, the patient developed fevers, leukocytosis, and an elevated

SCr. Blood cultures were negative. Over the next several days, his SCr peaked

at 11.41mg/dL. Urinalysis showed 45RBCs, 13WBCs, and new onset tubular

proteinuria. Renal ultrasound revealed a stable, atrophic right kidney, but was

otherwise unremarkable. Antibiotics were switched to clindamycin and

levofloxacin; however, the patient required initiation of hemodialysis. Given

concern over a possible Shwartzman reaction from the recent dog bite, he

underwent renal biopsy. However, this revealed a diffuse tubulointerstitial

mixed leukocytic cellular infiltrate with lymphocytic tubulitis, consistent with

acute interstitial nephritis (AIN) in the setting of ampicillin/sulbactam use.

Despite discontinuation of the offending medication, the patient had no im-

provement in his renal function after 7 days and was started on a 6-week course

of systemic corticosteroids. His SCr and urine output improved with steroids

and he is no longer dialysis dependent.

IMPACT: This case highlights a unique example of AIN, occurring in a patient

with a solitary functioning kidney. It emphasizes the appropriateness of pur-

suing a renal biopsy in a high-risk patient when the results can influence

management decisions. This case also demonstrates excellent responsiveness

to corticosteroids.

DISCUSSION: AIN encompasses a pattern of renal injury that is most

commonly caused by drugs or medications, but can also occur with

systemic disorders. The classic triad of fever, rash, and eosinophilia

occurs in around 10% of patients. Clinical and urinary findings, such

as urine eosinophils, have poor diagnostic accuracy. Therefore, renal

biopsy is required for definitive diagnosis, which typically reveals a

tubulointerstitial inflammatory infiltrate. Although a unilateral kidney

is no longer considered an absolute contraindication to renal biopsy,

caution is warranted as major complications can have more impact.

However, in our case, multiple diagnoses with differing treatment

strategies were being considered, which justified the need for biopsy.

Corticosteroids have been used in AIN if there is no significant

improvement in renal function three to seven days after stopping the

culprit medication. While the optimal dose and duration of steroids is

unknown, most patients will improve with several weeks of therapy, as

was seen in our patient.
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ONLY TIMEWILLTELL - AMULTIPHASIC ILLNESS FEATURING

ASTHMA AND EOSINOPHILIA Anne Rohlfing2; Arvind Nishtala1;

Gurpreet Dhaliwal2. 1UCSF, San Francisco, CA; 2University of California

San Francisco, San Francisco, CA. (Control ID #2946009)

LEARNING OBJECTIVE #1: Diagnose EGPA and be able to recognize its

multiphasic nature.

LEARNING OBJECTIVE #2: Develop a framework for eosinophilia and

progressive pulmonary symptoms.

CASE: A 71-year old man with a history of asthma presented with rash and toe

drop. Over one day he developed tender, red papules on his upper and lower

extremities and inability to extend his left toe. He had mild persistent asthma, but

in the past year had presented several times with dyspnea and wheezing with a

clear chest x-ray, and was treated with nebulizers and oral steroids. He also had a

history of recurrent sinusitis and mild eosinophilia (absolute count 1,000). He

was well-appearing with normal vitals. He had palpable purpura over all extrem-

ities andwas unable to dorsiflex his left toe. His cardiopulmonary and neurologic

examination was normal. His WBC count was 27,100 with 61% eosinophils

(absolute count 16,500). The morphology on a peripheral blood smear was

normal, as was flow cytometry. His kidney function was normal. A chest x-ray

showed bilateral patchy opacities. Antinuclear and antinuclear cytoplasmic anti-

bodies were absent and complement levels were normal. An extensive infectious

evaluation was negative. Skin biopsy revealed leukocytoclastic vasculitis. Sural

nerve biopsy showed axonal neuropathy with scant patchy lymphocytic infiltrate

but no definite vasculitis. Bone marrow biopsy did not identify abnormal mature

eosinophils or blasts; flow cytometry and cytogenetics were normal. The patient

met five of six American College of Rheumatology (ACR) classification criteria

(asthma, >10% eosinophilia, mononeuritis multiplex, transient pulmonary opac-

ities, paranasal sinus abnormality, and extravascular eosinophils) for the diagno-

sis of eosinophilic granulomatosis with polyangiitis (EGPA). Following treat-

ment with high dose steroids, his skin lesions regressed, toe drop resolved, and

eosinophil count normalized.

IMPACT: EGPA is difficult to recognize because of its low prevalence, its

association with highly prevalent chronic diseases, and its evolution over years.

In this multi-system disease, the prodromal and eosinophilic phases can

precede the vasculitic phase by decades. It should be considered in patients

with asthma and eosinophilia, particularly if they develop more severe exac-

erbations of their lung disease or unexplained cardiac, renal, or neurologic

disease.

DISCUSSION: EGPA is a small and medium vessel vasculitis characterized

by lower and upper airway disease and eosinophilia. Fulfilling four of six ACR

criteria provides a sensitivity of 85% and specificity of 99.7%. This list,

however, does not convey its multiphasic nature, which can evolve over years.

The differential diagnosis of peripheral eosinophilia and pulmonary opacities

includes helminthic, atopic, and primary eosinophilic lung diseases, and lym-

phoid malignancies. EGPA should be considered in the setting of eosinophilia

and sinopulmonary symptoms, particularly if adult-onset or progressive. Early

recognition and treatment can prevent end-organ injury.

ORTHOSTATIC HYPOTENSION AS THE PRESENTING SYMPTOM

OF LAMBERT EATON MYASTHENIC SYNDROME IN SMALL

CELL LUNG CANCER David Kearney; Adriana Negrini; Majid Yazdani.

University of Massachusetts Memorial Medical Center, Slatersville, RI. (Con-

trol ID #2943266)

LEARNING OBJECTIVE #1: Recognize paraneoplastic syndromes as po-

tential causes of autonomic dysfunction

CASE: A 60-year-old female, current smoker, with history of hypertension,

initially presented with hyponatremia, weakness, and orthostatic hypotension.

At the time, her symptoms were attributed to volume depletion from hydro-

chlorothiazide; therefore, this medication was discontinued, and patient was

fluid-resuscitated. These measures, however, failed to correct her orthostasis.

She underwent extensive evaluation, including morning cortisol, TSH, ESR,

HbA1c, HIV, RPR, HCV, and Lyme serology, which were unremarkable. She

was discharged to rehab on midodrine for her continued symptoms of ortho-

static hypotension. The patient presented again one month later with bilateral

leg weakness and pain, dry mouth, lightheadedness upon standing, and 15-

pound unintentional weight loss. Physical examwas remarkable for orthostatic

hypotension and hyporeflexia that improved with preceding isometric muscle

contraction. CT of the chest revealed a right mediastinal mass. Endobronchial-

ultrasound-guided biopsy revealed small cell carcinoma. Voltage-gated-

calcium channel (VGCC) antibody level was 530 (<24 considered normal),

and EMG revealed markedly reduced compound muscle action potential, with

amplitude increment after 10-seconds of maximal exercise, consistent with a

presynaptic neuromuscular junction disorder. The patient was diagnosed with

Lambert Eaton Myasthenic Syndrome (LEMS). She received further staging

evaluation, and was started on chemotherapy. Pyridostigmine was initiated, but

quickly discontinued due to diarrhea.

IMPACT: This case highlights the importance of considering paraneoplastic

syndromes, including LEMS, as potential causes of autonomic dysfunction,

especially in the presence of risk factors or findings suggestive of malignancy,

such as constitutional symptoms and smoking history.

DISCUSSION:Orthostatic hypotension is a common condition, but has many

etiologies beyond volume depletion. It is important to consider autonomic

dysfunction etiologies such as LEMS in patients with orthostatic hypotension

with risk factors, as prompt diagnosis can lead to more immediate treatment

and symptom relief. Autonomic dysfunction in LEMS will typically occur

within 3 months of original symptom onset, and commonly manifests as dry

mouth in 83% of patients in one study, impotence in males (65%), constipation

(34%), and orthostatic hypotension (29%). Classical presentation of LEMS is

that of bilateral proximal weakness that improves with exertion. Diagnosis is

made based on clinical features, VGCC antibodies, and repetitive nerve stim-

ulation abnormalities. Although LEMS can be a harbinger of

malignancy—approximately half of LEMS cases are associated with SCLC

or lymphoproliferative disorder—there is evidence that its presence is associ-

ated with longer survival in patients with SCLC. Most patients with LEMS

experience at least partial remission of weakness with treatment of SCLC.

OUT OF BREATH: HEREDITARY HEMORRHAGIC TELANGIEC-

TASIA AS AN UNCOMMON CAUSE OF DYSPNEA Katherine A. Fu;

Arash Nafisi. Olive View-UCLA Medical Center, Sylmar, CA. (Control ID

#2907895)

LEARNING OBJECTIVE #1: Recognize the clinical features of hereditary

hemorrhagic telangiectasia (HHT)

LEARNING OBJECTIVE #2: Manage recurrent pulmonary arteriovenous

malformations (AVMs)

CASE: A 37-year-old female presented to urgent care with worsening head-

aches for two weeks. She had also become increasingly dyspneic with activity

JGIM ABSTRACTS S579



over the past three months, reporting decreased exercise tolerance. Three

months ago, she could run for at least 15 minutes, but at presentation could

walk less than a block. She also reported daily episodes of epistaxis for the past

month. Her past medical history was significant for submassive hemoptysis in

2009 when she was pregnant at 30 weeks of gestation. She was admitted to the

ICU, during which a pulmonary arteriovenous malformation (AVM) in the

posterior basal segment of the right lung was found and subsequently

embolized. She denied a history of smoking and took no medications or

supplements. On presentation, she was saturating 89-91% on room air with

improvement to 94% on 5-6L nasal cannula (NC). Her physical exam demon-

strated clear lungs to auscultation bilaterally and no focal neurologic deficits.

Multiple perioral telangiectasias were visualized. Her CT pulmonary angiog-

raphy was notable for recannalization of her right lower lung (RLL) AVM and

a new adjacent RLL small AVM with a 5-mm feeding vessel. The patient was

admitted, pulmonology was consulted, and she was diagnosed with Hereditary

Hemorrhagic Telangiectasia (HHT). She had headaches throughout admission.

A brain MRI was negative for cerebral abscess or AVM. She underwent

pulmonary arterial embolization of the large right posterior inferior pulmonary

AVM.Upon discharge, she was saturating at 95-96% on 2L NC. At one-month

follow-up, she had been weaned off home oxygen and felt only minimally

dyspneic with exertion.

IMPACT: This presentation of subacute dyspnea, headaches, and hypoxemia was

consistent with pulmonary AVM, worsened due to recanalization. When presented

with a patient with a history of AVMs, recurrent epistaxis and telangiectasias, it is

important to consider hereditary hemorrhagic telangiectasia.

DISCUSSION: HHT is an autosomal dominant disorder with a prevalence of

about 1 in 5,000-6,000. The Curacao criteria are used to diagnose HHT: 1)

spontaneous and recurrent epistaxis, 2) mucocutaneous telangiectasia, 3) fam-

ily history, 4) pulmonary, hepatic, cerebral, spinal or gastrointestinal AVMs,

with a definite diagnosis defined as 3-4 criteria present . Due to loss of normal

pulmonary capillary filtration, patients are at risk for cerebral abscesses and

ischemic stroke from paradoxical emboli. Pulmonary AVMs are also associat-

ed with an increased risk for migraines. Patients with HHT tend to be high risk

in pregnancy due to potentially life-threatening complications, such as pulmo-

nary hemorrhage, stroke, and heart failure. Primary treatment is percutaneous

catheter embolization of the pulmonary AVM, which also typically improves

migraines, polycythemia and epistaxis associated with HHT.

OVERLOOKINGTHEABERRANTLAB: ACASEOFHYPERCOAG-

ULABILITYANDCONFIRMATIONBIASBen Smith1; Sarah A. Tilstra1;

William Follansbee2; Eliana Bonifacino3. 1University of Pittsburgh School of

Medicine/Medical Center, Pittsburgh, PA; 2University of Pittsburgh Medical

Center, Pittsburgh, PA; 3UPMC, Pittsburgh, PA. (Control ID #2944989)

LEARNING OBJECTIVE #1: Incorporate nephrotic syndrome into the

differential diagnosis of hypercoaguable state

LEARNING OBJECTIVE #2: Better identify confirmation bias in clinical

thinking and how it can cause error.

CASE: A 40-year old man without significant PMH presented with three weeks of

new, worsening headaches associated with nausea and photophobia. Physical exam

was normal except for sinus tachycardia. Admission laboratory evaluation showed

leukocytosis and hypoalbuminemia. A CT head was obtained and showed bilateral

transverse sinus thrombosis. Hewas admitted to the neurology service and started on

anti-coagulation. Hypercoaguable workup was negative. On the day of discharge

(hospital day #4), the rheumatology servicewas consulted for "autoimmune etiology

of venous thrombosis." After sending urine studies to evaluate his hypoalbumin-

emia, he was discharged. Studies showed that the urine protein loss estimate was 6

grams/day. Patient was re-admitted and renal biopsy demonstrated membranous

nephropathy. Further evaluation for an underlying cause identified positive ANA,

SSA, and anti-dsDNA consistent with systemic lupus erythematosus. ACE-inhibitor

was initiated and patient will follow-up with Rheumatology and Nephrology.

IMPACT: The diagnosis of hypercoagulable state seconary to membranous

nephropathy was almost missed in this patient, even though this is not an

uncommon manifestation of this disease. The decision making in this case

illustrates a number of cognitive biases that impact clinical reason and medical

error. Recognition of such biases by clinicians can improve diagnostic accura-

cy and help reduce medical error.

DISCUSSION: This case highlights confirmation bias and how it can lead to

diagnostic error. Hypoalbuminemia is not commonly associated with trans-

verse sinus thrombus, and therefore was initially ignored. Representative

restraint, or identifying only typical presentations of disease also played a role.

Without evidence of volume overload or renal dysfunction, his presentation

does not fit with an illness script for nephrotic syndrome. Despite normal

kidney function, the presence of this degree of proteinuria is an indication for

renal biopsy. Biopsy diagnosis of membranous nephropathy here allowed for

identification of underlying cause. Causes of membranous nephropathy in-

clude autoimmune disease, infection, malignancy, and certain medications,

though most commonly it is idiopathic. Treatment included management of

underlying cause and initiation of an ACE-inhibitor or ARB.

PAINLESS AORTIC DISSECTION: PRESENTING WITH MULTI-

SYSTEM ORGAN FAILURE AND OWL'S EYES SIGN Raymond

Lam1; Sara L. Swenson1; Thomas J Nuckton3; Merrill R. Nisam2. 1California

Pacific Medical Center, San Francisco, CA; 2Marin General Hospital, Marin,

CA; 3Sutter Eden Medical Center, Castro Valley, CA. (Control ID #2942918)

LEARNING OBJECTIVE #1: Recognize multi-system organ failure as a

possible presenting feature of painless aortic dissection

LEARNINGOBJECTIVE #2:Recognize that the owl's eyes signmay reflect

a profound dissection of the thoracic aorta causing spinal cord infarction

CASE:A 72 year old woman presented to the hospital with a 3 days of emesis,

anorexia, and generalized fatigue without any chest pain. On initial presenta-

tion, she had mild confusion, bright red blood per rectum, and bilateral lower

extremity weakness. Laboratory exam showed a white blood cell count of 17,

creatinine of 3, aspartate aminotransferase/alanine aminotransferase of

1200/380, lactate of 4.5, and a troponin of 0.52 with a normal ECG. Initial

chest X-ray showed a dilated aortic arch and modestly widened mediastinum.

Several hours later, she developed flaccid lower extremities with diminished

distal pulses, and this prompted workup for arterial insufficiency and stroke.

Duplex ultrasound of the lower extremities was negative.MRI of the spine was

done to evaluate lower extremity weakness, and it demonstrated an ‘owl's eyes

sign' consisting of an abnormal hyper-intense signal in the thoracic spinal cord

extending from T6-L1, which was consistent with spinal cord infarction. The

next morning, the patient suddenly became obtunded and hypotensive, and

was transferred to the ICU. Shortly after transfer, she developed pulseless

electrical arrest and passed away despite resuscitation. Post mortem pathology

concluded that the cause of death was cardiac tamponade from proximal

thoracic aortic dissection.
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IMPACT: The finding of the owl's eyes sign in the spinal cord illustrates the

natural history of severe aortic dissection causing avulsion of the anterior

spinal artery, leading to spinal cord infarction. Thus, multi-organ system failure

and neurologic deficits may signal a rapidly progressing aortic dissection, and

should prompt the involvement of the intensivist early on to stabilize the

patient.

DISCUSSION:Not all cases of aortic dissection present classically with sharp,

tearing chest and back pain. Painless aortic dissection occurs in 6% of all cases,

is often under-recognized, and has a higher in-hospital mortality. It can present

with a wide variety of symptoms, including gait disturbances, ischemic limb,

heart failure, stroke, and bowel ischemia. Our case is unusual because of the

presentation of multi-system organ failure without chest pain. The owl's eyes

sign of the spinal cord illustrates how a proximal thoracic aortic dissection can

cause rapid avulsion of the spinal arteries leading to spinal cord infarction,

kidney infarction, and mesenteric arterial insufficiency. Evaluation for possible

aortic dissection is warranted in cases of unexplained multi-organ system

failure with neurological compromise.

PALLIATIVE CARE, IF NOT IN NAME: A COMPASSIONATE VIO-

LATION OF OPIOID PRESCRIBING GUIDELINES Robert J. Flick1;

Jennifer Adams2. 1University of Colorado, Denver, CO; 2Denver Health,

Denver, CO. (Control ID #2935034)

LEARNING OBJECTIVE #1: Recognize circumstances where chronic opi-

oid therapy (COT) is an appropriate first-line agent for chronic pain

CASE: The patient was a 48 year old woman with a history of AIDS, end-stage

renal disease on dialysis, dilated cardiomyopathy, severe renal osteodystrophy,

ongoing crack cocaine use, depression, and recent non-operative pelvic frac-

ture, currently on low dose oxycodone. She requested an increase in opioid

dose due to severe, diffuse chronic pain due to her pelvic fracture and

osteodystrophy. The patient had repeatedly refused physical therapy, non-

opioid drugs, palliative care, and mental health diagnosis and treatment ser-

vices. She had been intermittently engaged in care for years. In the past, when

refused opioids due to concerns about substance use, she dropped out of care,

leading to cessation of her chronic medications, escalating drug use, and

homelessness. This caused significant declines in her functional status and

potentiated her chronic medical conditions including HIV. Despite active

substance use and refusal to pursue preferred therapies for chronic pain, we

initiated her on COT by indefinitely extending her course of oxycodone at an

increased dose. Recognizing that she was near the end of life, we prioritized the

opportunity to alleviate the severe somatic symptoms she was experiencing

and promote her engagement in care. She visited the clinic monthly to pick up

her prescription, and while she refused palliative care in name, she remained

actively engaged with an inter-professional team until her death.

IMPACT: New opioid prescribing guidelines recommend against the use of

COT for the first-line treatment of chronic pain, particularly in patients who are

actively using cocaine and likely have undiagnosed mental health conditions

potentiating their chronic pain. This case challenges traditional orthodoxy

around COT by using it as a leverage for engagement with care and to provide

a form of palliative care (despite the patient refusing this label).

DISCUSSION: Primary care physicians (PCPs) are at the frontline of an

unprecedented opioid epidemic, with overdoses now the leading cause of

death for Americans less than 50 years old. This has led to tightening of

prescribing guidelines, and heightened pressure on PCPs to universally restrict

opioids. The case described here of a clearly high-risk patient with severe

unremitting pain, who rejects the label of palliative care and would only engage

with the health care system if opioids were prescribed, demands an unconven-

tional approach. In situations like these, the benefits for COTmay outweigh the

risks with careful follow up and monitoring. Primary care physicians have a

duty to prescribe opioids responsibly; at the same time, we are accountable to

ourmost vulnerable patients and must think carefully about individualizing our

decision making around the application of guidelines, which in some cases

may have profoundly detrimental effects by alienating patients from care when

they need it the most.

PANCYTOPENIA AND MICROANGIOPATHIC HEMOLYTIC ANE-

MIA DUE TO SEVERE VITAMIN B12 DEFICIENCY Vima M. Patel1;

Gabriela Ferreira2. 1Rutgers Robert Wood Johnson Medical School, New

Brunswick, NJ; 2Rutgers-Robert Wood Johnson Medical School, New Bruns-

wick, NJ. (Control ID #2945415)

LEARNING OBJECTIVE #1: Recognize that pancytopenia and microan-

giopathic hemolytic anemia (MAHA) can be the presenting signs of severe

vitamin B12 deficiency.

CASE: An 82-year-old vegetarian female with rheumatoid arthritis presented

with dizziness and a fall following 2 months of worsening fatigue and fifteen-

pound weight loss. Recent oral intake was further limited to tea, lentils, and

rice. She denied neuropyschiatric deficits. Physical exam was remarkable for

cachexia. Laboratory results revealed a WBC count of 3.6(4.0-10.0 thousand/

ul), hemoglobin 6.7(11.9-15.1 g/dL), mean corpuscular volume 140.3 (78-99

fL), and platelet count 48(140-440 thousand/ul). Manual differential revealed

moderate schistocytes, hypersegmented neutrophils, and anisocytosis. Liver

function tests, iron, and folate studies were normal. Lactate dehydrogenase was

elevated at 1460(125-220 IU/L). Haptoglobin was low at <8.1(30-200mg/dL).

PCR for EBV, CMV, and Parvovirus were negative. Vitamin B12 level was

undetectable <30(250-1150 pg/mL), with elevated levels of homocysteine >50

(5-20 umol//L), and methylmalonic acid 11.26 (<0.40 nmol/L). Hematology

consult diagnosed severe B12 deficiency. The patient was started on high-dose

intramuscular injections of vitamin B12 until re-evaluation as outpatient. Upon

follow up, intrinsic factor and parietal cell antibody were positive, consistent

with pernicious anemia. Her pancytopenia gradually improved and hemolysis

resolved. She continues with intramuscular replacement with marked improve-

ment in energy and appetite.

IMPACT: Although internists are aware B12 deficiency can present with

peripheral neuropathy, megaloblastic anemia or dementia, many may be un-

aware of severe deficiency resulting in pancytopenia and MAHA. In addition,

costly and invasive testing such as bone marrow biopsy, flow cytometry, and

work up for an infectious etiology can be avoided if patients respond to B12

replacement. Many cases of B12 deficiency in elderly patients are due to

atrophic gastritis, but it is important to consider an autoimmune cause, such

as pernicious anemia, in patients with other autoimmune illnesses.

DISCUSSION: Vitamin B12 is found in fish, meat, and dairy, and is essential

for hematopoiesis. Patients with B12 deficiency typically present with mega-

loblastic anemia, peripheral neuropathy, or dementia. The most common cause

is atrophic gastritis, but pernicious anemia should be considered. Pancytopenia

and MAHA are probably more common signs of B12 deficiency than initially

thought. A 2006 study revealed that among 201 patients with documented

vitamin B12 deficiency, 9% had pancytopenia and 1.5% had hemolytic
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anemia. These patients often undergo invasive and expensive testing to exclude

malignancies, marrow deficiencies, or myelodysplasia. However, workups

may be avoided, and costs reduced, if clinicians are aware of hematologic

presentation of severe B12 deficiency. Patients with pernicious anemia are

typically treated with intramuscular B12 replacement, usually leads to clinical

recovery.

PANCYTOPENIA IN IMMUNOCOMPETENT YOUNG WOMAN AF-

TERTRIMETHOPRIM-SULFAMETHOXAZOLEUSE Samantha Ober.

George Washington University Hospital, Washington, DC. (Control ID

#2926900)

LEARNING OBJECTIVE #1: Recognize a rare but serious side effect of

trimethoprim-sulfamethoxazole

LEARNING OBJECTIVE #2: Assess for conditions that increase risk of

hematologic adverse reactions with trimethoprim-sulfamethoxazole

CASE: A 29-year-old woman presented to the Emergency Department with

fever and fatigue. Her medical history was significant for history of multiple

perianal furuncles and recent treatment with trimethoprim-sulfamethoxazole

(TMP-SMX) for the most recent recurrence of a small, non-fluctuant furuncle.

She finished a 14-day course one day ago. The perianal swelling had resolved

but she developed subjective fever, fatigue, and nausea. On presentation, she

had a low-grade fever, hypotension, and tachycardia. Physical exam was

unremarkable, including the perianal region. Laboratory findings were signif-

icant for Hgb 11.6, WBC 1.17 (ANC 819), and platelets 34k. Imaging showed

no evidence of infection. Peripheral smear was normal and full viral work-up

was negative. Bone marrow biopsy was considered. TMP-SMX was

discontinued on admission and Vancomycin and Cefepime were

started. Blood counts gradually improved, starting on hospital day 3,

so bone marrow biopsy was deferred. Blood cultures had no growth

over 5 days, so antibiotics were discontinued. On hospital day 7, the

patient was discharged home with laboratory values of Hgb 13.2,

WBC 3.92 (ANC 1,411), and platelets 147k.

IMPACT: TMP-SMX carries a risk of serious hematologic adverse reactions,

even in a healthy young woman. A detailed history is needed to identify

patients at increased risk of cytopenias, but initiation of this antibiotic in all

patients should be done with careful consideration.

DISCUSSION: TMP-SMX is a widely prescribed antibiotic, but physicians

need to be aware of the rare but serious hematologic adverse effects. There are

limited guidelines on monitoring for hematologic side effects in patients taking

TMP-SMX. It has been suggested that monitoring can be considered for

prolonged use beyond 4 weeks, a duration much longer than the typical 3-

14 day course for outpatient conditions. Patients at high risk for cytopenias

may also warrant monitoring, regardless of duration of use. This includes

patients who are concurrently taking myelosuppressive agents or patients

who are immunocompromised, elderly, malnourished, pregnant, or have ad-

vanced liver or kidney disease. A thorough medical and social history of our

patient did not reveal conditions to place her at increased risk, but she still

developed neutropenia and severe thrombocytopenia after 2 weeks of TMP-

SMX. She was placed at risk for serious infection and bleeding, as well as

subjected to IVantibiotics, prolonged hospitalization, and potentially an inva-

sive procedure to perform a bone marrow biopsy. It is not clear whether

laboratory monitoring is indicated in all patients taking TMP-SMX, but it

may have prompted early discontinuation of the drug in our patient. In

addition, alternative antibiotics were available and could have been considered

in this case to prevent complications.

PAPILLARY FIBROELASTOMA AS A RARE CAUSE OF EMBOLIC

STROKE Aparna Daley1; Bipinpreet Nagra2; Daniel Goldsmith1. 1Capital

Health Regional Medical Center, Yardley, PA; 2Capital Health Regional Med-

ical Center, Trenton, NJ. (Control ID #2908650)

LEARNING OBJECTIVE #1: Recognise that papillary fibroelastomas are

rare but may result in severe thromboembolic events or sudden death.

LEARNINGOBJECTIVE #2:Recognise that papillary fibroelastoma should

be treated aggressively in appropriate patients.

CASE: We present the case of a 70 year-old woman with a previous medical

history of diabetes, hypertension and dyslipidemia who presented with confu-

sion, difficulty remembering events from the preceding day and new onset of

blurry vision of the left eye. Blood pressure was initially severely elevated at

195/111 mmHg with tachycardia of 117 bpm. Apart from a grade 2 ejection

systolic murmur heard at the base of the heart and mild resting tremor of the

lower extremities and the right upper extremity, the physical examination was

unremarkable. NIHSS score was 1. CT scan and MRI of the head were

remarkable for an acute left posterior cerebral territory infarction without

hemorrhagic conversion. The patient was not deemed to be a candidate for

thrombolytic therapy due to late presentation; a day after onset of symptoms. It

was suspected that the patient had a thrombo-embolic cause of stroke. The

patient denied chest pain, dyspnea, dizziness and syncope but admitted to have

had intermittent palpitations for a week preceding her presentation to the

hospital. Electrocardiogram revealed sinus tachycardia with non-specific ST-

segment changes and a left atrial abnormality. A 2-dimensional echocardio-

gram was unremarkable but a transesophageal echocardiogram was subse-

quently performed and revealed two discrete 5 mmmasses on the aortic valve,

suggestive of fibroelastoma. Although the patient was treated concurrently for

a urinary tract infection, there was no evidence of infective endocarditis and

blood cultures were negative. It was also suspected that the aortic masses did

not have the typical appearance of vegetations. The patient was placed on

intravenous heparin, aspirin, clopidogrel and a statin. The patient was referred

for surgical removal of the aortic valve masses. Pathology report confirmed the

diagnosis of fibroelastoma and the patient recovered well.

IMPACT: Although papillary fibroelastomas are rare, they may be fatal.

Fibroelastoma should be considered when a mass is visualized on heart valves

but infective endocarditis must be ruled out. This case increases awareness of

these rare cardiac tumors that may be mistaken for valvular vegetations.

DISCUSSION: The prevalence of cardiac tumors has been estimated, at most, to

be 0.28 percent. After myxomas, papillary fibroelastomas are the second most

common cardiac tumors. Papillary fibroelastoma (PFE) is a benign cardiac tumor

that involves the endocardium and is found mostly on the aortic and mitral

valves. Papillary fibroelastomas may be an incidental finding or detected on

imaging as a rare cause of cardio-embolic cerebrovascular infarction. Symptom-

atic patients or those with large or highly mobile papillary fibroelastomas should

undergo surgical resection to prevent thromboembolic events or sudden death.

PARADOXICAL REACTION TO BENZODIAZEPINES IN AN AGI-

TATED PATIENTWITH ALCOHOLWITHDRAWAL Daniel J. Pogash;

Shitij Arora. Albert Einstein College of Medicine, BRONX, NY. (Control ID

#2946613)
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LEARNING OBJECTIVE #1: Recognize paradoxical agitation in response

to Benzodiazepines

LEARNING OBJECTIVE #2: Treat paradoxical agitation with Haloperidol

CASE: A 52 year old male with history of HTN, ETOH abuse and alcohol

withdrawal seizures presented to the ED after a witnessed seizure. The seizure

occurred 72 hours after his last drink, following several months of drinking 1

pint of vodka daily. On presentation he was pleasant and cooperative, but

tremulous. He was AOx2 with poor recall, diaphoretic, tachycardic and hy-

pertensive. According to the patient's mother, at baseline he was oriented, calm

and friendly and had no problems with memory or gait. He was initiated on a

regimen of daily high dose IV Thiamine, Folate, Nifedipine and IVAtivan 2mg

Q4 with regular CIWA checks. One day after starting treatment he remained

confused and became increasingly agitated. He was shouting profanities,

urinating in bed and refusing to use either the toilet or a urinal. Overnight, he

was found on the floor following a presumed fall. No new gait abnormality was

noted. MRI brain was unremarkable. By hospital day 3, the patient was still

tremulous, consistently agitated, and AOx1. That evening, he began making

lewd gestures, defecating in the hallway, and exposing himself. At this time

2mg of IM haloperidol was administered with immediate sedating effect

observed. Ativan was discontinued. He slept through the night with no distur-

bances. No further PRN Ativan or Haldol was needed. In the morning, his

mother reported that he had returned to mental status baseline. He was calm,

pleasant and apologetic for his prior behavior. He and his mother denied he'd

ever acted in such a way before. At post-discharge visit, he was observed at his

baseline mental status.

IMPACT: Guidelines recommend treatment with 1st generation antipsychotics

for agitation in the setting of alcohol withdrawal where benzodiazepines are

ineffective. However, there is limited data to support the practice in paradoxical

reactions. This case presents a data point that is useful for identifying such

agitation, as well as supporting the use of Haloperidol.

DISCUSSION: Paradoxical agitation is a rare reaction to Benzodiazepines,

however it is reported in the literature. It is most likely to occur in patients with

chronic alcohol abuse disorder, which may be due to alterations in GABA

signaling however more research is needed to characterize the process. Anx-

iety, aggression, and behavioral disinhibition are characteristic. Prior authors

have noted cases in which such agitation was successfully managed with

Haloperidol as well as the benzodiazepine antagonist Flumazenil. Most note

a similarly rapid return to mental status baseline with either agent.

PARANEOPLASTIC CUSHING'S SYNDROME IN A HYPERTEN-

SIVE, HYPOKALEMIC PATIENT Elora Majumder; Shant Ayanian.

George Washington University, Arlington, VA. (Control ID #2904888)

LEARNING OBJECTIVE #1: Distinguish paraneoplastic Cushing's syn-

drome from other causes of secondary hypertension

LEARNINGOBJECTIVE #2:Diagnose paraneoplastic Cushing's syndrome

in hypertensive, hypokalemic patients

CASE: A 61 year old woman presented to the hospital with dyspnea and chest

pain. She had been gaining weight, and experiencing night sweats and lower

extremity swelling for several months. She had a 30 pack year smoking history.

Physical examination revealed fingernail clubbing, 1+ pitting edema, and a

blood pressure of 220/97—despite taking Hydralazine and Spironolactone for

months. Labs revealed a potassium level of 2.6 mmol/L, a bicarbonate level of

31.0 mmol/L, a hemoglobin of 15.2 gm/dL, and a WBC count of 15.66 x103

cells per μl. A PET/CT scan showed a suspicious mass that was hypermeta-

bolic, and a bronchoscopy with biopsy revealed small cell carcinoma of the

lung, already metastatic. Despite treatment, her hypertension and hypokalemia

persisted. A urine potassium level of 30.7 mmol/L indicated renal potassium

wasting. An abdominal MRA showed patent renal arteries, ruling out renal

artery stenosis. Normal renin and aldosterone levels ruled out primary aldo-

steronism. However, cortisol levels were elevated at 67 mcg/dL, prompting a

24-hour urinary-free cortisol excretion, which showed a urinary cortisol level

of 3336 mcg/24 hr. An overnight dexamethasone suppression test showed

persistent high morning cortisol levels. These tests, coupled with the patient's

persistent hypertension and known cancer prompted a diagnosis of

paraneoplastic Cushing's syndrome.

IMPACT: In a patient with hypertension and malignancy with evidence of

metastasis, the differential diagnosis is broad, including renovascular disease, a

renin secreting tumor, primary aldosteronism, and Cushing's syndrome. Diag-

nosing paraneoplastic Cushing's syndrome early is important as it alters the

patient's prognosis and requires additional treatment.

DISCUSSION: Ectopic adrenocorticotropic hormone production is a rare

cause of Cushing's syndrome, and has been found in approximately 1%-5%

of small cell lung cancers. Although not a classic symptom of Cushing's

syndrome, hypokalemia can affect up to 57% of patients with Cushing's

syndrome, as excessive cortisol can act as a weak mineralocorticoid. The initial

work-up of hypokalemia includes obtaining a urine potassium level, which can

distinguish urinary potassium losses from others. If urinary potassium is

inappropriately increased, then hypertension may suggest a primary or sec-

ondary hyperaldostone state. Obtaining renin and aldosterone levels can help in

further classification. If renin and aldosterone levels are normal, one should

investigate serum cortisol levels. Elevated cortisol levels warrant further work-

up, including a 24-hour urinary cortisol collection and a dexamethasone

suppression test to confirm the diagnosis of paraneoplastic Cushing's syn-

drome.

PARKINSONIAN SYMPTOMS : A THOUGHT-PROVOKING NEU-

ROLOGICAL CONSEQUENCE OF CARBONMONOXIDE POISON-

ING! Mohammad K. Islam1; Chandralekha Ashanghari2; Luis Ruiz1; ASM

ISLAM2. 1Texas Tech Univ HSC Amarillo, Amarillo, TX; 2Texas Tech

University Health Sciences Center, Amarillo, TX. (Control ID #2937625)

LEARNING OBJECTIVE #1: Recognize and manage delayed neurological

sequelae from Carbon Monoxide Poisoning

CASE: A 58-year-old female with past medical history of Ankylosing Spon-

dylitis, Hypertension, Interstitial cystitis was transferred to the hospital from an

outside facility after being found unresponsive with her husband in the same

condition at their hotel room. Patient arrived intubated and unresponsive.

Vitals: Temperature 100.9 F, pulse 116/min, respiratory rate 15/min, BP 132/

65 mmHg. On physical exam- Glasgow Coma Scale 4, pupils 2 mm and

reactive to light, no neck stiffness, S1/S2 normal, vesicular breath sound

bilaterally. Labs at transferring facility showed FCOHb of 20%, normal

EKG, troponin and urine drug screen. At our facility, initial labs showed

WBC 11.7 K, Hgb 14.9 gm/dl, platelet 280, Na 140, K+ 4.6, Cl 101, HCO3

25, Cr 0.9, BUN 12, lactic acid 4.4, Troponin 0.25, CK-MB 37.3, CK 3075.

ABG showed: pH 7.42, PCO2 37.5, PO2 125, FCOHb 6.6%. CT did not show

acute intracranial abnormalities. MRI could not be done due to metal pain

pump for chronic back pain. Despite being treated with 100% oxygen from
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beginning; her ICU course was complicated by elevated troponins (2.59 on day

2) with significant ST and T changes, rhabdomyolysis from muscle ischemia,

lactic acidosis, and aspiration pneumonia. Supportive measures were contin-

ued and she was extubated on the 5th day of hospital stay. Eventually she was

transferred to the medical floor and improved steadily over the next several

days. Extrapyramidal symptoms including spastic movement of the left arm,

masklike facies, and rigidity along with a deteriorating mental state were noted

two weeks into her hospital stay. She was treated with carbidopa/ levodopa and

her symptoms gradually improved, though not to baseline before being trans-

ferred to a long-term care facility for further continuation of care.

IMPACT: While acute diagnosis and treatment are often the focus of Carbon

Monoxide poisoning, delayed neurologic sequelae, which can appear from 3 to

240 days post recovery, remain an important consideration. This case high-

lights that development of delayed consequences are not closely related with

FCOHb level as in our case both FCOHb level were essentially below the toxic

threshold after 2nd day of admission.

DISCUSSION: CabonMonoxide causes damage in part by replacing oxygen-

binding sites on Hgb, stabilizing the relaxed state of the protein causing

decreased O2 delivery, leading to ischemic injury. Damage occurs in

tissues with the highest O2 demand, such as the heart and brain.

Furthermore, areas of the brain such as the basal ganglia are particu-

larly susceptible to global ischemia. Hemorrhagic destruction of

Globus Pallidus is considered as a pathognomic MRI finding. Our

patient suffers from global ischemic insult involving basal ganglia,

heart, skeletal muscle. Although with 100% O2, her cardiac function

improved but later developed parkinsonian symptoms which is char-

acteristic delayed neurological sequelae following CO poisoning.

PAROXYSMAL NOCTURNAL HEMOGLOBINURIA PRESENTING

AS BUDD-CHIARI SYNDROME Samuel C. Muench; Alvin Htut.

Montefiore Medical Center Albert Einstein College of Medicine, Long Island

City, NY. (Control ID #2945842)

LEARNING OBJECTIVE #1: Recognition, diagnosis and treatment of

paroxysmal nocturnal hemoglobinuria (PNH)

LEARNING OBJECTIVE #2: Managing potential complications of PNH

particularly pertaining to abdominal thrombosis

CASE:Our patient was a 25 year old woman with no past medical history who

presented with abdominal pain. She reported intermittent pain for 5 months

following most meals with associated nausea and vomiting. Her symptoms

progressed with the development of abdominal distention and jaundice

prompting her to go to the Emergency Room. Her lab studies were notable

for elevated AST and ALT as well as an elevated direct and indirect bilirubin

and a hemoglobin of 8.2. CT of the abdomen/pelvis was performed showing

non-obstructive thrombus of the intrahepatic IVC consistent with Budd-Chiari

syndrome (BCS). Anticoagulation with enoxaparin was initiated, however her

abdominal pain and distention intensified along with worsening of her liver

tests and she was taken for direct intrahepatic portocaval shunt (DIPS) to

prevent progression of liver damage. A broad hypercoagulable workup was

performed with flow cytometric testing showing PNH clones in all three

hematologic cell lineages. She was continued on enoxaparin and eculizumab,

an anti-complement antibody, was started.

IMPACT: This case adds to the existing body of knowledge concerning PNH

and risk of occult thrombosis while highlighting the potential for end-organ

failure and the need for prompt recognition when thrombosis is discovered so

that treatment can be initiated. Moreover, it emphasizes consideration of this

rare, underdiagnosed condition whenever hypercoagulable work up is initiated

so that the potential for life-threatening consequences is mitigated.

DISCUSSION: PNH presents with a variety of symptoms—fatigue, dyspnea,

hemoglobinuria and abdominal pain being the most common—making diag-

nosis challenging. Thrombosis, while present in 5% of cases on initial presen-

tation is ultimately seen in up to 40% of patients with serologically-confirmed

PNH. Furthermore, thrombosis is the primary cause of death seen in this group

of patients often occurring in discrete locations such as the hepatic, portal,

mesenteric and cerebral venous vasculature. In the case of our patient

intrahepatic IVC thrombosis, while non-obstructive, was sufficient to restrict

hepatic venous outflow and induce BCS. TIPS, while effective in emergently

reducing portal pressure, requires patent hepatic veins for portal access. As was

done in our case, DIPS offers an alternative with direct access to the portal

system allowing for cannulation into the IVC. Diagnosis of PNH requires flow

cytometry to identify PNH clones in at least 2 cell lineages and once confirmed

patients are continued on anticoagulation indefinitely and started on anti-

complement therapy with eculizumab to prevent recurrence.

PASTEURELLA MULTOCIDA: MAN'S BEST FRIEND? Janet Chu1;

Sarah B. Doernberg1; Bradley A. Sharpe2. 1UCSF, Livermore, CA; 2UCSF,

San Francisco, CA. (Control ID #2947301)

LEARNINGOBJECTIVE #1:Recognize when to consider P. multocida as a

pathogen for cellulitis

LEARNING OBJECTIVE #2: Emphasize the importance of taking a de-

tailed exposure history to inform antibiotic management of cellulitis

CASE: A 78-year-old man with history of diabetes, coronary artery disease,

and hypertension, presented with one day of fever and worsening left leg pain,

redness, and warmth. At baseline he reported chronic left leg ulcerations

related to venous stasis, but the redness and warmth were worse. The patient's

temperature was 39.3oC but vital signs were otherwise normal. Skin exam

revealed venous stasis changes with erythema, edema, and warmth from left

ankle to mid-shin. Laboratory findings were notable for a white blood cell

count of 12.6 x109 cells/L and a creatinine of 1.72mg/dL from a baseline of 0.8

mg/dL. The patient was treated empirically with vancomycin and ceftriaxone

for presumed left lower extremity cellulitis. However, the erythema, edema,

and pain persisted despite broad-spectrum antibiotics. Deeper space infection

and deep venous thrombosis were not evident on soft-tissue ultrasound. When

blood cultures returned positive for gram negative rods, antibiotics were

broadened from ceftriaxone to piperacillin-tazobactam. Blood cultures then

grew pan-sensitive P. multocida. Upon further history, the patient denied

animal bites or scratches to his leg. However, he reported that he enjoyed

letting his dog lick his left leg wound. He was treated with ampicillin-

sulbactam and transitioned to oral antibiotics to complete a 10-day course of

treatment. He was counseled on wound care and wound hygiene.

IMPACT: P. multocida is not susceptible to some oral antibiotics usually

administered for SSTIs; therefore, providers must have a high index of suspi-

cion in patients with the appropriate clinical presentation and exposure history.

Healthcare providers should educate patients to avoid letting pets lick their

wounds.

DISCUSSION: Although skin and soft tissue infections (SSTIs) are common,

SSTIs from gram-negative rods are uncommon. P. multocida infections are
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commonly associated with traumatic animal bites or scratches but can occur

from pets licking intact or injured skin.While SSTIs and abscesses are themost

common infections,P. multocida has been implicated in more severe infections

in immunocompromised patients, including pneumonia, meningitis, and endo-

carditis. P. multocida bacteremia has been noted to occur more commonly in

patients with underlying conditions such as malignancy, diabetes, or chronic

liver or kidney disease. This case highlights the importance of obtaining a

thorough exposure history because the presentation of SSTI by P. multocida is

similar to those more commonly caused by Strep or Staph and cannot be

distinguished by signs or symptoms alone. P. multocida is not susceptible to

some of the oral antibiotics usually administered for SSTI including cephalexin

and clindamycin; therefore, proper treatment requires timely identification of

possible pathogens causing the disease.

PAY ATTENTION TO URINARY RETENTION Jennifer M. Kaplan1;

Lubna Khawaja2, 3. 1Baylor College of Medicine, Houston, TX; 2Baylor

College of Medicine, Sugar Land, TX; 3Ben Taub General Hospital, Houston,

TX. (Control ID #2945254)

LEARNING OBJECTIVE #1: Recognize the potential for acute kidney

injury with phenazopyridine use

LEARNING OBJECTIVE #2: Identify that patients with benign prostatic

hyperplasia (BPH) may be at higher risk of this adverse effect

CASE: A 53-year-old man presented to the emergency department with four

days of worsening abdominal pain and distension. Five days earlier he

had been seen for urinary frequency and dysuria and treated for a

presumed urinary tract infection with sulfamethoxazole/trimethoprim

and phenazopyridine. His symptoms of dysuria improved but he noted

decrease in urine output and developed worsening abdominal pain and

distension. In the emergency department, he was found to have a

tender suprapubic mass and a creatinine of 11.3 (normal before being

started on treatment). Insertion of a Foley catheter yielded 1.5 liters of

urine with a total of 8.2 liters of urine over the next 24 hours. A

bedside ultrasound showed bilateral hydronephrosis. A CT abdomen

and pelvis showed an enlarged prostate, 5.3 centimeters in the trans-

verse axis, with no evidence of stones or other obstructive masses. By

48 hours the patient's abdominal distention and tenderness had re-

solved and his creatinine had returned to the patient's baseline. Inter-

estingly, his urine culture obtained before treatment showed no

growth.

IMPACT: Given the frequency of BPH in older men, increased rate of urinary

tract infections in this population, and prevalent use of this over-the-counter

medication, it is important to identify the possible risk of developing acute

urinary retention and kidney injury with the use of phenazopyridine in this

population.

DISCUSSION: This patient presented with a urinary tract infection and was

prescribed phenazopyridine to alleviate his dysuria. The exact mechanism of

action of phenazopyridine is unknown; however, the azo dye in

phenazopyridine is excreted in the urine and has an analgesic effect on the

urinary tract mucosa. Documented adverse reactions to this drug include acute

kidney injury, hemolytic anemia, hepatitis, and methemoglobinemia. Acute

kidney injury may be due to a metabolite of phenazopyridine, 2,3,6-

triaminopyridine, which has been shown to cause renal tubular necrosis in

mice via disrupted mitochondrial metabolism and vacuolation leading to

necrosis of distal renal tubules. We believe that our patient's underlying benign

prostatic hyperplasia, a decreased urge to urinate due to the analgesic effects of

phenazopyridine likely precipitated acute urinary retention leading to acute

kidney injury.

PAZOPANIB-INDUCED RHABDOMYOLYSIS IN THE SETTING OF

HYPOTHYROIDISM Charles P. Crooks1; Christopher Ghiathi1; John C.

Rose1; Jeffrey Redinger2. 1University of Washington, Seattle, WA; 2VA Puget

Sound Healthcare System, Seattle, WA. (Control ID #2942670)

LEARNING OBJECTIVE #1: Recognize pazopanib as a rare cause of

rhabdomyolysis and hypothyroidism

CASE: A 72-year-old man with metastatic renal cell carcinoma (RCC) and

hypothyroidism presented to the emergency department with two weeks of

generalized weakness and fatigue. He was referred by his primary care clinic

due to new difficulty transferring from his wheelchair. His symptoms were

progressive and resulted in a ground level fall a week prior. His RCC had been

treated with daily pazopanib, a tyrosine kinase inhibitor (TKI), for six months.

He initially tolerated the TKI, but soon developed fatigue and increasing TSH

levels and was prescribed a higher levothyroxine dose, which he was unable to

fill prior to his presentation. At triage, he was afebrile and hemodynamically

stable. On exam, he had profound proximal and distal muscle weakness in the

upper and lower extremities. He had abrasions on his knees consistent with his

reported mechanical fall. Serum CK was >20,000 U/L. Urinalysis showed 3+

blood but no RBCs, and AST was 781 U/L with a normal ALT. Additionally,

creatinine was 2.0 mg/dL from a baseline of 0.8 mg/dL. TSH was elevated to

41.4 mU/L with a normal free T4 of 1.24 ng/dL. He was diagnosed with

rhabdomyolysis and aggressively fluid resuscitated. His levothyroxine

dose was also increased. Oncology suggested holding pazopanib due

to concerns for drug-induced rhabdomyolysis and worsening hypothy-

roidism. Over several days, CK normalized and creatinine improved to

baseline. He was discharged to a subacute rehabilitation facility where

his strength continued to improve.

IMPACT: This case changed how we evaluate patients on TKIs, particularly

those complaining of weakness. Though fatigue and weakness can be mani-

festations of advanced malignancy, it is important have a lower threshold to

evaluate for hypothyroidism and rhabdomyolysis in the setting of TKI therapy.

DISCUSSION: Pazopanib was approved by the FDA for RCC in 2009 with

demonstrable safety shown in large studies. However, rare adverse drug events

are unlikely to be observed in these studies and manifest as the

medication is increasingly used in clinical practice. To the best of

our knowledge, pazopanib-induced rhabdomyolysis has not been re-

ported in literature. One report describes rhabdomyolysis in a patient

on rosuvastatin and pazopanib, which was attributed to pazopanib's

interactions with cytochrome p450 enzymes; however our patient was

on no other medications associated with rhabdomyolysis. Nonetheless,

rhabdomyolysis is described in other TKIs, such as sunitinib. While

hypothyroidism is a known side effect of TKIs, including pazopanib,

and likely contributed to the patient's fatigue, his normal free T4 made

rhabdomyolysis from hypothyroidism unlikely. Thus, in the absence of

prolonged immobilization, drug-induced rhabomyolysis from

panzopanib was diagnosed. Rhabdomyolysis should be considered in

any patient with severe weakness on pazopanib or other TKIs, and

TSH levels should be monitored.
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PEELING BACK THE LAYERS OF STEVENS-JOHNSON SYN-

DROME Shannon Koh1; Sunmin Park1; Amar Kohli2; Ann Perrin1. 1Univer-

sity of Pittsburgh Medical Center, Pittsburgh, PA; 2UPMC, Mars, PA. (Control

ID #2945339)

LEARNING OBJECTIVE #1: Recognize features and common triggers of

Stevens-Johnson syndrome (SJS) and erythema multiforme (EM)

LEARNING OBJECTIVE #2: Describe the management of SJS beyond

supportive care

CASE: A 22 year old man presented with 3 days of worsening odynophagia,

dysphagia, blurry vision, and dysuria. A week prior he had a sore throat and

myalgias. He received a course of azithromycin and NSAIDs. He then devel-

oped sloughing of his oropharynx. Examination showed diffuse ulcerations in

his oropharynx, larynx, and esophagus, as well as conjunctivitis and urethritis.

He initially had a single 1 cm targetoid macule on his inner thigh. After several

days, he developed similar lesions on his extremities and scrotum. Laboratories

revealed negative ANA, HIV, HCV, and respiratory viral panel. Sexually

transmitted infections were also ruled out. Biopsies were taken from his

esophagus, buccal mucosa, and a skin lesion. All samples were negative for

HSV-1, HSV-2, and VZV on staining. Immunofluorescence for

vesiculobullous autoimmune disorders on skin biopsy was negative. Biopsies

showed denuded epithelium, vacuolar change, and epidermal necrosis. Treat-

ment consisted of supportive care, discontinuation of NSAIDs, high dose

steroids, and two doses of IVIG. This resulted in improvement of his pain

and resolution of oral sloughing.

IMPACT: This case highlights the need for internists to recognize and develop

a differential diagnosis for mucocutaneous disorders. Work up includes ex-

ploring infectious, allergic, and autoimmune etiologies. In cases of SJS,

identifying a trigger is important to prevent subsequent flares.

DISCUSSION: Diagnosing SJS was challenging in this case due to the

predominant mucosal involvement with only mild skin findings appearing

later in the disease course. Mucocutaneous disorders have a large differential

including SJS, EM, pemphigus vulgaris, and mucous membrane pemphigoid.

In particular it can be difficult to distinguish between SJS and EMmajor. EM is

commonly associated with infections such as HSV and mycoplasma, and is

self-limiting in nature. SJS is primarily a drug reaction, but mucosa-

predominant SJS can be associated with mycoplasma infections. Targetoid

skin lesions are commonly seen in both EM and SJS. Such lesions in SJS are

macular, in contrast to EM lesions, which can be papular. The course for SJS

can be difficult to predict and has higher mortality than EM. Biopsy of affected

skin and mucosa, accompanied by staining for viral and autoimmune etiolo-

gies, can aid in diagnosis. Mycoplasma serologies and viral studies for HSV-1

and HSV-2 (e.g. serologies, PCR, or viral culture) can also be helpful. Treat-

ment of SJS is mainly supportive, including recognition and discontinuation of

causative medications. There are no directed treatments for SJS. Systemic

corticosteroids are often used, but have variable efficacy. Steroid-sparing

immunosuppressive agents such as azathioprine can be used in recurrent

episodes, and IVIG has been reported to prevent progression of SJS in several

case reports.

PELLAGRINS CAN APPEAR WITH ONE D ALONE, CAN YOU DI-

AGNOSE IT? Risa Yoshimoto1; Mitsunori Iwase2. 1TOYOTA Memorial

Hosipital, Toyoya, Japan; 2TOYOTA Memorial Hosipital, Toyota, Japan.

(Control ID #2945598)

LEARNINGOBJECTIVE #1:Most doctors know the three D's for diagnos-

tic key points of niacin (vitamin B3) deficiency, but few pellagrins especially

with alcohol abuses present in this fashion.

LEARNINGOBJECTIVE #2: Pellagra in alcoholics unusually presents with

typical dermatitis, making it difficult to diagnose.

CASE: A 64-year-old man with past medical history of hypertension, hyper-

lipidemia, diabetes and alcoholic abuse admitted with severe diarrhea. He had

been suffering from watery diarrhea as many as 10 times a day for more than 3

weeks. He had been prescribed antidiarrheal and antibiotics but still intractable.

He had been drinking half a bottle of whiskey per day until 3 months ago. He

had stopped drinking 4 days before presentation but his diarrhea still persisted.

Laboratory test revealed low potassium level (2.1mEq/ml). Abdominal Com-

puted Tomography showed edema from descending large bowel to the rectum

but otherwise no other abnormality was found. He did not have apparent

dermatitis or mental problems. Pellagra was potentially suspected from his

history, so he started niacin intake. He was diagnosed as pellagra with the

results of low level of niacin (3.6μg/ml) and vitamin B1(138ng/ml). His

diarrhea improved dramatically and was discharged on the eighth day.

IMPACT: We should be aware and suspect pellagra even without representa-

tive dermatitis especially in alcoholics.

DISCUSSION: Pellagra is a well-known disease caused by niacin deficiency

with the triad of Diarrhea, Dermatitis, Dementia, and eventually followed by

Death. Diarrhea and dementia are non-specific symptoms, but the symmetric

hyperpigmented dermatitis found in sun-exposed area is typical and it can be

the clue for its diagnosis. Pellagra is misunderstood as a rare disease in

developed countries, especially in U.S.A where enriched flour with vitamins

have virtually eradicated pellagra and other vitamin deficiencies. However,

alcoholics, anorexia nervosa or malabsorptive diseases is a risk factor of

pellagra and it is not unusual among these patients. According to literatures,

27% (20/74) of alcoholics who underwent pathological necropsy were diag-

nosed as pellagra and most of them had mental, neurological, gastrointestinal

or dermal symptoms. However none were diagnosed before death because they

did not have specific skin lesions. Doctors nowadays should be aware of

"pellagra sine pelle agra" which means pellagra without dermatitis. Important-

ly, people with alcoholics are prone to drink whole day at home and less

exposed to sunlight, explaining why the typical photosensitive dermatitis is

unlikely to appear. Moreover, dementia can be overlooked or misdiagnosed as

alcoholic delirium and pellagra's diarrhea is often wrongly administered anti-

biotics or antidiarrheal. Although pellagra can lead to death, it has a good

prognosis once after oral niacin administration. Therefore it is very important

to be aware and suspect pellagra even without representative dermatitis.

PELVIC MASS DETECTION BY UNUSUAL MEANS Robin Harland1;

Megan Hiles2. 1University of Colorado, Colorado Springs, CO; 2Kaiser

Permanente, Colorado Springs, CO. (Control ID #2938124)

LEARNING OBJECTIVE #1: Recognize the detection of medical condi-

tions through non-medical screening.

LEARNING OBJECTIVE #2: Understand the distinguishing features of

medical and airport visualization technology.

CASE: The patient was a 59-year-old G2P2 female presenting for bilateral

adnexal masses found incidentally on airport security screening. She reported

that a few weeks prior she had to go through extra security at the airport due to

a lump spotted "in her groin." The patient was previously unaware of the mass

ABSTRACTS JGIMS586



and denied any associated symptoms. Her genitourinary exam showed an

absent uterus from an elective hysterectomy as well as large firm, mobile

nodular masses bilaterally. A transvaginal and transabdominal pelvic ultra-

sound showed large heterogeneous echotexture masses involving the pelvis.

After surgical removal of both tumors, the path report revealed bilateral benign

Brenner tumors of sizes 12cm on the right and 15cm on the left. Brenner

tumors themselves comprise 1.4-2.5% of all ovarian tumors and present

bilaterally 30% of the time, with only 5% of the proliferating or borderline

variety.

IMPACT: Airport security has recently served as an unusual detection system

for various medical conditions. This case report presents one such instance and

is unique from most other cases in that the medical condition was not previ-

ously known. This could have future implications for diagnostic strategies and

for management of conditions detected this way.

DISCUSSION: Although uncommon, medical professionals have had refer-

rals from airport security checks in the past. The scanners used in airport

settings involve low-intensity x-ray beams that are weak and only penetrate

through clothing and a few millimeters into the body. In contrast transmission

x-rays traditionally used in medical settings pass through the body and show

more significant detail. Regarding safety, radiation exposed during transmis-

sion x-rays is 1000 times greater than millimeter scans, which pose a clinically

insignificant carcinogenic risk. Episodes of medical conditions being detected

via airport security checks most commonly present in the form of inguinal

hernia visualization. However in the patient's case, the bilateral masses were

previously unknown to the individual. Furthermore, although her tumors were

benign, malignant pathology has been reportedly detected by airport security,

such as in a case of nodular melanoma detected by airport full body scanner.

However, further analysis of this episode showed that the scanner was neither

sensitive nor specific enough to be recommended as a screening tool. The cases

above as a whole suggest a need for awareness among medical providers that

medical conditions can be detected via non-traditional means like airport

security scans. While the medical application of these scans appears to be

unclear to date, the opportunities are worth further investigation.

PERSISTENT ABDOMINAL PAIN AND VOMITING IN AN ERA OF

LEGALIZED MARIJUANA Deepa R. Nandiwada; Jessica X. Zuo; Mary

Katherine Hannan. University of Pennsylvania, Philadelphia, PA. (Control ID

#2944326)

LEARNING OBJECTIVE #1: Recognize cannabinoid hyperemesis syn-

drome as a diagnosis of exclusion in the differential for persistent abdominal

pain and vomiting

LEARNING OBJECTIVE #2: Manage treatment options for cannabinoid

hyperemesis syndrome

CASE: A 33 year old woman presented with unintentional weight loss,

abdominal pain, and vomiting over three months. Past medical, surgical, and

social history were significant for migraines and depression. Eating provoked

worsened abdominal pain, nausea, and sometimes vomiting, with about two

episodes of emesis a week. She had decreased appetite, eating about one meal a

day with early satiety. She denied any fevers, bloating, reflux , diarrhea,

constipation, bright red blood per rectum, andhedonia,dysphagia, or melena.

On exam, her vital signs were unremarkable. She had lost 23.5 pounds over the

past year. Abdominal exam revealed a soft abdomen with normal bowel

sounds, significant tenderness in the epigastrum and left upper quadrant. A

basic metabolic panel was notable for creatinine 0.44, BUN 13, Na 142,

bicarbonate 17, and anion gap 17. A complete blood count, thyroid stimulating

hormone, cortisol, serum TTG IgA, serum total porphyrins, and anti-nuclear

antibody were unremarkable. She underwent upper GI endoscopy, CT abdo-

men and pelvis with IVand PO contrast and gastric emptying study whichwere

normal. At a follow up visit, she also noted that marijuana use helped to relieve

the epigastric pain in the mornings. She disclosed a seven-year history of

significant marijuana use,which raised the possibility of cannabinoid

hyperemesis syndrome(CHS). Therefore, she was counseled to reduce her

marijuana use and offered substance abuse resources.

IMPACT: With the legalization of marijuana we anticipate that more patients

will present with ladverse outcomes such as cannaboid hyperemesis syndrome.

An expensive work up can be avoided with marijuana cessation and

monitoring.

DISCUSSION: With the legalization of marijauana and medical marijuana,

CHS needs to be on the differential for cyclical vomiting syndromes. Accord-

ing to a 2017 systematic review, the most commonly cited major diagnostic

criteria were cycles of severe nausea and vomiting, history of at least weekly

cannabis use, resolution of symptoms with cannabis cessation, compulsive hot

bathing resulting in symptom relief, abdominal pain, and age younger than 50.

Treatment for CHS should emphasize marijuana cessation. Research best

supports the use of cognitive behavioral therapy andmotivational enhancement

therapy. Currently, no medication has been approved for the treatment of

cannabis use disorder by any national regulatory authority. However, case

reports have found some efficacy with haloperidol and capsaicin cream.

Topical heat can also provide relief. A careful social history is critical in

identifying CHS.

PERSISTENT BLOODY DIARRHEA: LIMITS OF DIAGNOSTIC

PARSIMONYANDATREATMENTCONUNDRUMDavid F. Lee; Erica

C. Dwyer; Maren Batalden. Cambridge Health Alliance/ Harvard Medical

School, Cambridge, MA. (Control ID #2935548)

LEARNING OBJECTIVE #1: Recognize that diagnostic parsimony and

premature closure predisposes one to missing the possibility of simultaneous

etiologies of a common symptom

LEARNING OBJECTIVE #2: Identify the differences in presentation

and limits in diagnosis of Clostridium difficile during an ulcerative

colitis flare

CASE:A 58-year-old previously healthy Brazilian womanwho presented with

2 weeks of frequent bloody diarrhea (7+ a day). Stool culture grew Aeromonas

species and was given a course of ciprofloxacin and metronidazole. She

returned 2 weeks later with worsening bloody diarrhea and Hg 8.6 g/dl.

Colonoscopy showed diffuse contiguous edema and ulcerations with a biopsy

showing cryptitis, consistent with ulcerative colitis (UC). The patient was

given two days of IV steroids and discharged with a prednisone taper. Aweek

later, she was readmitted again with bloody diarrhea and Hg 6.7 g/dl. C. diff

antibody and PCR were positive but toxin was negative. Colonoscopy showed

pseudomembranous colitis. She was given higher dose steroids and started on

vancomycin. Her bloody stools stopped after 2 days of treatment and her bowel

movements diminished to 2-3 a day. She was discharged on a prednisone taper,

mesalamine, vancomycin with a plan to taper over several weeks. After

discharge, she was readmitted 3 months later with another ulcerative colitis

flare, trialed on infliximab, and eventually required a total colectomy.
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IMPACT:Clostridium difficile infections (CDI) are rising at a fast rate and it is

has become increasingly common to see CDIs during ulcerative colitis (UC)

flares. Estimates show that 2.9% of all UC-related hospitalizations have a

positive C. diff PCR. This trend is alarming given the unique challenges in

diagnosing and treating CDI during IBS (CDI-IBS).

DISCUSSION: Though the pathogenicity of aeromonas species is controver-

sial, given her lack of travel and other exposures bacterial gastroenteritis was

an appropriate initial diagnosis. As her diarrhea persisted, she was found to

have UC. Aweek later, she developed a superimposed C. diff infection. This

case demonstrates how one must be open to the possibility of evolving and

overlapping causes of a symptom and the vulnerabilities of diagnostic parsi-

mony. Repeat testing helped the team keep up with the evolving cause of the

patient's hematochezia. It ultimately remains unclear whether an extended

antibiotic course, an extended immunosuppressant course, or both is optimal

in CDI-IBS. There are limited retrospective nonrandomized trials showing that

adding immunomodulating therapy worsens outcomes but optimal treatment

remains controversial as demonstrated by the lack of consensus in the gastro-

enterologist community (54% would treat with antibiotics alone while 46%

would treat with both [Yanai et al, 2011]). In the end, her condition was

refractory to all treatment modalities and required a colectomy. Concomitant

CDI-IBS is an emerging treatment conundrum that requires further primary

evidence to improve outcomes for patients such as this one.

PERSISTENT LACTIC ACIDOSIS IN A PATIENTWITH PERIPHER-

AL NEUROPATHY: A CASE OF DRY BERIBERI Clare Prohaska1;

Roxana Naderi2. 1University of Colorado, Denver, CO; 2University of Colo-

rado - Denver, Denver, CO. (Control ID #2946540)

LEARNING OBJECTIVE #1: Recognize signs and symptoms associated

with severe thiamine deficiency.

CASE: A 47-year old woman with a past history of alcohol abuse, peripheral

neuropathy and prior episodes of severe hypokalemia presented complaining

of nausea, vomiting and generalized weakness. She reported decreased PO

intake and frequent diarrhea over the preceding week, with progressive diffi-

culty with independent ambulation. She stated she had stopped drinking two

months prior to presentation. Physical exam was notable for sinus tachycardia,

profound muscle weakness greater in the bilateral lower extremities than in the

upper extremities, decreased sensation and mild hyporeflexia in bilateral lower

extremities. Initial labs were notable for a potassium of 2.1 mmol/L, bicarbon-

ate 17 mmol/L with an anion gap of 21; lactate of 4.1 mmol/L. CBC showed a

leukocytosis to 18.0, hemoglobin of 17.7 g/dL with an MCV of 101 f.

and normal platelets. The patient's serum potassium dropped as low as

1.8 mmol/L, symptomatic ventricular tachycardia developed and the

patient was transferred to the medical ICU for aggressive electrolyte

repletion. Despite robust fluid resuscitation and electrolyte repletion,

she had a persistently elevated lactate between 6.0-7.6 mmol/L without

other signs of shock or end-organ dysfunction. Given her constellation

of peripheral neuropathy, muscle weakness and persistent lactic acido-

sis, she was started on high-dose IV thiamine repletion, with subse-

quent normalization of her serum lactate.

IMPACT:Consider beriberi in a patient with prior alcohol abuse and persistent

lactic acidosis.

DISCUSSION: Thiamine is a water-soluble vitamin that must be obtained

through exogenous sources, with only 30mg able to be stored in tissues.

Patients with inadequate dietary intake may deplete their thiamine stores within

one month, but tachycardia, weakness and decreased reflexes may develop

within one week. In the TCA cycle, the phosphorylated form of thiamine acts

as a cofactor between the conversion of pyruvate to acetyl CoA. In thiamine

deficiency, pyruvate accumulates, and production is shunted towards lactate

production. Patients with chronic alcoholism are prone to thiamine deficiency

given low thiamine intake, impaired thiamine uptake and storage, increased

destruction of thiamine diphosphate and varying metabolic rates. Beriberi is a

form of severe thiamine deficiency that can occur in two forms: "dry," involv-

ing the nervous system, and "wet," involving the cardiovascular system.

Symptoms of dry beriberi include a peripheral neuropathy with symmetrical

deficits in sensory, motor and reflex function. Other neurologic symptoms

include poor memory, hyporeflexia, neuropathic pain and muscle atrophy.

Additionally, Wernicke encephalopathy, a triad of nystagmus,

ophthalmoplegia and ataxia, and Korsakoff syndrome, irreversibly impaired

short-term memory loss with confabulation may develop. Treatment includes

high-dose IV thiamine until symptoms improve, with daily supplementation

thereafter.

PILATES: A BENIGN ACTIVITY TURNED INTO A HAIRY SITUA-

TIONNina Nguyen1; Ana I. Velazquez1; Carlos A. Rodriguez2; Ilan Shapira1.
1Mount Sinai Beth Israel, NewYork, NY; 2Ichan School of Medicine atMount

Sinai Beth Israel, New York, NY. (Control ID #2945450)

LEARNING OBJECTIVE #1: Diagnose hairy cell leukemia

LEARNING OBJECTIVE #2: Recognize when immediate treatment is

indicated in hairy cell leukemia

CASE:The patient is a 42-year old man with nomedical history who presented

with one day of abdominal pain. The patient began to have abdominal pain

after pilates class when he felt a "pop" in his abdomen with subsequent nausea

and non-bloody non-bilious emesis. The patient endorsed abdominal fullness

for 2 weeks but was otherwise symptomatic. He denied change in bowel habits

or early satiety. Physical exam showed left upper quadrant tenderness, disten-

sion, and palpable spleen. Labs showed hemoglobin 9 g/dL which decreased to

7.5 g/dL, platelets 89 K/UL, white blood cell 21 K/UL with 95% lymphocytes.

CTabdomen/pelvis showed splenomegaly to 23 cm, grade 3 splenic laceration,

and retroperitoneal lymphadenopathy up to 2 cm. Interventional radiology

performed splenic artery embolization for decreasing hemoglobin. Further

workup showed a peripheral smear with atypical lymphocytes with hairy

projections and smudge cells. Flow cytometry of peripheral blood was positive

for a monoclonal B-cell population positive for CD19, CD20, CD22, CD103,

CD11c, CD25 and negative for CD5, CD10, and CD23 consistent with hairy

cell leukemia (HCL). Bone marrow biopsy showed hypercellularity with near

complete replacement of normal hematopoietic elements by small lymphoid

cells. The patient was initiated on a 7 day cladribine infusion, however he

developed fevers and abdominal pain caused by a splenic abscess, which was

urgently drained and treated with antibiotics. The patient was stable and sent

home with follow up for chemotherapy and outpatient splenectomy.

IMPACT: We present a case of hairy cell leukemia. Presenting symp-

toms can be vague as with other leukemias or even non-existent as

with this patient. Careful physical exam and attention to laboratory

abnormalities in this case are crucial in the suspicion and diagnosis of

this rare disease. Hospitalization may be required in patients with

disease complications.
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DISCUSSION: HCL is an chronic B-cell lymphoproliferative disorder that

represents about 2% of all leukemias. Common presenting symptoms include

fatigue or infection. Occasionally patients are asymptomatic and diagnosis is

made after incidental finding of pancytopenia or monocytopenia. Splenomeg-

aly is the classic feature of HCL and is present in up to 80-90% of cases.

Patients may be at risk for spontaneous rupture. Hepatomegaly, lymphadenop-

athy, and B symptoms are not typical features of HCL. Fevers should prompt

an infectious work-up as infection can be a major cause of death in these

patients. Bone marrow biopsy may result in a dry tap due to fibrosis, thus

diagnosis may be made by peripheral smear and flow cytometry. Immediate

treatment is indicated in patients who are symptomatic, with cytopenias, or

splenic complications, otherwise patients may be observed. First line treatment

may be pursued with cladribine or pentostatin. The majority of patients will

achieve durable remissions.

PITBULL FEAT. PSEUDOMONAS Saliha Saleem; Ejaz Shah; Marilou

Corpuz; Kishan Sitapara. Montefiore Medical Center, Bronx, NY. (Control

ID #2945959)

LEARNING OBJECTIVE #1: To understand microbiology of dog bite

infection.

LEARNING OBJECTIVE #2: Recognizing Pseudomonas aeruginosa in-

fection in an immunocompetent host.

CASE: A 31 year-old woman presented soon after being bitten by her Pitbull.

She had multiple lacerations on the right distal arm and abrasions on the right

upper buttock. X-ray of right arm did not reveal any bone or joint space

abnormality. After receiving local wound care she was discharged on oral

antibiotics. Three days later her arm had increased redness with fluctuance; an

incision and drainage was done and later she was admitted for intravenous (IV)

antibiotics. After five days of IV ampicillin/sulbactam without relief, she had

repeat incision and drainage with local skin debridement in the operating room.

Wound cultures ultimately grew Pseudomonas aeruginosa, sensitive to

piperacillin/tazobactam, ciprofloxacin, and cefepime. Her antibiotics were

switched to IV piperacillin/tazobactam with subsequent wound healing. She

was discharged home on oral ciprofloxacin and clindamycin.

IMPACT: Non-healing dog bite wounds should incite the physicians to cover

for rare organisms irrespective of the immune status of the patients.

DISCUSSION:Approximately 4.5 million dog bites occur each year in the

United States and nearly 1 out of 5 bites becomes infected. Dog bite wounds

are typically punctures and lacerations, though rarely can cause abscesses, joint

infections, and sepsis. Microbiology of dog bite wound infections is often

polymicrobial, reflecting the dog's oral flora, with a combination of aerobic and

anaerobic microorganisms. The most common aerobic organisms are

Pasteurella, Streptococcus, Staphylococcus, Neisseria, and Corynebacterium.

Common anaerobes include Fusobacterium, Prevotella, andBacteroides.Pseu-

domonas aeruginosa is a rare infecting organism in a dog bite (less than 2%).

Lack of clinical improvement to empirical antibiotics that cover common dog

bite organisms should incite the consideration of unique organisms like

Pseudomonas.Other unique organisms include Capnocytophaga species,

Acinetobacter species and Actinomyces. Pseudomonal infections are usually

seen in immunosuppressed host. Occasionally it can cause infection in a

healthy individual. Spectrum of soft tissue infection caused by pseudomonas

in an immunocompetent host include folliculitis, cellulitis, recurrent abscess

and sepsis. History of a puncture wound increases the incidence of isolating

pseudomonas as possible etiology to infection. Our patient had deep puncture

wounds and a history of antibiotic use, factors which likely lead her to have

Pseudomonal infection. Local wound care, surgical debridement/incision and

drainage, and appropriate antibiotics are the appropriate management for a dog

bite wound with Pseudomonas.

PLASMACYTOMA MASQUERADING AS PROGRESSIVE SCIATI-

CA Sophia A. Hayes; Shadi Dowlatshahi. Oregon Health and Science Uni-

versity, Portland, OR. (Control ID #2939989)

LEARNINGOBJECTIVE #1:Multiple myeloma should be considered in an

elderly patient with progressive anemia and musculoskeletal pain. There

should be a low threshold for X-ray imaging.

CASE: 69-year-old woman with history of sciatica presented with subacute

progressivemusculoskeletal pain, weakness, weight loss, and confusion. Three

weeks earlier, the patient reported worsening sciatic nerve pain and right

shoulder pain, after a ground level fall. She was prescribed gabapentin by

her PCP. Since then, she developed progressive confusion, constipation, and

weakness, prompting her family to bring her to the hospital. On exam, vitals

were notable for hypertension and tachycardia. Cardiac exam revealed a grade

3/6 systolic crescendo murmur. Lungs were clear. Abdominal exam was

benign. Right shoulder with tenderness and painful ROM. Severe pain of the

right hip with active/passive ROM and positive straight leg raise test. Muscle

strength 4/5 throughout. Sensation intact. Labs significant for calcium greater

than 15 mg/dL, anemia, AKI, and immature granulocytes. MRI of the spine

demonstrated a 6.0 x 4.6 x 8.3 cm mass at the S1-S2 vertebral bodies that was

invading the central canal. CT-guided biopsy and bone marrow biopsy were

consistent with multiple myeloma. A metastatic bone survey showed numer-

able lytic lesions throughout the skeleton. Patient was started on calcitonin,

IVF, and zoledronic acid with improvement of calcium and mental status. She

was transferred to hematology service for initiation of chemotherapy and

radiation.

IMPACT: In this case, the diagnosis of multiple myeloma was delayed by

several months by the assumption that the patient's muskuloskeletal pain was

of a primary neurlogic etiology. This illustrates the potential for anchoring bias

to delay an important diagnosis of cancer.

DISCUSSION: This case illustrates the potential for missing a plasmacytoma

and early diagnosis of multiple myeloma in patients presenting with common

musculoskeletal pain complaints. A thorough history, high degree of suspicion

for multiple myeloma in any elderly patient with anemia and progressive

musculoskeletal pain, and low threshold for targeted X-ray imaging are im-

portant in making a timely diagnosis.

PNEUMOCYSTIS JIROVECI PNEUMONIA: AN UNLIKELY CAUSE

OF HYPERCALCEMIA Hasan Bader; Meenu Singh. Medical College of

Wisconsin, Milwaukee, WI. (Control ID #2946757)

LEARNING OBJECTIVE #1: Diagnose hypercalcemia secondary to

Pneumocystis jiroveci pneumonia in immunocompromised patients and work-

up hypercalcemia in a cost-effective manner.

LEARNINGOBJECTIVE #2:Recognize treatment of underlying cause,

in this case PJP pneumonia, leads to the normalization of calcium

levels.
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CASE: A 52-year old Caucasian woman with a PMH significant for SLE (on

chronic prednisone 5 mg), lupus nephritis (on Cellcept), CKD IV, Factor V

Leiden deficiency, and chronic anemia presented with malaise and a mild

worsening of chronic exertional dyspnea. She was found to have a corrected

calcium level of 13.1 mg/dl. She reported taking multivitamins and calcium

supplements, 1gm daily. Physical examination was remarkable for a BMI of

35.19. The hypercalcemia was managed with IVF and concurrent diuretic use.

The patient did develop new oxygen needs. Her calcium after inital

improvment, returned towards her previously increased levels. Workup dem-

onstrated suppressed PTH and an elevated 1,25 (OH)2 Vitamin D at 228.6 pg/

ml, negative workup for myeloma, negative quantiferon testing, normal TSH,

normal anti-dsDNA levels, normal complement level, and a normal ACE level.

CT chest raised concerns for ILD and due to concerns for granulomatous

disease and persistent hypercalcemia, prednisone 60 mg was started with

minimal improvements in calcium and breathing. A bronchoscopy with lavage

and lung biopsy, which returned positive for Pneumocystis jiroveci pneumonia

(PJP). The patient was started on treatment with Bactrim and discharged.

Patient required readmission in a few days, secondary to ATN from Bactrim.

PJP treatment concluded with clindamycin-primaquine, which resolved her

oxygen needs and hypercalcemia.

IMPACT: A thorough workup was required to illuminate the diagnosis in

this rare case. In our healthcare system, it is crucial for clinicians to provide

high quality patient care in a cost-effective manner. An important first step in

evaluation is obtaining a PTH. However if appropriately suppressed, a 25-

(OH) Vitamin D and 1,25 (OH)2 Vitamin D should be obtained. For hospital-

ized patients, a broad-based workup can be done early which can achieve a

decreased hospital stay and low overall cost.

DISCUSSION: PJP is a rare cause of hypercalcemia in immunocompro-

mised patients. PJP-associated hypercalcemia is associated with decreased

PTH and normal to high 1,25-(OH)2 Vitamin D. It is believed that activated

macrophages cause an endogenous extra renal production of 1-alpha-

hydroxalase, leading to an increased conversion from 25-(OH) Vitamin D to

1,25OH Vitamin D. Effective PJP treatment results in the normalization of

calcium and PTH concentrations, likely due to the reduced synthesis of

1,25(OH)2 Vitamin D with improvements in inflammation. No cases have

been seen in adult patients without transplant. Prior literature has shown

hypercalcemia to be relatively more prevalent in transplant patients, but this

case illustrates how non-transplant, immunocompromised patients are at risk of

this phenomenon as well.

POEMS, ARAREPARA-NEOPLASTIC SYNDROME SoumyaMamidi1;

Sireesha Vutukuri1; Dharmarajan S. Thiruvinvamalai2. 1Montefiore medical

center, Bronx, NY; 2Montefioe Medical Center (Wakefield Campus), Bronx,

NY. (Control ID #2947102)

LEARNING OBJECTIVE #1: -POEMS, a Paraneoplastic syndrome whose

acronym stands for Polyneuropathy, Organomegaly, Endocrinopathy, Mono-

clonal gammopathy and Skin disorders is often underdiagnosed given the

multisystem involvement. - The majority cases are diagnosed as chronic

inflammatory demyelinating polyneuropathy (CIPD); hence detecting extra

neurological manifestations in a patient with CIPD can be a key for diagnosing

POEMS.

CASE: A 50-year-old male presented with progressive symmetrical weakness

and paresthesias of lower limbs. Initial workup was negative for a reversible

cause of peripheral neuropathy. Had elevated Cerebrospinal fluid protein

(CSF- 246 mg/dl) without leukocytosis and demyelinating nerve conduction

studies. The patient was being managed for idiopathic CIPD with no signifi-

cant improvement. Detailed history and physical exam revealed erectile dys-

function, hyperpigmentation, gynecomastia, and hepatomegaly raising the

concern for POEMS. Further workup revealed thrombocytosis (560,000/ml),

high prolactin (23 ng/ml), low testosterone (85 ng/ml), elevated vascular

endothelial growth factor (VEGF-570 pg/ml), hepatosplenomegaly, lytic le-

sions of right scapula and ribs on imaging. Scapular biopsy showed plasma

cells which were lambda restricted. Kappa/lambda ratio was mildly decreased

(1.36), with a faint lambda light chain band on serum protein electrophoresis.

IMPACT: 50% of POEMS patients present with neuropathy and 60%

are diagnosed as idiopathic CIPD. The above-mentioned patient pre-

sented as classic CIPD. Before establishing the diagnosis, other asso-

ciated pathology should be ruled out which include infections, diabe-

tes, autoimmune diseases and Paraneoplastic neuropathy. Hence, extra

neurological findings should draw clinician's attention and lead to the

diagnosis of POEMS

DISCUSSION: POEMS is a multisystem disorder associated with

monoclonal gammopathy, a disorder with uncontrolled growth of plas-

ma cells and accumulation of M protein, almost always lambda light

chain. Exact prevalence and Incidence are unknown because of under-

recognition. POEMS syndrome can be diagnosed when patient meets

both the Mandatory criteria (Polyneuropathy and Monoclonal plasma

cell proliferative disorder) plus one major criteria (Osteosclerotic or

mixed sclerotic/lytic lesions, Castleman's disease or elevated VEGF)

and one minor criteria (Organomegaly; extravascular volume overload;

endocrinopathy; papilledema; thrombocytosis; polycythemia or skin

changes- hemangiomata, skin thickening, hyperpigmentation,

hypertrichosis, white nails and clubbing). No standard treatment is

available. Radiotherapy is preferred for limited disease (1-3 isolated

bone lesions with no bone marrow involvement); the advanced disease

is treated with chemotherapy and autologous hemopoietic cell trans-

plantation. Chemotherapy usually involves Lenalidomide or

Bortezomib- based therapy. Five-year survival is approximately 60%.

POP GOES THE COLON: AN ATYPICAL PRESENTATION OF

ACUTE DIVERTICULITIS Nina Nguyen; Ana I. Velazquez; Geeta

Varghese. Mount Sinai Beth Israel, New York, NY. (Control ID #2945570)

LEARNING OBJECTIVE #1: Diagnose acute colonic diverticulitis

LEARNING OBJECTIVE #2: Identify surgical indications for the treatment

of acute diverticulitis

CASE: The patient is a 61-year old woman with hypertension, hyperlipidemia,

and impaired fasting glucose who presented to her primary care physician for

worsening abdominal pain for 2 days. The patient states her pain initially began

1 week prior to presentation. She described it as cramping, epigastric, accom-

panied by non-bloody diarrhea, nausea, and lightheadedness. Home medica-

tions included lisinopril, chlorthalidone, metformin, simvastatin, and omepra-

zole. Vitals showed a temperature of 97.6F, heart rate of 125 bpm, blood

pressure of 75/51 mmHg, and respiratory rate of 18. Physical exam showed

an obese woman in moderate distress with a soft abdomen, epigastric tender-

ness without rebound or guarding and normoactive bowel sounds. Given the

patient's vital signs, she was sent to the emergency department (ED) for further

evaluation. Laboratory workup in the ED showed leukocytosis 18.2 K/uL, urea
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nitrogen 30 mg/dL, creatinine 1.86 mg/dL, total bilirubin 3.1 mg/dL, lactate

2.9 mmol/L, and a normal lipase. CT abdomen/pelvis showed colonic diver-

ticulitis with hazy fat stranding and free air in the left upper quadrant, through-

out the abdomen and retroperitoneum compatible with perforation. Surgery

was consulted and the patient went emergently for exploratory laparotomy

with washout of feculent material and resection of the splenic flexure colon.

The patient was monitored in the surgical intensive care unit and continued IV

antibiotic therapy. The patient remained stable and was discharged to sub-acute

rehabilitation.

IMPACT: We describe a case of complicated diverticulitis with perforation

requiring emergent surgery. Only about 1-2% of diverticulitis cases will have

perforation with peritonitis, however mortality rates approach 20%. While

most cases of diverticulitis can be treated medically, up to 15% of cases will

require surgery. Interestingly enough, the patient's physical exam showed a soft

abdomen, mild tenderness in the epigastrum without guarding, and positive

bowel sounds. It is important for internal medicine physicians to think of

surgical causes of abdominal pain in a differential diagnosis, especially when

the physical exam is atypical for the diagnosis.

DISCUSSION: Acute diverticulitis should be suspected in patients who pres-

ent with abdominal pain, especially in the left lower quadrant, tenderness, and

leukocytosis. Diagnosis can be confirmedwith abdominal CTscan.Most cases

of non-complicated diverticulitis can be treated medically, however complicat-

ed cases require hospitalization and occasionally surgery. Indications for

emergent surgery include cases with frank perforation, as it is a life threatening

condition. Indications for urgent surgery include failed medical management,

obstruction, and persistent abscess. Other cases may undergo elective surgery

at some point.

POSSESSEDOR FLU SHOTENCEPHALITIS? A RARECOMPLICA-

TION OF THE INFLUENZAVACCINE Victoria Cimino1; Nazish Ilyas2;

Sami Saba1. 1Lenox Hill Hospital, NewYork, NY; 2Lenox Hill Hospital, New,

NY. (Control ID #2904116)

LEARNING OBJECTIVE #1: Recognize and treat vaccine derived acute

encepalitis

CASE: A 62 year old woman suddenly developed a headache 3 days after

receiving the influenza vaccine. The headache worsened and was associated

with photosensitivity and vomiting. The next day she was lethargic, and that

night, her husband states she sat up in bed and started "speaking in tongues" as

if she was "possessed". He brought her to the emergency room where she was

extremely disoriented, could not follow commands. Temperature was 101.2F

on presentation, but remained afebrile afterward. She had diffuse hyperreflexia

with ankle clonus bilaterally; otherwise exam was unremarkable. Serum white

blood count was 12.2, ESR 51, CRP 3.40; anti-cardiolipin IgM and beta-2-

glycoprotein were elevated. The remainder of serological studies were unre-

markable, including anti-NMDA antibodies, tick borne infections, and viral

studies. CTA of the head and neck were unremarkable. Lumbar puncture

showed protein of 57, 87 white cells, 36 red cells, normal glucose, negative

viral studies, and negative oligoclonal bands. MRI brain showed

hyperintensities in the bilateral mesial temporal lobes, frontoparietal white

matter, and basal ganglia; this was consistent with acute disseminated enceph-

alomyelitis (ADEM). She was treated with IV steroids for 5 days followed by

prednisone taper over 1 month. Her mental status improved dramatically each

day; score on montreal cognitive assessment (MOCA) test was 19/30 on

discharge. At follow up 1 month after presentation, she complained of some

problems with short-term memory and balance, but was otherwise back to

normal. Examination demonstrated MOCA of 26/30, difficulty with tandem

gait, and mild hyperreflexia without clonus; neurologic exam was otherwise

normal. Cardiolipin IgM, beta-2-glycoprotein, ESR,CRP all decreased. Repeat

MRI demonstrated resolution of diffusion restriction and improvement in the

size and number of hyperintensities without new lesions.

IMPACT: ADEM is an inflammatory demyelinating disease of the central

nervous system. The assumed mechanism is immune-mediated demyelination

triggered by infection, or, rarely, vaccination. For most vaccines, incidence

rates of ADEM are as low as 0.1 per 100,000 vaccinated individuals. As such,

there have been no large population studies with estimated incidence rates yet.

Lesion patterns often seen in ADEM include widespread, multifocal lesions in

the white and deep grey matter, as seen in our patient.

DISCUSSION: Significant spontaneous recovery is the expected outcome in

most cases of vaccine-induced ADEM. Based on the current literature, it is

difficult to predict who may be at risk. The risk must be balanced by the fact

that influenza infection itself is a risk factor for ADEM,which is more common

than that triggered by the vaccine. We do not advocate avoiding any vaccina-

tions, but wish to promote awareness of this potential complication, as early

identification and treatment may improve outcomes, and avoid unnecessary

testing and treatment.

POTT'S DISEASE - A CASE IN RECOGNIZING AND TREATING

EXTRAPULMONARY TUBERCULOSIS Malav Parikh; Stephanie Ben-

nett; Jonathan Williams; William C. Keimig; Anne Chen; Indira Brar. Henry

Ford Hospital, Detroit, MI. (Control ID #2942993)

LEARNINGOBJECTIVE #1: Recognize and treat extrapulmonary tubercu-

losis in the absence of pulmonary symptoms and negative skin testing in

patients from endemic regions to facilitate early treatment and improve

outcome.

CASE: Our patient is a 39 year old male who presented with a six month

history of bilateral lower back pain, night sweats, and a 20-pound weight loss

over 6 months. He had emigrated from Indonesia 3 years earlier, and had

briefly returned home 2 years prior to his presentation. He had a family history

significant for abdominal tuberculosis in his sister which reportedly had been

successfully treated 16 years earlier. He reported being PPD negative on arrival

to the USA. His physical examination, was significant only for an approxi-

mately 7 cm fluctuant non-erythematous mass on his back in the right

lower lumbar region. As part of his initial evaluation, his quantiferon

gold was positive. CT chest did not reveal any pulmonary disease. CT

scan of the thoracolumbar spine was notable for bone lesions at

multiple vertebral spaces, along with paraspinal and epidural fluid

collections and an iliopsoas abscess. The paraspinal fluid collection

was positive for acid fast bacilli (AFB) on smear, and cultures grew

Mycobacterium Tuberculosis. Although on MRI there was evidence of

cord compression, our patient had no deficits on exam. He was

discharged with 4-drug therapy, and a back brace due to the extent

of bone lesions.

IMPACT: Extrapulmonary tuberculosis (EPTB) accounted for 15% of newly

diagnosed cases of tuberculosis worldwide in 2015. EPTB cases diagnosed in

the United States are most prevalent in individuals from endemic regions. A

high degree of suspicion should be maintained when evaluating individuals
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from endemic regions. Here we outline indications for surgical treatment and

corticosteroid use in vertebral tuberculosis.

DISCUSSION: In patients with spinal tuberculosis, antituberculous treatment

should be started as early as possible. Almost all antituberculous drugs pene-

trate well into vertebral lesions. Many experts prefer a duration of 12-24

months or until evidence of regression of disease occurs. Surgical management

is indicated in patients that have a poor response to chemotherapy with

evidence of ongoing vertebral deterioration. It is also indicated in cases

exhibiting neurological deficits requiring spinal cord decompression and in

cases with spine instability. Delay in establishing the diagnosis of spinal TB

leads to neurologic deficits and spinal deformities. Corticosteroids for EPTB

have shown mortality benefit in TB with pericarditis, and in TB meningitis,

however there is no evidence for the use of corticosteroids in TB involving the

vertebral column.

PREGNANCY: UNCOMMONLY DISCUSSED AS A STATE OF

IMMUNOCOMPROMISE Nicholas Oblizajek; Nicole S. Nipper; Lori

Blauwet. Mayo Clinic, Rochester, MN. (Control ID #2945413)

LEARNING OBJECTIVE #1: Recognize important clinical features for and

heterogeneity in diagnosis of pregnancy associated myopericarditis

CASE: Ms. W is a 28 year old female who presented to the emergency

department with nausea and chest pain radiating to the right arm. Recent

medical history was significant for induction of labor due to gestational

hypertension two weeks prior to presentation without complication. One week

prior to presentation, she experienced fever and bilateral breast warmth and

tenderness and was treated with Keflex for early mastitis. Family history was

significant for a sister with myopericarditis complicated by ventricular tachy-

cardia unrelated to pregnancy. Physical examination elicited no cardiac abnor-

malities. Troponin T was markedly elevated at 1.51ng/mL (normal <0.01ng/

mL). D-dimer and NT-proBNP were within normal limits. Electrocardiogram

showed subtle PR depression with ST elevation in leads 3 and aVF. Echocar-

diogram showed a left ventricular ejection fraction of 61%with hypokinesis of

the mid and distal anteroseptum without pericardial effusion. Coronary angi-

ography showed normal coronary arteries. With evidence of myocardial injury

despite normal coronary arteries, evaluation for possible inflammatory cardio-

myopathy was pursued. C-reactive protein (CRP) and erythrocyte sedimenta-

tion rate (ESR) were both within normal limits. Cardiac MRI showed mild

hypokinesis involving the mid-ventricular to apical inferoseptum and inferior

wall with associated myocardial edema and abnormal delayed enhancement of

the epicardium and midmyocardium in a non-ischemic distribution.

These findings resulted in a diagnosis of pregnancy-associated

myopericarditis. Metoprolol was initiated. Colchicine was not initiated

due to lack of evidence of efficacy in patients with myopericarditis.

Because significant ventricular ectopy was observed on telemetry, the

patient was discharged with a 30-day heart monitor. Results were

significant for an 11 beat run of ventricular tachycardia that occurred

shortly after hospital discharge.

IMPACT: This case highlights the importance in understanding the heteroge-

neity of signs, symptoms, and laboratory evaluations in myopericarditis. Many

practitioners assume that any myopericarditis should have elevated inflamma-

tory markers (ESR/CRP). It is important to note that these will be normal in a

subset of patients with myopericarditis, requiring a high index of suspicion for

diagnosis.

DISCUSSION: Myopericarditis is a relatively rare disease with variable

presentation and potentially serious sequelae including dilated cardiomyopa-

thy, arrhythmias, and sudden cardiac death. Pregnancy is a state of subtle

immunosuppression that has been reported to be a risk factor for

myopericarditis. Because myopericarditis can lead to dilated cardiomyopathy,

clinching the diagnosis is vital in order to initiate appropriate cardiac monitor-

ing. Familial cases of myocarditis are exceedingly rare, with this being first

known reported case of sisters developing myopericarditis.

PRES-ED OUT OF VISION: CASE OF TRANSIENT VISION LOSS IN

HYPERTENSIVE EMERGENCY Hasan Iftikhar1; Shahvaiz Magsi1;

Vishal Poddar2. 1Howard University Hospital, Silver Spring, MD; 2Howard

University Hospital, Washington DC, DC. (Control ID #2937210)

LEARNING OBJECTIVE #1: Recognizing clinical and radiologic presen-

tation of posterior reversible encephalopathy syndrome (PRES)

LEARNING OBJECTIVE #2: Suspecting predisposing conditions when

encountering PRES

CASE: 20 year old African American was referred to our emergency

room from community hospital. He has past medical history of resis-

tant hypertension and end-stage renal disease, and presented with

severe headaches and blurry vision of one day duration. His mean

arterial pressure was >200 mmHg. CT brain was negative for intra-

cranial infarct or hemorrhage. He then rapidly developed complete,

bilateral vision loss. He received multiple boluses of hydralazine and

labetalol IV and transferred to our hospital. He regained vision albeit

with continued blurriness. On examination, his blood pressure was

223/158 mmHg. He had blurred margins of optic disc, decreased

visual acuity without any visual field deficits, and no neurologic

deficits. T2-weighted MRI revealed increased signal intensity bilater-

ally in cerebellum, occipital and parietal lobes, pons and thalamus.

Blood pressure was gradually reduced with labetalol infusion. Visual

acuity improved over the next day.

IMPACT:Most feared CNS complication of hypertensive emergency is hem-

orrhagic stroke. Hence, any deterioration of mental status should trigger

emergent neurologic exam, fundoscopy and head imaging. However, neuro-

logic decline may also be due to cerebral vasogenic edema presenting as PRES.

Clinical cues include reversible time course, and propensity to cause vision

loss, headache and focal deficits. T2 weighted MRI can be requested to further

evaluate such patients following initial stabilization. A good recovery can be

expected in days to week; nevertheless, patient should be closely monitored.

DISCUSSION: PRES is a clinical and radiologic entity associated with

hypertensive crisis in conditions like eclampsia, thrombotic thrombocytopenic

purpura, hemolytic uremic syndrome, and porphyrias. It is also associated with

autoimmune conditions (lupus), immunosuppressants (tacrolimus, cyclospor-

ine, methotrexate and interferon) and chronic infections (HIV). Most charac-

teristic presentation is of focal deficits, blindness and altered consciousness

which subsequently improves. PRES is definitively diagnosed on T2-weighted

MRI (diffuse, bilateral hyperintensities involving white matter of temporal,

parietal and occipital lobes). It is classically described as reversible, but full

resolution may not occur. Theories proposed regarding etiology include dys-

functional autoregulation of vascular tone (vasogenic) and endothelial cell

damage (cytotoxic). Our patient presented at a young age, and did not have

any defined predisposing condition except resistant hypertension. It is unclear
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whether such patients would benefit from additional screening for vasculitides,

autoimmune conditions or chronic infections. Nevertheless, such a workup

may be justified.

PRIMARY DIFFUSE LARGE B CELL LYMPHOMA OF THE VAGI-

NA: DON'T FORGET ABOUT IT Shannon Devlin1; Stacy T. Charat2.
1University of California San Diego, San Diego, CA; 2University of California

San Diego, Del Mar, CA. (Control ID #2946044)

LEARNING OBJECTIVE #1: Assess for rare causes of urinary complaints

and consider pelvic exams early in the clinical course

LEARNING OBJECTIVE #2: Recognize an uncommon presentation of

diffuse large B cell lymphoma

CASE: A 52-year-old post-menopausal female with a past medical history

of hypothyroidism and depression presented to her primary care physician

with 2 days of dysuria and urinary frequency. She denied fever, chills,

flank pain, nausea, vomiting, hematuria, or abdominal pain. The patient

denied history of abnormal pap smears, sexually transmitted infections, or

family history of malignancy. Her last pelvic exam was normal 2 months

prior. She was not sexually active. Her surgical history was non-

contributory and her medications were levothyroxine, buspirone, and

trazodone. Initial exam, which did not include a pelvic exam, was normal.

In-clinic urinalysis was negative, so she was sent home with reassurance.

Within a few days, she went to an urgent care for bloating and was

diagnosed with constipation. Again, no pelvic exam was performed. Five

days later the patient presented to the emergency room for worsening

symptoms, including straining with urination. Exam showed a distended

suprapubic region. Laboratory data revealed an acute kidney injury (AKI).

A CT scan showed a mass ive ly dis tended bladder wi th

hydroureteronephrosis. Urology was consulted for Foley placement, and

vaginal masses were palpated during their exam. MRI showed vaginal

wall thickening, and a biopsy was positive for diffuse large B cell

lymphoma (DLBCL). A PET/CT and bone marrow biopsy were negative

for other site involvement.

IMPACT: Female urinary complaints are common in medicine. Often a

diagnosis is clear and made without a pelvic exam; however, in cases with

unknown etiologies, a broad differential, close follow up, and pelvic exam are

essential. Unfortunately, the cause of this patient's symptomswas an aggressive

malignancy. While primary lymphoma of the female genital tract is rare, it

should be considered in cases of unexplained genitourinary symptoms to avoid

diagnostic delay.

DISCUSSION: Diffuse large B cell lymphoma is the most common

non-Hodgkin's lymphoma, typically presenting as a rapidly enlarging

mass in the neck or abdomen. Extranodal cases can arise from any

tissue, including the female genital tract. Primary lymphoma of the

female genital tract is rare with an estimated 165 new cases per year.

The affected population is typically younger with a median age of 54.

The lymphoma usually starts in the ovary or cervix. Symptoms in-

clude vaginal bleeding (70%), perineal discomfort (40%), or vaginal

discharge (20%) but patients usually lack classic B symptoms. This

case demonstrates an unusual entity of female genital tract DLBCL

with an atypical presentation. Despite the lack of pelvic complaints, a

pelvic exam should be considered early for urinary complaints of

unknown cause and close follow up should be standard of care.

PRIMARYEFFUSION LYMPHOMA: EXPANDINGOURDIFFEREN-

TIAL DIAGNOSIS FOR SBP Annie McDonough; Bennett Caughey;

Poonam Vohra; Katherine Lupton. University of California, San Francisco,

San Francisco, CA. (Control ID #2942404)

LEARNINGOBJECTIVE #1: Identify scenarios in which ascites cell counts

are atypical for SBP and require an expanded differential diagnosis.

LEARNING OBJECTIVE #2: Recognize the risk factors, presentation, and

cytological findings of Primary Effusion Lymphoma (PEL).

CASE: HPI: 54yo man with severe pulmonary hypertension, HIV, cirrhosis,

who presented from hospice with 3 weeks of progressive abdominal swelling,

pain, and weight gain, and 3 days of periumbilical erythema and shortness of

breath. PMH: Pulmonary hypertension - 2/2 HIV and methamphetamine use,

on 4L home O2 HIV - diagnosed 1991, recent CD4 count 312, nadir 74, last

VL 90K, hx of OIs Cirrhosis - 2/2 hepatitis C, hx of SBP in 2011 Medications:

Epzicom, Prezcobix, Selexipag, Adcirca, Ibuprofen, Furosemide Physical

exam: VS: T37.2 P94 BP105/70 RR22 Ill appearing, cachectic Abdomen:

Moderate distention with shifting dullness, no rebound or guarding; ender,

erythematous umbilicus Diagnostic paracentesis: Gram stain: few PMN, few

RBC, no organisms, atypical cells (sent for cytology) Ascites culture: no

growth at 5d Fluid appearance: Yellow, cloudy RBC 2913/cmm WBC

4425/cmm Neutrophil 39% Mononuclear 44% Lymphocyte 17% Glucose 73

mg/dL Protein 3.1 g/dL Albumin 1.0 g/dL SAAG 1.8 g/dL CT scan: 1.

Cirrhotic liver with portal hypertension, varices and moderate ascites 2. Small

amount of peritoneal enhancement Clinical course: Diagnostic paracentesis

was performed and empiric ceftriaxone was started for SBP. His periumbilical

erythema and pain improved and he was discharged on day 3 with PO

ciprofloxacin. The team was later notified that cytology was consistent with

PEL, a rare HHV-8 associated NHL associated with HIV and immunocom-

promised states. The patient did not pursue further treatment and passed away

two months later.

IMPACT:Malignancy, including PEL, contributes to approximately 7%

of cases of ascites. These may present with features that meet diag-

nostic criteria for SBP. One oft-cited indication of malignancy is a

lymphocytic predominance in ascitic fluid; however, in this case lym-

phocytes were elevated but not the predominant cell type. Thus a

reliance on cell count alone in identifying the etiology of ascites

may miss malignancy or multifactorial etiologies.

DISCUSSION: In this patient with cirrhosis and a prior episode of SBP

without prophylactic antibiotic therapy, the clinical presentation, workup, and

resolution of pain with antibiotics appeared consistent with SBP. In retrospect,

this history and high neutrophil count resulted in anchoring on an SBP

diagnosis alone without further considering atypical aspects of his

presentation. In particular, the high protein level and atypical cell

counts including high lymphocyte count in his ascitic fluid should

have prompted further workup. In this case, fluid was sent for cyto-

logical analysis only after atypical cells were noted on gram stain,

representing a near-miss in the diagnostic workup. Malignancy should

remain on the differential in patients at risk presenting with atypical

cell counts in peritoneal, pleural, or pericardial effusions.

PROBABLE CLOSTRIDIUM DIFFICILE WITH MULTIPLE NEGA-

TIVE PCRS Michael B. Chamberlain; Anthony Serritella; Elzbieta Stob;

Amber Pincavage. University of Chicago, Chicago, IL. (Control ID #2936850)
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LEARNING OBJECTIVE #1: Recognize the importance of combining

clinical and microbiology data in the diagnosis of C diff.

LEARNING OBJECTIVE #2: Recognize the importance of pretest proba-

bility and test characteristics to determine posttest probability.

CASE: A 63-year-old man presented to the hospital with signs and symptoms

consistent with RLE cellulitis and was treated with broad spectrum antibiotics.

Despite clinical improvement of cellulitis, the patient's WBC increased from 19.4

on admission to 30.5, 4 days into the antibiotic regimen. His abdomen became

significantly distended, and he was having frequent watery stools. He was treated

empirically for C diff with 7 doses of metronidazole before it was discontinued

because of multiple negative stool PCR tests for C diff (on day 1 and 3). Daily

KUBs showed persistent colonic dilation suggestive of ileus and a CT scan was

concordant. Additionally, broad work-up for other sources of infection was

unrevealing. Two days after the discontinuation of metronidazole, considering the

consistently elevatedWBC (≥27 throughout this time period), lack of other source,
persistent ileus, and frequent watery stools, empiric treatment for C diff with PO

vancomycin was started despite another negative stool PCR. Over the next 3 days

hisWBCdropped to 13 and then to 8.6, 1week later. His abdominal distension and

diarrhea also improved over this time period.

IMPACT: This case deepens our understanding of the limits of diagnostic

testing. Using this patient as a specific example emphasizes the careful think-

ing required prior to ruling out a disease based on the pre-test likelihood of

disease and the test characteristics. A strong prior probability of disease is not

necessarily contradicted by a negative diagnostic test.

DISCUSSION: At our institution, the C diff stool PCR is used as a gold

standard; however, published sensitivity of the assay vary widely from 82-99%

and is likely around 93%. Using this 93% value, and assuming a pretest

probability for our patient of 95% based on his clinical picture and recent

antibiotic exposure, we calculate a posttest probability of 58%. Multiple

negative tests would decrease this probability further, but we should recognize

that these tests are not independent. This case highlights the need to combine

data from our microbiology tests with our clinical acumen. If the clinical

picture is suspicious for C diff, if for example, the patient has high WBC

(review of the literature suggests that 25% of patients with WBC>30, without

hematologic malignancy, have C diff and as many as 58% with WBC>15 and

no identifiable source), watery stools, and ileus following antibiotics, we

should resist the temptation to think that we have ruled out C diff simply

because the best available test is negative. One could argue that for patients

with a high probability of disease and low treatment costs, laboratory testing

adds little further important information.

PSEUDOPORPHYRIA: BEYOND A SIMPLE DRUG ALLERGY

RASH Omar Hadzipasic1; Li Wang1; Shahrzad Shidfar1, 2. 1University of

Massachusetts Medical School, Shrewsbury, MA; 2umassmemorial, Worces-

ter, MA. (Control ID #2939273)

LEARNING OBJECTIVE #1: Recognize the clinical features and precipi-

tating agents of Pseudoporphyria

LEARNINGOBJECTIVE #2:Distinguish Pseudoporphyria from acute drug

rash and Porphyria Cutanea Tarda (PCT)

CASE: A 50-year-old woman with a history of chronic pancreatitis presented

with urinary frequency and was prescribed Bactrim for a urinary tract infection.

Shortly after, she developed an intensely pruritic macular erythematous rash on

her hands, feet, and trunk with the simultaneous appearance of tense clear

fluid-filled blisters on the dorsal surfaces of her hands and feet with lower

extremity edema. She was started on a prednisone taper for presumed drug rash

due to Bactrim and given Lasix for lower extremity edema. The patient had

worsening of the rash with development of shallow punched out ulcers with

fibrinous exudate, as well as dried eschars over previous blister sites. White

blood cell count of 13000white blood cells per microliter without eosinophilia,

normal ESR, negative Anti-nuclear antibody and hepatitis panel. Lasix was

discontinued due to concern for sulfa cross-sensitivity. Pathology and direct

immunofluorescence study of a new blister biopsy were consistent with

pseudoporphyria or porphyria cutanea tarda (PCT). Uroporhyrin was mildly

elevated with normal total serum porphyrins which made PCT unlikely.

Further review of her homemedications revealed that she was taking Naproxen

for pain. Naproxen had been reported in multiple case reports as a trigger of

pseudoporphyria. Naproxen was discontinued and ulcerations were treated

with local wound care.

IMPACT:Drug-induced Pseudoporphyria presents with bullae of sun-exposed

skin after exposure to an inciting agent. It is an uncommon condition that can

be mistaken for similar blistering disorders, and thus its diagnosis must not be

missed to avoid persistence and complications of the rash.

DISCUSSION: Pseudoporphyria is an uncommon medical disorder that must

be considered in the differential diagnosis for new vesicular rash after starting a

drug. The cutaneous lesions can take months to years to resolve even after the

offending agent has been removed, making initial diagnosis and discontinua-

tion of the inciting agents paramount. Pseudoporphyria shares many cutaneous

and histologic features with PCT, but lacks sclerodermoid changes,

hypertrichosis, or porphyrin abnormalities. The most common offending

agents in drug-induced pseudoporphyria include NSAIDs, various antibiotics,

and diuretics, including medications such as Naproxen, Furosemide, and

Bactrim, all three of which our patient was taking at various times during her

acute flares. This case highlights the importance of obtaining an accurate home

medication list, including over the counter medications, and its essential role in

prompt diagnosis of the culprit condition. Especially in our case, discontinu-

ation of medications was crucial to avoid persistence of rash, additional

workup, and possible misguided treatment with steroids.

PSEUDOVASCULITIS: A CASE OF PSEUDOMONAS ECTHYMA

GANGRENOSUM AS A VASCULITIS MIMIC Sherry Zhang2; Ruta

Tesfamicael1; Gopika Miller2. 1UCLA, Los Angeles, CA; 2Harbor-UCLA

Medical Center, Torrance, CA. (Control ID #2945582)

LEARNING OBJECTIVE #1: Recognize that ecthyma gangrenosum from

Pseudomonas aeruginosa infections may mimic vasculitis.

CASE:A 53 year-old Caucasianmale with past medical history of eosinophilic

granulomatosis with polyangiitis (EGPA) on chronic immunosuppression was

transferred from an outside hospital for debridement of a new decubitus ulcer

that had become necrotic within the past ten days. Vitals on arrival were within

normal limits. Physical exam was significant for a 10x20cm black sacral ulcer,

as well as a new non-blanching purpuric rash concerning for vasculitic lesions

on his right lower extremity. Labs were notable for an elevated ESR of 103 and

CRP of 9.55, but a normal WBC of 5.0. The patient was started on broad-

spectrum antibiotics and underwent debridement of his sacral ulcer. The

operative report noted extensive necrosis of subcutaneous fat and myonecrosis

of the gluteal muscles, thought to be due to a necrotizing vasculitis. Pathology

likewise showed extensive ischemic necrosis. However, gram and giemsa
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stains were positive for gram-negative bacteria.Wound cultures from his sacral

ulcer later grew Pseudomonas aeruginosa. Over his hospitalization, the patient

underwent multiple debridements of his ulcer. He was continued on his home

dose of prednisone 10mg daily without further escalation of his immunosup-

pressive regimen, and with downtrending of his ESR and CRP. His sacral

wound base remained pink with good granulation tissue, and he was subse-

quently transferred to an long-term acute care facility for continued vacuum-

assisted closure of his sacral wound.

IMPACT: While this patient's sacral ulcer was initially concerning for an

EGPA flare, the patient was ultimately diagnosed with a pseudomonal infec-

tion. When considering increased immunosuppression for possible vasculitis-

induced necrotic ulcers, ecthyma gangrenosum must be ruled out as it can

mimic vasculitis.

DISCUSSION: Ecthyma gangrenosum is a cutaneous manifestation common-

ly associated with Pseudomonas aeruginosa infection, which can present in

immunosuppressed patients as hemorrhagic pustules that progress to necrotic

ulcers. These lesions occur from bacterial invasion of blood vessels that then

causes ischemia and necrosis of the surrounding tissue, and can be difficult to

distinguish from necrosis secondary to a primary vasculitis, such as the case in

this patient with known EGPA. The treatment for a primary vasculitis includes

high dose immunosuppression, a markedly different approach from the man-

agement of an infectious etiology. Therefore, in assessing patients with necrotic

ulcers, it is imperative to first rule out infection in order to avoid potentially

harmful outcomes.

PULMONARY EMBOLISM-COULD IT BE MAY THURNER SYN-

DROME? Aiza Tariq; Rajbir Sidhu. Mount Sinai Beth Israel, New York,

NY. (Control ID #2919060)

LEARNING OBJECTIVE #1: To establish May-Thurner syndrome (MTS)

in the differential diagnosis for PE and DVT and help clinicians learn the

pathophysiology and treatment of the disease.

LEARNING OBJECTIVE #2: To help increase recognition of MTS to help

lower the associated morbidity, mortality and complication rates.

CASE: 28F PMH of cholelithiasis s/p recent lap cholecystectomy present-

ed with chest pain and lower extremity edema for 2 days. Chest pain was

not associated with SOB or diaphoresis. It was relieved by post-op pain

medications. The day of presentation, the patient reported edema of her

left leg along with tenderness and erythema. She also reported a syncopal

episode associated with palpitations. Notably, the patient had been on

bedrest for the past 4-5 days after recent surgery. Lower extremity duplex

was positive for deep venous thrombus. CTA showed bilateral pulmonary

embolism without evidence of right heart strain. Trans-thoracic echo

showed a LVEF of 60% with normal LV and RV function and no

valvular disease. Hypercoagulable workup resulted negative. Cardiology

was consulted for catheter-directed thrombolysis due to large clot burden

in her lower extremity. Mechanical thrombectomy was performed. Inva-

sive venography confirmed the presence of extensive iliofemoral deep

venous thrombosis and extrinsic compression of the proximal left common

iliac vein consistent with May-Thurner Syndrome. A non-drug-eluting

stent was placed proximal to the common iliac vein and she was

discharged on apixaban.

IMPACT: Addressing this diagnosis changes clinical practice by allowing us

to consider this disease state in patients with an appropriate presentation. This

vignette adds to the literature by discussing the pulmonary findings of MTS

and prognosis associated with those findings.

DISCUSSION: This case report highlights syncope secondary to pulmonary

embolism as an initial presentation of May-Thurner Syndrome. Pulmonary

embolism as a presenting complaint of this condition is very rare and not well

studied as a prognostic factor. May-Thurner Syndrome (MTS) is an anatom-

ically variable condition of venous outflow obstruction caused by partial

obstruction of the left common iliac vein by the overlying right common iliac

artery. Symptomatic MTS is uncommon, clinical symptoms are present in

approximately 25% of patients. Femoral stick venogram is the gold standard

test for diagnosis as it can show the area of obstruction with the presence of

collaterals. An international retrospective analyzed 399 patients with iliac vein

compression syndrome, finding that only 7% of these patients had symptom-

atic pulmonary embolism. In this study, endovascular thrombolysis and col-

lateral filling were associated with the presence of pulmonary embolism.

Though the pathogenesis is not completely understood, it is accepted that

anticoagulation alone is not enough to prevent a clinical recurrence of MTS.

Early therapies using endovascular intervention to decompress the iliac vein

are gold standard with concurrent anticoagulation.

PULMONARY HEMORRHAGE BEFORE AND AFTER CHEMO-

THERAPY CAUSING ANEMIA Kay Negishi; Weissman Lisa; Alexander

White. Cambridge Health Alliance, Cambridge, MA. (Control ID #2939960)

LEARNING OBJECTIVE #1: Recognize pulmonary hemorrhage as a pos-

sible paraneoplastic manifestation of breast cancer

LEARNING OBJECTIVE #2: Identify low-grade pulmonary bleeding as a

potential source of subacute blood loss

CASE: SB is a 60 year old woman with remote history of tuberculosis who

presented to her primary care physician with dyspnea on exertion, dry cough,

and fatigue. She had been out of care for five years. Testing revealed bilateral

pulmonary infiltrates with ground-glass opacities (GGO), a left breast mass,

and a microcytic anemia with a hemoglobin (Hgb) of 7.1 g/dL. Pulmonary

workupwas negative for infection. Bronchoscopy with bronchoalveolar lavage

revealed a bloody lavage consistent with diffuse alveolar hemorrhage (DAH).

Respiratory symptoms resolved spontaneously, and repeat chest CTone month

later showed almost complete resolution of the pulmonary infiltrates. Biopsy of

the breast mass revealed triple negative intraductal carcinoma with locally

advanced disease. No source of blood loss was identified other than her lungs.

She was discharged to home. She received her first dose of outpatient doxo-

rubicin, cyclophosphamide, dexamethasone, and pegfilgrastim, and four days

later, she presented to the emergency room with mild shortness of breath and

trace hemoptysis. Over the next 12 hours she became increasingly hypoxic and

required intubation andmechanical ventilation. Chest imaging showedmarked

airspace disease and dense GGO without evidence of pulmonary embolism.

Repeat bronchoscopy demonstrated evidence of pulmonary hemorrhage

and no malignant cells. ANA titre was positive at 1:40, and rheuma-

toid factor positive at 1:4. She was treated with high-dose steroids, her

infiltrates improved, and she was discharged for outpatient follow up .

Three weeks later, chest imaging showed nearly complete resolution of

lung infiltrates with residual GGO, and the steroids were then slowly

tapered.

IMPACT: DAH can occur in patients with breast cancer pre- and post-

chemotherapy; these patients should have their Hgb monitored closely.
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DISCUSSION: The cause of the patient's pulmonary hemorrhage remains

unclear. Pulmonary hemorrhage has not been reported as a paraneoplastic

manifestation of breast cancer, but this is a possible etiology for the patient's

initial presentation. Her second presentation raises suspicion of a

chemotherapy-induced reactivation of an underlying process. While

pegfilgrastim has been associated with DAH (Caselli et al, 2016), cyclophos-

phamide also remains a culprit, as pneumonitis is a known adverse event,

though usually occurring one to six months after starting therapy (Malik et al,

1996). An undiagnosed auto-immune condition may also be playing a role,

though diagnostics have not been revealing on this front. Fortunately, the

patient recovered to her baseline pulmonary function. But given her near-

death experience, she declined further chemotherapy treatment. She may

benefit from periodic screening for anemia for her occult pulmonary bleeding.

PULMONARY INFILTRATES IN NEWLY DIAGNOSED CHRONIC

LYMPHOCYTIC LEUKEMIA (CLL) Omair Alam; Darshan Randhawa;

Kareem Ahmad; Ivan Garcia. Inova Fairfax Hospital, Fairfax, VA. (Control ID

#2945467)

LEARNING OBJECTIVE #1: Recognize diffuse alveolar hemor-

rhage (DAH) can be a complication of direct pulmonary infiltration

of CLL.

CASE: A 72 year old male with congestive heart failure, coronary artery

disease on dual anti-platelet therapy and recently diagnosed latent tuberculosis

presented with one week of hemoptysis. He emigrated from Greece and lived

in theUnited States for over 40 years. He had a remote three pack year smoking

history and worked as a heating and air conditioning contractor. He was found

to have bilateral patchy infiltrates on a chest radiograph which prompted

further evaluation with computed tomography. The scan found bilateral ground

glass opacities with septal thickening consistent with a crazy paving pattern.

Serologic studies were positive for antibodies against ribonucleoproteins but

negative for anti-neutrophilic cytoplasmic antibodies. Bronchoalveolar lavage

(BAL) demonstrated numerous red blood cells, hemosiderin-laden macro-

phages with atypical lymphocytes. Serial aliquots were increasingly bloody

consistent with DAH. BAL flow cytometry detected abnormal B cells with

positive CD19 and CD20 biomarkers. Right heart catheterization sug-

gested volume overload. Lung tissue biopsy could not be obtained as

patient had a high intra-operative risk due to cardiac history. An

elevated diffusion capacity for carbon monoxide on pulmonary func-

tion testing further supported a diagnosis of DAH. Ultimately, dual

anti-platelet therapy was discontinued, diuresis done for fluid status

optimization, and empiric antibiotics for possible infection. Antibiotics

were discontinued when microbiology studies returned negative. It was

confirmed the patient had CLL on further molecular testing and was

referred to oncology to begin chemotherapy. A week following initial

hospitalization, he had recurrent hemoptysis with similar chest imag-

ing. Given negative infectious workup, the patient was started on

intravenous steroids for suspected leukemic infiltration with subse-

quent symptomatic improvement. He was discharged on a slow oral

prednisone taper with planned initiation of oral chemotherapy.

IMPACT: Our patient helps broaden our understanding of pulmonary compli-

cations found in patients with CLL. After sufficiently ruling out infection along

with appropriate pulmonary evaluation we diagnosed our patient with DAH

secondary to leukemic infiltration by CLL cells.

DISCUSSION: Pulmonary complications of CLL are classically associated

with infection. However, in cases where no definitive infectious etiology can

be found as demonstrated in our patient, clinicians should consider direct

infiltration by the underlying leukemia. Our patient presented with hemoptysis

and based on work up was found to have DAH likely secondary to leukemic

infiltration. Ideally, diagnosis of leukemic infiltration is made by larger surgical

sampling showing pathologic infiltration. However, in the setting of high

surgical risk, biopsy was forgone and steroid therapy was initiated with a

promising response in our patient.

PULMONARY INVASIVE ASPERGILLOSIS IN AN IMMUNOCOM-

PETENTHOST Tina Lai; Kimberly A. Stogner-Underwood; Jill Ohar. Wake

Forest Baptist Health, Winston Salem, NC. (Control ID #2928789)

LEARNING OBJECTIVE #1: Recognize when Aspergillus can be a patho-

gen in an immunocompetent Host

CASE:A 56 y.o. Caucasian male with no significant PMH presented with one

week of fever, fatigue and productive cough. Patient was admitted to the

Medical ICU for acute hypoxic respiratory failure and he did not improve after

completing a course of antibiotics for CAP and a trial of aggressive diuresis.

CT chest demonstrated peripheral ground-glass opacities within all lobes

suggesting of pulmonary hemorrhage, pulmonary vasculitis or cryptogenic

organizing PNA, however, the patient did not have any hemoptysis and auto-

antibodies for vasculitis all came back negative. After an extensive infectious

workup failed to reveal a bacterial, viral or fungal etiology for his respiratory

failure, the patient was tried on an empiric course of a high-dose steroid to no

avail. Cultures from the sputum eventually did grow mold and a few colonies

of Aspergillus and we were aware of patient's recent exposure to molds and

animal wastes from renovating an old house, but because patient was immu-

nocompetent, the infectious disease consultants did not believe the fungal

culture data to be of significance. After being on Optiflow for over two weeks

with worsening respiratory status, the decision was finally made to perform an

open-lung biopsy despite the high risk of anesthesia and intubation for this

patient. Tissue pathology surprisingly gave definitive evidence of

angioinvasive fungal infection, consistent with invasive aspergillosis. A sub-

sequent serum galactomannan also came back positive. Patient made a recov-

ery on voriconazole treatment and was able to be discharged without oxygen

requirement after about a month's hospitalization.

IMPACT: Aspergillus is almost always overlooked as a pathogen for pulmo-

nary infection in an immunocompetent host, which can result in fatal out-

comes. Pulmonary invasive aspergillosis, therefore, should remain as a differ-

ential diagnosis for a patient with unexplained respiratory failure under certain

circumstances.

DISCUSSION: Aspergillus species are ubiquitous in nature, and inhalation of

infectious conidia is a frequent event. Our innate cellular defenses are effective

in clearing theAspergillus conidia before they can cross the alveolar epithelium

to disseminate and transform into invasive hyphae. In the vast majority of the

cases, invasive aspergillosis occurs in the setting of immunosuppression,

however, it is possible to contract the disease when a high amount of airway

exposure overwhelms the immune system, as was likely the case in our patient.

To date, there are only 12 cases of invasive aspergillosis in presumably

immunocompetent hosts in the English literature. The diagnosis was delayed

for all patients; mortality was 100%. When clues exist that might suggest

Aspergillus as a pathogen in community-acquired pneumonia, the physician
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should consider early screening and diagnostic testing for invasive aspergillo-

sis, so as not to delay potential life-saving anti-fungal treatment.

PUZZLING PURPURA: DERMATOLOGIC MANIFESTATIONS OF

ENDOCARDITIS Edwin Chen1; Natalie Klar1; Thomas R. Radomski2.
1University of Pittsburgh, Pittsburgh, PA; 2University of Pittsburgh School of

Medicine, Pittsburgh, PA. (Control ID #2939644)

LEARNING OBJECTIVE #1: To identify the differential diagnosis of pal-

pable purpura and the skin findings associated with infective endocarditis

LEARNING OBJECTIVE #2: To delineate the application of type 2

(deductive) reasoning to arrive at the final diagnosis of endocarditis

CASE: A 73-year-old man with no significant medical history presented with

fatigue, lower extremity swelling, and a rash. His exam was notable for

bilateral 2+ pitting edema to his thighs with palpable purpura, multiple extra

heart sounds, and diminished breath sounds in the right lung field. Pertinent

initial labs revealed a WBC count of 10.6x109/L and albumin of 1.9 g/dL. A

skin biopsy of the rash showed leukocytoclastic vasculitis and a transesopha-

geal echocardiogram showed a mitral valve perforation and vegetations on the

aortic, pulmonic, and tricuspid valves. A chest CT showed a right pleural

effusion and a large hiatal hernia. Blood cultures subsequently grew multiple

species of oral flora and urine microscopy revealed RBC casts. Ultimately the

patient was thought to have aspirated in the context of his hiatal hernia,

resulting in pneumonia complicated by a pleural effusion, leading to 4-valve

infective endocarditis (IE) with systemic manifestations. Given the risk of a

four-valve operation, the patient was discharged on a continuous IV infusion of

ampicillin-sulbactam. Within two weeks, the patient's rash had largely re-

solved. A repeat echocardiogram showed complete resolution of the aortic

and tricuspid vegetations and a smaller pulmonic vegetation.

IMPACT: This case demonstrates an uncommon presentation of infective

endocarditis, and how type 2 deductive reasoning was necessary to arrive at

the correct diagnosis.

DISCUSSION: Clinicians often rely on a mental summary of the common

manifestations of a disease, known as an illness script, to quickly arrive at a

diagnosis via intuitive (type 1) reasoning. When confronted with an uncom-

mon finding, physicians must engage in a hypothesis-driven approach (type 2

deductive reasoning) to arrive at a final diagnosis. Palpable purpura is an

uncommon finding and was our focal point in formulating our initial differen-

tial, which included vasculitis, cryoglobulinemia, and glomerulonephritis.

However, the abnormal heart exam did not fit the illness scripts of these

diseases. This finding compelled us to include endocarditis in our differential

and order an echocardiogram, enabling us to arrive at the final diagnosis. Skin

manifestations are present in only 11.9% of IE cases and palpable purpura

accounts for only 8% of such findings. Considering IE is not a common

disease, making the clinical connection between palpable purpura and IE is

challenging. Given the rarity of palpable purpura, it was necessary to engage in

type 2 reasoning to overcome our inability to intuitively associate the patient's

presentation with an illness script (type 1) and arrive at a final diagnosis.

RANITIDINE IMPLICATED IN LYMPHOCYTIC COLITIS Caitlin E.

Peirce1; Peter Kleinschmidt2; JoanAddington-White3; David Feldstein4; Linda

Baier5. 1University of Wisconsin Madison, Madison, WI; 2University of

Wisconsin, Madison, WI; 3University of Wisconsin-Madison, Madison, WI;

4University ofWisconsin School ofMedicine and Public Health,Madison,WI;
5f Medicine and Public Health, Madison, WI. (Control ID #2946491)

LEARNING OBJECTIVE #1: Recognize clinical features suggestive of

microscopic colitis and common implicated drugs

CASE:Mr. G is a 78 year old man with CAD s/p CABG, psoriasis, and HTN

who presented with 3 weeks of profuse, watery, non-bloody post-prandial

diarrhea after starting ranitidine. He was having 4-6 bowel movements daily

after either liquid or solid intake. He denied fevers, nausea, vomiting, environ-

mental exposures, sick contacts, or recent antibiotic use. He had an unremark-

able EGD for GERD and a normal screening colonoscopy 3 years ago.

Medications significant for ranitidine and leflunomide. No personal or family

history of celiac disease or IBD. Labs were significant for AKI and normal

TSH. Infectious stool studies (C. diff, stool culture, O&P, giardia, salmonella,

shigella, and campylobacter) and celiac disease testing were negative. EGD

showed esophagitis and multiple gastric and duodenal ulcers. Colonoscopy

showed normal colonic mucosa, biopsies were consistent with lymphocytic

colitis. He continued to have diarrhea on scheduled loperamide so was

transitioned to budesonide with improvement in symptoms. He was also

treated with PPI for non-bleeding gastric ulcers. He will have at least one

month of budesonide therapy with outpatient GI follow up and repeat EGD.

IMPACT: I have come to have a broader differential of chronic diarrhea and

have a higher suspicion for microscopic colitis. Previously, I tended to focus on

infectious causes of diarrhea when presented with a patient with acute to

subacute diarrhea despite that this is not common in resource rich settings.

DISCUSSION:Microscopic colitis has become a more commonly recognized

cause of chronic, watery, non-bloody diarrhea however the etiology is not

known. There are several drugs implicated in triggering microscopic colitis but

there is a lack of evidence demonstrating a causal relationship or defining the

pathophysiology. The most commonly accepted drugs that may precipitate

microscopic colitis are NSAIDs, PPIs, SSRIs, clozapine, and acarbose. As in

this patient, causality is more likely when there is a temporal relationship

between exposure and symptoms and resolution of symptoms after drug

withdrawal. Although not attempted in this case, another factor that

supports a causal relationship is relapse of symptoms and histopatho-

logic findings after re-challenge of suspected drug. Histamine-2

blockers have also been implicated as a cause of microscopic colitis

in case-control studies. Overall, it is difficult to assign causality to

these drugs given that use of several of these drugs is widespread and

common in the population most likely to be diagnosed with micro-

scopic colitis. However, associations between certain drugs and micro-

scopic colitis has been well described so discontinuing the offending

agent is reasonable. Improvement in symptoms should be evaluated in

10-14 days. If no improvement, lack of response to anti-diarrheals, or

the offending drug cannot be withdrawn, budesonide can be tried.

RAPIDLYPROGRESSIVEAORTIC STENOSIS IN SYSTEMICSCLE-

ROSIS BEGUM S. SEZER1; Jeffrey J. Hsu3; Olcay Aksoy2; william suh2.
1UCLA Medical Center, LOS ANGELES, CA; 2UCLA Medical Center, Los

angeles, CA; 3University of California, Los Angeles, San Francisco, CA.

(Control ID #2934865)

LEARNING OBJECTIVE #1: Recognize that patients with systemic sclero-

sis are prone to developing rapidly progressive aortic stenosis
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LEARNING OBJECTIVE #2: Identify patients with systemic sclerosis and

aortic stenosis at an earlier time point to ensure close follow up and appropriate

treatment

CASE:A 60-year-old female with diffuse systemic sclerosis (SSc), cryptogen-

ic cirrhosis s/p orthotopic liver transplant, pulmonary arterial hypertension,

chronic kidney disease, and heart failure with preserved ejection fraction

presented with worsening shortness of breath over several months. The patient

also endorsed to generalized edema but otherwise denied chest pain, palpita-

tions, syncope, fevers. She denied cigarette, alcohol or ilicit drug use. Her

medications included aspirin, metoprolol, furosemide, tacrolismus and

amlodipine. Vital signs on admission were temparature 36.8 C, blood pressure

149/72 mmHg, heart rate 59 bpm, respiratory rate 30, and an oxygen saturation

of 96% on room air. The physical exam was remarkable for diffuse skin

thickening, elevated jugular venous pressure at 15cm, II/VI systolic murmur,

bibasilar crackles and 3+ pitting edema. The laboratory work was significant

for B-type natriuretic peptide of 991 pg/ml, creatinine of 2.3 mg/dl (baseline

1.0-1.5 mg/dl). A chest X-ray revealed findings of fluid overload. An echo-

cardiogram showed aortic stenosis (AS) with aortic valve area (AVA) of

1.1cm2 and aortic jet velocity of 3.1m/s. The degree of aortic stenosis was

significantly worse compared to 2 years ago at which time AVA of 1.6cm2 and

aortic jet velocity of 2.3m/s. The patient's acute decompensated heart failure

was managed with aggressive diuresis with a continuous furosemide infusion.

IMPACT: Systemic sclerosis is an autoimmune disorder that can affect cardiac

valves but this is an underrecognized phenomenon, especially abnormalities of

the aortic valve. We report a case of a 60-year-old female with SSc who

developed rapidly progressive aortic stenosis. Recognition of this association

between SSc and aortic stenosis can lead to early detection of disease, close

monitoring and treatment of these patients, which ultimately can help prevent

complications and improve prognosis.

DISCUSSION: Systemic sclerosis patients with cardiac involvement have up

to 70% mortality at 5 years. Aortic stenosis is rarely associated with SSc. In a

study evaluating 76 patients with SSc with echocardiography, 12% of patients

demonstrated thickening of the aortic valve compared to 2% in the control

group. According to the 2014 AHA/ACC guidelines, once moderate AS is

present, average rate of AS progression is an increase in velocity of 0.3 m/s per

year and a decrease in AVA of 0.1cm2 per year. Our patient's AS progressed

much more rapidly than expected by ACC guidelines. Early identification of

AS in patients with SSc is extremely important, as management of patients

with severe AS is complex, given that these patients are often poor surgical

candidates for valve replacement because of their multiple medical comorbid-

ities.

RARE METASTASIS OF PRIMARY PANCREATIC ADENOCARCI-

NOMA TO THE BLADDER Anup Shah; Praneet Korrapati; Franklin

Kasmin; Jerome Siegel. Mount Sinai Beth Israel, New York, NY. (Control

ID #2944905)

LEARNING OBJECTIVE #1: Recognize pancreatic cancer can metastasize

to the bladder

LEARNING OBJECTIVE #2: Diagnosis of pancreatic cancer may be diffi-

cult despite adequate FNA sampling

CASE: A 66-year-old female with diabetes mellitus and basal cell carcinoma

presented with an elevated alkaline phosphatase of 999 U/L, AST of 95 U/L,

and ALT of 140 U/L found on outpatient laboratory testing 2 weeks prior to

presentation. The patient reported intermittent nausea, lower abdominal dis-

comfort, and unintentional weight loss for 2 months. Family history was

significant for colon, lung, and esophageal cancer without a personal history

of tobacco use. Initial laboratory tests in the hospital confirmed an abnormal

hepatic panel, with an alkaline phosphatase of 403U/L,ASTof 41U/L, ALTof

66 U/L, total bilirubin of 1.3, and direct bilirubin of 0.7 U/L. Abdominal CT

showed a poorly defined mass at the head of the pancreas with severe

intrahepatic biliary ductal dilation. In addition, the CT showed a 2 x 2 cm

mass in the dome of the bladder. Further testing revealed an elevated CA 19-9

of 48.5 U/mL (normal < 41.3 U/mL), a normal CEA level, and a normal

urinalysis, notably without hematuria. An endoscopic ultrasound (EUS) re-

vealed a poorly defined mass in the pancreatic body; fine needle aspiration

(FNA) of the pancreas with multiple passes identified glandular cells with

atypia. A transurethral resection of the bladder tumor (TURBT)was performed

and pathology of the bladder mass was interpreted as invasive adenocarcinoma

of pancreatic origin. The patient was started on a chemotherapy regiment

consisting of four agents, which was tolerated well.

IMPACT: This case illustrates the importance of considering pancreatic ma-

lignancy in the setting of a significantly elevated alkaline phosphatase and

being aware of sites of metastasis of pancreatic cancer, including rare locations

such as the bladder despite urinary symptoms.

DISCUSSION: Pancreatic cancer has an annual incidence of approximately

12.5 cases per 100,000 people. Metastasis from the pancreas to the bladder is

exceedingly rare, and this is only the third reported case since 1953. Pancreatic

cancer most commonly metastasizes to the liver, lungs, stomach, bone or

bowel. There have been two case reports of hematuria as the presenting

symptom but our patient did not have any urinary symptoms or microscopic

hematuria. Diagnosis of pancreatic cancer necessitates histological confirma-

tion. Even though the EUS with FNA is regarded as the best modality for

pancreatic tissue sampling, the FNA in this case revealed only atypical cells,

resulting in a diagnostic challenge. The diagnosis of metastatic pancreatic

cancer to the bladder was not established until the pathology of the bladder

tumor confirmed pancreatic adenocarcinoma. Our case highlights the impor-

tance of considering broader locations of metastases from pancreatic cancer,

and that it is imperative to distinguish the primary malignancy in a patient with

two distinct masses in separate organs, as it changes treatment options.

READING BETWEEN THE FASCIAL PLANES: THE TELLTALE

FEATURES OF A RARE DIAGNOSIS CAITLIN ANDERSON. Emory

University School of Medicine, Atlanta, GA. (Control ID #2939583)

LEARNING OBJECTIVE #1: Describe the risk factors for Fournier's

gangrene

LEARNING OBJECTIVE #2: Review the clinical presentation of necrotiz-

ing fasciitis, including the initial physical exam features

CASE: A 47 year-old male with no past medical history presents with three

days of rectal pain and nausea. He denied fever, vomiting, diarrhea, or abdom-

inal pain, dysuria, penile pain or discharge, or anorectal trauma. He had no

history of skin or soft tissue infection, diabetes or HIV. Social history was

unremarkable. Exam revealed normal vital signs, a BMI of 30 kg/m2, and mild

erythema surrounding the anus. Laboratory studies showed leukocytosis. HIV

was negative and A1C was normal. CT of the abdomen and pelvis, which did

not extend into the buttocks, was normal. The patient was discharged home

from the emergency department with pain medication. Five days later, the
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patient returned with fevers, chills, and worsening buttock pain. Examination

revealed an area of poorly demarcated erythema and induration surrounding

the anus and extending into the buttocks bilaterally. The area was extremely

tender, but lacked fluctuance, crepitance, or purulence. The patient was admit-

ted and treated initially with vancomycin for cellulitis. Within hours, he was

transferred to the ICU for fever, hypotension and tachycardia refractory to IV

fluids. Exam revealed extension of the erythema into the perineum and scro-

tum. CT demonstrated marked subcutaneous inflammation and emphysema in

the perineum, anal fossa and scrotum consistent with necrotizing fasciitis. He

underwent emergent irrigation and debridement with diverting colostomy.

Wound cultures grew Staphylococcus and Streptococcus. The patient was

discharged in stable condition after completing an extended course of

antibiotics.

IMPACT: This case serves as a reminder to maintain a high index of suspicion

for necrotizing fasciitis. Fournier's gangrene can be easily missed in the setting

of a reassuring initial evaluation. It should be considered in patients who

demonstrate pain out of proportion to exam, even if they lack the most

common risk factors.

DISCUSSION: Fournier's gangrene is necrotizing fasciitis of the external

genitalia or perineum. It most commonly occurs in older men, but it can afflict

patients of any age. Diabetes and HIV are the most common risk factors, but

patients with obesity, heart failure, smoking and alcoholism are also at in-

creased risk. Necrotizing fasciitis requires prompt diagnosis, as it is a life-

threatening condition with high morbidity and mortality. Unfortunately, rec-

ognizing Fournier's gangrene can be challenging. It begins as a subcutaneous

infection that spares the overlying skin as it spreads along the deeper fascial

planes. As such, it is poorly visualized on exam. Early findings include pain out

of proportion to exam and poorly demarcated erythema. Diagnosis is facilitated

by imaging, and CT is the preferred modality for evaluating necrotizing

fasciitis. Management hinges on early antibiotics and emergent surgical de-

bridement.

RECOGNIZING CEREBRAL TOXOPLASMOSIS IN AN AIDS PA-

TIENT WITH CT SCAN SUGGESTIVE OF HERPES SIMPLEX EN-

CEPHALITIS Terry Marryshow1; Christine Yang2; Christian Abrahim1;

Akeem R. Lewis1. 1SUNY Downstate Medical Center, Brooklyn, NY; 2Mas-

sachusetts General Hospital, Cambridge, MA. (Control ID #2940129)

LEARNING OBJECTIVE #1: Distinguish cerebral toxoplasmosis from

other CNS lesions.

LEARNING OBJECTIVE #2: Recognize the limitations of head CT in

diagnosing CNS lesions in the AIDS patient population.

CASE: A 57-year-old man with AIDS, non-compliant with anti-

retroviral therapy (ART), presented with a two-week history of head-

aches with worsening nausea and vomiting. Physical examination

showed no focal neurological deficits and was negative for fever and

nuchal rigidity. In the emergency room, he had a generalized tonic-

clonic seizure which resolved with intravenous midazolam. Head CT

showed diffuse hypoattenuation involving the right temporal lobe,

including the anterior pole and mesial temporal lobe, suspicious for

Herpes simplex (HSV) encephalitis. Empiric treatment was started with

intravenous acyclovir, ampicillin, ceftriaxone, and vancomycin. CSF

analysis showed elevated protein, but normal leukocytes and glucose.

Antibiotics were discontinued, and the patient was continued on

acyclovir. Given his long-standing history of non-compliance with

ART and prophylactic medications, it was deemed imperative to fur-

ther rule out mass lesions. Brain MRI revealed a ring-enhancing lesion

in the right temporal lobe with surrounding vasogenic edema. CSF

serologies showed negative HSV and Cryptococcus antibodies, but

were positive for Toxoplasma. Thallium SPECT displayed no increased

activity, ruling out CNS lymphoma. The patient was started on intra-

venous trimethoprim-sulfamethoxazole (TMP-SMX), as he was unable

to tolerate oral intake. On this regimen, he clinically improved and

was transitioned to oral sulfadiazine and pyrimethamine.

IMPACT: Initial head CT showed findings suggestive of HSV encephalitis

with no ring-enhancing lesions. However, in patients with AIDS presenting

with neurologic complaints, CT may not be a sufficiently sensitive modality to

rule out space-occupying lesions. The diagnosis of cerebral toxoplasmosis may

have been missed without additional imaging. This demonstrates the impor-

tance of maintaining broad differentials and performing more sensitive imag-

ing, such as MRI, to rule out space-occupying lesions.

DISCUSSION: Toxoplasmosis is the most common cause of CNS

mass lesions in patients with AIDS. Head CT misses the diagnosis

in a substantial number of cases, and thus a complete workup should

always include MRI, which is the most sensitive imaging for detecting

ring-enhancing lesions. It is necessary to distinguish toxoplasmosis

from other ring-enhancing lesions such as brain abscesses and CNS

lymphoma to tailor management. Notably, nuclear SPECT shows min-

imal or no thallium uptake in toxoplasmosis, but shows increased

activity in lymphoma and abscesses. Preferred treatment includes oral

sulfadiazine, pyrimethamine and leucovorin. However, in patients un-

able to tolerate oral intake, such as this one, intravenous TMP-SMX

can be used. Clinical improvement should be expected within 14 days

and a minimum treatment of 6 weeks is recommended.

RECOGNIZING CLOZAPINE-ASSOCIATED MYOCARDITIS David

W. Rhee; Jillian Diuguid-Gerber; Andrea Kondracke. New York University,

New York, NY. (Control ID #2945343)

LEARNING OBJECTIVE #1: Recognize Clinical Features of Clozapine-

Associated Myocarditis

LEARNING OBJECTIVE #2: Develop Monitoring Guidelines for

Clozapine-Associated Myocarditis

CASE: A 25-yo M with schizophrenia admitted for psychosis. After failing

other antipsychotics, he began clozapine. On Day 16 of clozapine, became

febrile and tachycardic. Workup revealed troponinemia of 0.23 ng/mL, eosin-

ophilia of 810/uL, and transthoracic echo (TTE) with moderate pericardial

effusion.. Clozapine was stopped, and symptoms and lab values normalized in

one week. Follow-up TTE in two months showed resolution of pericardial

effusion. B 34-yo M with bipolar disorder admitted for psychosis. On Day 13

of clozapine, became febrile and tachycardic. Workup revealed troponinemia

of 5.94 ng/mL,eosinophilia of 1400/uL, EKG with STelevations (STE) in V1-

V4, and TTE with ejection fraction (EF) 50%, inferior wall hypokinesis, and

small pericardial effusion. Clozapinewas discontinued. Follow-up EKG in five

days had normalized ST changes. C 28-yo M with schizophrenia admitted for

psychosis. On Day 14 of clozapine, became febrile and tachycardic. Workup

revealed troponinemia of 0.034 ng/m, eosinophilia of 840/uL, EKG with new

Brugada Type I and STE in V1-V2, and TTE with inferior and septal wall
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hypokinesis and EF 45-50%.Clozapine was discontinued. Follow-up TTE after

five months showed improvement of wall motion and EF. D 29-yoM admitted

for psychosis. On Day 18 of clozapine, became febrile and tachycardic.

Workup revealed troponinemia of 1.46 ng/mL, CRP 99.7 mg/L, and normal

EKG and TTE. Clozapine was discontinued. Labs and symptoms normalized

in days.

IMPACT: Clozapine is an effective antipsychotic reserved for treatment-

resistant schizophrenia due to adverse reactions, with five FDA black box

warnings including agranulocytosis and myocarditis. Strict monitoring guide-

lines are enforced for clozapine-associated agranulocytosis, but none exist for

myocarditis. This series offers opportunity to develop monitoring guidelines

for clozapine-associated myocarditis (CAM).

DISCUSSION: Clozapine is reserved for treatment-resistant schizophrenia

due to its adverse reactions. 1% of patients initiated on clozapine may expe-

rience myocarditis or cardiomyopathy, with mortality rates of 25-50%. In this

series, four men with psychosis initiated on clozapine developed fevers after

13-18 days. All workups were negative for infection and showed

troponinemia, elevated acute phase reactants, and eosinophilia, with

variable EKG and TTE findings. Clozapine was discontinued in all

cases within 24 hours of fever. Patients normalized within days, with

no life-threatening cardiomyopathy. Presumed diagnosis in each was

CAM, but no endomyocardial biopsy (EMB) or cardiac MRI was

performed. Studies note onset of 2-3 weeks for CAM and eosinophil

infiltrates with myocytolysis on EMB, suggesting acute IgE-mediated

hypersensitivity reaction. There are few guidelines for monitoring for

CAM or for reinitiating clozapine after it occurs. Protocols are in

development at our institution.

RECOGNIZING MYXEDEMA COMA IN A UNIQUE SITUATION

Elizabeth Tran; Kevin McGinn; Stephanie S. Harry; Audrey Corbett. Univer-

sity of Oklahoma-Tulsa, Tulsa, OK. (Control ID #2946725)

LEARNING OBJECTIVE #1: Recognize clinical features of myxedema

coma.

LEARNINGOBJECTIVE #2: Learn absorption issues of oral levothyroxine

with enteral nutrition.

CASE:We describe the case of a 68-year-old female with ventilator-dependent

chronic respiratory failure, hypothyroidism, colostomy, and dysphagia with

PEG tube who initially presentedwith small bowel obstruction. Admitting vital

signs stable. Physical exam revealed soft abdomen with decreased bowel

sounds, coarse hair, and dry, doughy skin with diffuse edema. Initial labs were

unremarkable except an elevated WBC with a left shift. Presumed cause of

obstruction was prior abdominal surgeries which resolved with conservative

management. Tube feeds and medications were resumed. However, she no-

ticeably became more apathetic, followed by fluctuating confusion and agita-

tion, then increasingly somnolent. Nursing staff noted temperature 35.1°C and

pulse 40 per minute. Ostomy output again ceased despite tube feeds. With

uncertain cause for decompensation and concerns for myxedema coma, TSH

was checked and found to be 44. Measured T4 and T3 levels were low at 5.4

and 0.4, respectively. Intravenous T4 and T3 were immediately started. Hy-

drocortisone was ordered then discontinued after cortisol level returned normal

and blood pressure remained stable. After review, levothyroxine was given via

PEG tube with continuous tube feeds likely inhibiting its absorption. She

clinically improved with intravenous treatment. She was switched to

intermittent bolus feeds, holding feeds two hours before and after receiving

levothyroxine. She remained stable for the hospital duration.

IMPACT: In this patient, myxedema coma presented with a bowel obstruction

progressing to a form of "myxedema madness." This later manifested with

hypothermia, bradycardia, and somnolence. It is essential to assess the admin-

istration of oral levothyroxine in patients with hypothyroidism especially those

concurrently with tube feeds.

DISCUSSION: Myxedema coma is an uncommon but lethal complication of

hypothyroidism. Early recognition and treatment are vital given high in-

hospital mortality. It must be considered when altered mentation is coupled

with other severe hypothyroid signs including hypothermia, bradycardia,

constipation, etc. A thorough history and physical is paramount as patients

can acutely decompensate into "myxedema madness" characterized by

obtundation and psychosis. While it is a clinical diagnosis, several lab tests

are used for confirmation including TSH, free thyroxine, and cortisol to rule

out adrenal insufficiency. However, treatment should not be delayed if

suspected with the mainstay being intravenous thyroid replacement. Patients

with enteral tube feeds are at an increased risk of clinical hypothyroidism and

progression to myxedema coma. Frequent evaluation of TSH every 1-2 weeks

of when starting enteral feeds is necessary. If clinical symptoms occur or TSH

is abnormal, tube feeds should be held or bolus scheduled to allow maximum

absorption of levothyroxine.

RECURRENT ASYSTOLE DUE TO SEVERE NEURALLY-

MEDIATED SYNCOPE Christopher Lee; Pejman Zargar; Kevin Bechler.

University of Southern California, La Crescenta, CA. (Control ID #2914113)

LEARNING OBJECTIVE #1: Recognize a rare complication of a common

cause of syncope

CASE: A 65-year-old female with history of insulin-dependent diabetes

mellitus type 2 and hypertension presented with 3 episodes of syncope. One

day prior to admission, she had nausea and several episodes of non-bilious,

non-bloody vomiting that preceded her syncopal episodes. The patient pre-

sented with head trauma after a ground level fall as a result of her last episode

of syncope. She denied any recent infectious symptoms, chest pain, palpita-

tions, headache, vision changes, abdominal pain, or diarrhea. Her past medical

history included a similar episode of syncope 3 years prior without a definitive

diagnosis at the time. She had no past surgeries and denied any smoking,

alcohol use, or recreational drug use. Physical exam was normal with the

exception of slight tenderness on the posterior occiput. Electrocardiogram

showed sinus tachycardia without signs of ischemia or atrioventricular block.

A CT scan of her head was notable for a subarachnoid hemorrhage within the

right sylvian fissure that was deemed stable on repeat scan on hospital day 2

and was treated with a 7-day course of Levetiracetam for seizure prophylaxis.

On hospital day 3, the patient had multiple episodes of vomiting followed by

sinus arrest with asystole on telemetry, the longest episode lasting 15 seconds.

Her blood pressure remained stable during these episodes with only a com-

plaint of lightheadedness with each occurrence. A complete blood count,

complete metabolic panel, and thyroid stimulating hormone level at the time

were all normal. Transthoracic echocardiogram was also normal. Cardiology

was consulted and thought that these syncopal episodes were likely due to

severe neurally-mediated syncope (NMS). Following a discussion with cardi-

ology, the patient was offered permanent pacemaker placement due to the

length and sequelae of her asystolic periods. After a discussion of the risks and
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benefits, the patient refused pacemaker placement and was discharged in stable

condition.

IMPACT: NMS is a common cause of syncope that is routinely diagnosed by

internists. This case demonstrates the importance of recognizing potential

complications of NMS and a particular intervention that can be undertaken

to reduce syncopal episodes within this specific population.

DISCUSSION: NMS, otherwise widely known as vasovagal syncope, is a

common form of syncope that is due to an over-responsive autonomic nervous

system. NMS normally results in hypotension, bradycardia, and loss of con-

sciousness. However, asystole due to NMS is a rare complication of this

disease that is not frequently or easily diagnosed. Within this specific patient

population, dual-chamber pacemaker placement is effective in reducing epi-

sodes of recurrent syncope and has been shown to have a relative risk reduction

of syncopal episodes of 57% over 2 years.

RECURRENT FEVERS AS THE PRESENTING SYMPTOM IN A

RARE BUT CLASSIC CASE OF PRIMARY ADRENAL INSUFFI-

CIENCY Eric Pagan; Abhishek Sarkar; Sahil Parikh; Jeffrey Juneau. Rutgers

Robert Wood Johnson Medical School, Somerset, NJ. (Control ID #2940821)

LEARNING OBJECTIVE #1: Recognize the classic exam findings of

primary adrenal insufficiency.

CASE: A 54-year old man with past medical history of type II diabetes,

hypertension, history of hepatitis C status-post treatment, presenting with

periodic fevers and lethargy for 4 months. Fevers occurred for one week and

were cyclical in nature, ranging from 101-102F at night and resolving by

morning. He reported a new pruritic rash that started in his groin area which

spread to his armpits, non-specific arthralgias in bilateral hips and knees,

decreased oral intake, 13 pound weight loss and night sweats. No recent travel

history or significant family or social history. On admission, patient was febrile

to 102.3F with blood pressure of 95/55mmHg. He was frail and noted to have

hyperpigmented maculopapular on bilateral groin, axilla, and lumbar area.

Remaining exam was within normal limits. On laboratory values, patient had

an elevated sedimentation rate to 60mm/hr, C-reactive protein concentration of

2.56mg/dL, and a serum sodium of 123 mEq/L. Thyroid stimulating hormone,

T3 and T4 were normal. CT chest/abdomen/pelvis was pursued to rule out

infectious etiologies, which was remarkable for low-density bilateral adrenal

masses, 4.5x3.5cm on the left 4.5x2.5cm on the right, without signs of

hemorrhage or calcification. AM cortisol was low, and pre/post cosyntropin

stimulation cortisol levels were 4 and 5 nM/L, respectively. Adrenocorticotro-

pic hormone was elevated to 320 pg/mL and the diagnosis of primary adrenal

insufficiency (PAI) was made. Patient was started on hydrocortisone and

discharged home after resolution of fevers and electrolyte abnormalities.

IMPACT: This is a classic presentation for a rare case of PAI. Initial clinical

suspicion was not high for PAI until abdominal imaging results were available.

It will highlight the need for clinicians to have high degree of suspicion when

non-specific symptoms overlap with other disease processes, as delayed diag-

nosis and treatment for PAI is associated with high morbidity and mortality.

DISCUSSION: PAI is a rare disease that usually presents with weight loss,

lethargy, night sweats, hyperpigmented rash, fevers, low blood pressure,

hyperkalemia, and hyponatremia. Diagnosis is confirmed after failure of adre-

nal response to Cosyntropin stimulation in setting of elevated ACTH levels.

Because the symptoms are non-specific, other diagnoses are often pursued,

such as sepsis in this case, which delays diagnosis and treatment. The most

common etiology is autoimmune adrenalitis, followed by tuberculosis, fungal

infections, congenital adrenal hyperplasia, and metastases. Unique to this case

are the findings of bilateral adrenal masses on imaging. Typical imaging

findings are enlarged adrenal glands with or without hemorrhage or calcifica-

tion, depending on etiology. In this case, an extensive infectious and congenital

etiology workup was negative. Unfortunately, initial adrenal biopsy did not

yield results and patient has been unable tolerate additional biopsies.

RECURRENT PURPLE URINE BAG SYNDROME PRESENTING

WITH SEPSISMark Terence P. Mujer1; OmDawani1; Richa Tikaria1; Brook

Danboise2; Sophia Garfinkel2. 1Michigan State University, Lansing, MI;
2Michigan State University, East Lansing, MI. (Control ID #2937387)

LEARNING OBJECTIVE #1: Recognize Purple Urine Bag Syndrome

(PUBS) to avoid unnecessary work up and to treat appropriately

CASE:An 83/Mwith DM2 and CKD III developed purple discoloration in his

urostomy bag and draining tube while admitted for chills and hypothermia. On

admission, the patient was hypotensive and tachycardic. A urostomy, placed

seven years earlier for bladder carcinoma, was seen on the abdomen with the

bag containing dark red urine and white sediments. The rest of the physical

examination was unremarkable. WBC count was 12.8x10*3/uL. UA showed

leukocyte esterase, WBC 21-30/hpf, pH 7.0 and few bacteria. ESR was 62

mm/h and Crea 1.75 mg/dL. He was placed on Cefepime and Vancomycin. On

the 3rd day of admission, the patient's urostomy bag and drainage catheter

turned a deep purple shade. Further history revealed that patient had recurrent

episodes of discoloration in his urine bag the past year. There were no recent

dietary or medication changes that can cause urinary discoloration. Plasma

tryptophan levels were within normal limits. No significant pathogens were

isolated from urine cultures likely as a result of ongoing antibiotic treatment

during the time of collection. Antibiotics were continued with gradual resolu-

tion of the discoloration over the proceeding days. The patient was discharged

on IV antibiotics with close follow up.

IMPACT: Majority of PUBS cases reported have benign courses, and some

did not warrant any antibiotics. Our patient presented with recurrent episodes

of urine discoloration before being admitted with a full-blown septic picture.

This case highlights the importance in these patients of further work up,

consideration for antibiotic treatment and review of urologic devices for

replacement.

DISCUSSION: Purple Urine Bag Syndrome is a rare phenomenon wherein a

change in color of the urine is seen secondary to recurrent UTI. Bacterial

colonization results in deamination of tryptophan and subsequent biochemical

reactions leading to the formation of indigo (blue) and indirubin (red) com-

pounds whose mixture gives the urine a purple appearance. Risk factors

include increased tryptophan intake, urine alkalinity, kidney disease, chronic

catheterization, chronic constipation and female gender. Patients are usually

asymptomatic, and purple discoloration of the urine bag may be the only

finding. Organisms isolated from cultures reported in cases include Proteus

mirabilis , Pseudomonas auruginosa, Providencia stuartti, Klebsiella

pneumoniae, Escheria coli and Enterococcus faecalis and avium. Most have

a benign course, but appropriate work up and close monitoring are warranted

as some patients may present with more severe states. There is no defined

treatment guideline and approach should be individualized. Treatment options

include antibiotics aimed at eradicating causative pathogen, urologic device

replacement and education on urologic hygiene and catheter care.
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RECURRENTRENAL FAILUREDUETOLEVAMISOLE ADULTER-

ATED COCAINE Shelina Malla1; Tushar Pawar3; Priyadarshani Sharma1;

Brian Chwiecko1; Pragya Shrestha2. 1Reading hospital, Tower Health,

Wyomissing, PA; 2Reading hospital- Tower Health System, Wyomissing,

PA; 3University of Texas, Houston, TX. (Control ID #2938464)

LEARNING OBJECTIVE #1: Recognizing Levamisole induced glomeru-

lonephritis and vasculitis in cocaine users.

CASE: 53 year-old female presented with left flank pain, hematuria and

maculopapular, non-blanching, erythematous rash across her chest and neck.

Significant laboratory studies included urine RBC>720/hpf (0-5/hpf) without

casts, urine protein 100mg/dl, creatinine 3.8mg/dl (0.6-1.30mg/dl) whichwas

a threefold rise from her baseline and drug screen positive for cocaine. With

progressively rising creatinine associated with hematuria, glomerulonephritis

was suspected. Further evaluation was significant for positive p-ANCA,

myeloperoxidase was 8 AI (<1 AI) and anti-proteinase-3 was 1.5 AI (<1 AI).

A decision was made for renal biopsy which showed necrotizing glomerulo-

nephritis and pauci-immune focal interstitial fibrosis without crescent forma-

tion supporting the diagnosis of Levamisole-induced vasculitis. She was

managed with prednisone 1 mg/kg and creatinine returned to normal within

6 weeks. Unfortunately the patient had recurrence of AKI, bilateral lower

extremity rash and colitis in conjunction with cocaine use six months later,

which also responded to steroids. She has had recurrent renal failure and rash

with urine drug screen positive for cocaine. She has responded to steroids with

improvement in renal function. The patient continues to refuse rehab.

IMPACT: I maintain a suspicion of Levamisole induced glomerulonephritis in

patients with history of cocaine use presenting with vasculitic rash and acute

kidney injury.

DISCUSSION: Levamisole is an anthelminthic used in veterinary medi-

cine. It shares physical similarities to cocaine and is therefore increasingly

used as an adulterant in cocaine. As per Drug Enforcement Agency,

nearly 70% of cocaine supplied to US was contaminated by Levamisole

during 2009. Levamisole has a short half-life of 5.6 hours and is difficult

to detect, except for sensitive techniques such as tandem mass spectros-

copy which are unavailable in most centers. Levamisole induced vasculitis

and glomerulonephritis is immune mediated. It is typically associated with

MPO-ANCA or PR3-ANCA antibodies. Biopsy of skin lesions often

demonstrates thrombotic vasculitis or leukocytoclastic vasculitis. Previous-

ly, few cases of Levamisole induced glomerulonephritis were noted in the

literature, but recently increasing trend of levamisole induced glomerulo-

nephritis are being reported. Known renal biopsy features includes pauci-

immune necrotizing and crescentic glomerulonephritis. Levamisole induced

vasculitis has spontaneous resolution without treatment when it is with-

drawn. In patients with severe renal involvement, immunosuppression with

steroid has been found beneficial along with plasmapheresis with rapid

stabilization and/or improvement.

RECURRENT SYNCOPEANDCOMPLETEHEARTBLOCK IN SUB-

SEGMENTAL PULMONARY EMBOLISM Suman Pal; George P. Jolly;

Srikanth Yandrapalli. Westchester Medical Center, Valhalla, NY. (Control ID

#2945688)

LEARNING OBJECTIVE #1: Recognize complete heart block (CHB) as a

complication of Pulmonary Embolism (PE).

CASE: A 52 year old female with history of depression was referred to our

hospital with fever, shortness of breath and chest pain for two days. She had

severe, sharp, right-sided chest pain radiating to right shoulder, aggravated by

deep breaths or coughing. She also had a history of frequent air travel and had

recently returned from a trip. Upon presentation, she was noted to be

tachypneic with elevated d-dimer and negative troponins on blood test. An

EKG showed sinus rhythmwith RBBB, unchanged from prior EKGs. She was

hemodynamically stable and a Transthoracic Echo (TTE) was negative for

right ventricular (RV) strain. CT angiogram showed a right sub-segmental PE.

She was started on heparin for anticoagulation. Her hospital course was

complicated by three episodes of syncope which occurred during episodes of

severe pain with nausea and vomiting. Telemetry strips during each episode

showed sinus bradycardia followed by CHB lasting 7seconds, 30 seconds and

17 seconds respectively with spontaneous recovery to sinus rhythm. She

underwent temporary transvenous pacemaker placement. With subsequent

adequate analgesia, patient did not have further recurrence of CHB. Coronary

angiogram failed to show an ischemic etiology for CHB. Due to concern for

possible recurrence of similar arrhythmias, decision was made to implant a

permanent pacemaker after discussion with the patient. She was discharged

home on rivaroxaban for anticoagulation with cardiology follow up.

IMPACT: This case shows CHB as a complication of PE and highlights the

role of cardiac monitoring in the acute setting even in hemodynamically stable

sub-segmental PE.

DISCUSSION: CHB in the setting of PE is rare with only few cases reported

in literature1,2. In previously reported cases, a pre-existing LBBB with a new

RBBB in the setting ofmassive PE causing RV strain was postulated as a cause

of CHB1,2. However, our patient did not have LBBB on prior EKGs. More-

over, she had a sub-segmental PE with neither hemodymanic instability nor

features of RV strain on TTE. In our patient, CHB occurred during episodes of pain

with nausea and vomiting, with sinus bradycardia preceding the CHB, suggesting

increased vagal tone as the mechanism of CHB. Given the transient nature of vagal

stimulation mediated CHB, the need for permanent pacemaker for recurrence of

CHB represented a clinical dilemma in this patient. In the absence of prospective

data, the decision was individualized for the patient and clinical situation. Refer-

ences - 1.Mukerji, R., Stahlheber, C. and Weachter, R. (2010). Complete Heart

Block as a Presentation for Acute Pulmonary Embolism. Chest, 138(4), p.5A.

2.Martí, J., Casanovas, N., Recasens, L., Comín, J., García, A. and Bruguera, J.

(2005). Complete Atrioventricular Block Secondary to Pulmonary Embolism.

Revista Española de Cardiología (English Edition), 58(2), pp.230-232.

REFRACTORY NEUROSARCOIDOSIS Nicole Ng. Columbia University

Medical Center, New York, NY. (Control ID #2936871)

LEARNING OBJECTIVE #1: Recognize the therapeutic considerations in

the treatment of neurosarcoidosis

LEARNING OBJECTIVE #2: Manage steroid refractory neurosarcoidosis

CASE: A 41 year-old Ghanian woman with diabetes and brainstem and

leptomeningeal granulomatous disease presented with weakness and new

shortness of breath. Regarding her neurologic history, she first presented with

low back pain one year ago and was found on MRI to have multiple

leptomeningeal lesions in her brainstem and spinal cord. Lumbar puncture

showed lymphocytic pleocytosis, high protein, and low glucose. She was

treated with steroids. Over the next two months, she continued to decline and

subsequently underwent biopsy of a spinal lesion revealing non-caseating
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granulomas; routine tests, including AFB smear and culture, were negative.

She was treated with high dose prednisone for neurosarcoidosis, and rifampin,

isoniazid, pyrazinamide, and levofloxacin for culture-negative tuberculosis.

She initially had improvement in symptoms, but again declined with repeat

MRI showing worsening disease burden. Prednisone was tapered and she

thought to have multi-drug resistant tuberculosis, treated with the addition of

amikacin, ethionamide, and ethambutol. She again had clinical decline with

profound bilateral lower extremity weakness to the point of being bedbound,

followed by shortness of breath, prompting current admission. Physical exam

showed decreased strength and hyporeflexia in bilateral lower extremities.

CTA showed subsegmental pulmonary embolism. After review of her medical

history, she presumed to have steroid-refractory neurosarcoidosis, treated with

pulse-dose steroids and mycophenolate mofetil.

IMPACT: This case highlights the importance of reassessing diagnoses after

inadequate treatment response. In this case, neurosarcoidosis was quickly ruled

out given a lack of response to steroids. She was then presumed to have

culture-negative tuberculosis with medications continually escalated given

her progression of disease. Her original diagnosis was finally reconsidered as

a separate entity of steroid-resistant neurosarcoidosis.

DISCUSSION: Sarcoidosis is a multi-systemic inflammatory disease of unknown

etiology characterized pathologically by the infiltration of non-caseating epithelioid

granulomas. It is aptly named a protean disease, as it can affect nearly any organ

mimicking a number of infectious and noninfectious disorders. Involvement of the

CNS is exceedingly rare and resistant cases are typically found only in case reports.

The initial differential diagnosis can be remarkably wide, but the most difficult

distinction to be made is whether a patient has sarcoidosis or tuberculosis. This

distinction is evenmore crucial in cases of resistant neurosarcoidosis, as second line

treatment ismost commonlyTNF-inhibitors, which are known to cause reactivation

of tuberculosis. As such, patients must be definitively ruled out or treated for

tuberculosis, or less commonly used immunomodulators.

REFRACTORYTHROMBOTIC THROMBOCYTOPENIC PURPURA

IN A SETTING OF ACTIVE HEPATITIS C INFECTION Muhammad

Habib1; Danyi Zheng2; Praveen Tumula4; Nethuja Salagundla3; Manish Patel1.
1Texas Tech University Health Science Center, Amarillo, TX; 2UT Houston,

Houston, TX; 3Texas Tech UNV HSC Amarillo, AMARILLO, TX; 4Texas

Oncology, Amarillo, TX. (Control ID #2940247)

LEARNING OBJECTIVE #1: Recognize clinical features of Thrombotic

Thrombocytopenic Purpura (TTP), and treatment options for refractory TTP.

LEARNING OBJECTIVE #2: Recognize the association between Hepatitis

C virus (HCV) and refractory TTP

CASE: A 59 year old male with history of hypertension, COPD presented with

altered mental status, unsteady gait, and blurry vision. CT brain was suggestive

of acute infarcts involving multiple territories suggestive of embolic shower.

EKG showed ischemic changes of anterolateral leads. Labs showed hemoglobin

9.8; Platelets 7,000; Troponin I 4.12; LDH 1447; total bilirubin 2.2; Hepatitis C

RNA26,000,000 copies, Genotype 2b. Peripheral blood smearwas suggestive of

microangiopathic hemolysis with schistocytes. ADMADTS13 activity came

back later as < 10%; Hematology was consulted and he was initiated on high

dose steroid and plasma exchange (PEX). He had transient response but later

failed therapy despite ongoing PEX. Rituximab was added and his platelet count

improved with normalization of LDH. Platelet count returned to normal and his

repeat ADMADTS13 activity was 81% prior to discharge.

IMPACT: Our patient was found to have refractory TTP and HCV with high

viral load. He was initially refractory to PEX and steroids but responded well

after adding rituximab. Our case reports early successful use of Rituximab with

PEX and steroids in treating refractory TTP associated with active HCV.

DISCUSSION: TTP is a rare but life threatening disorder with a compendium

of clinical manifestations including thrombocytopenia, microangiopathic he-

molytic anemia, fever, neurological signs and renal dysfunction. The patho-

genesis is thought to be caused by ADMATS13 deficiency leading to accu-

mulation of large vonWillebrand factor multimers. Standard first line treatment

has been plasma exchange with high dose steroids. Refractory TTP is com-

monly defined as failure of platelet response after 7- 14 days of standard

treatment or deterioration of clinic symptoms. The role of additional up-front

Rituximab in acquired TTP is evolving, as evidence continues to accumulate

suggesting that rituximab may reduce the risk of relapse and refractory disease

andmay hasten initial response. The latest evidence comes from a retrospective

study from the United Kingdom TTP Registry, which found low rates of

relapse in patients treated with rituximab as part of initial therapy, although

patients were only observed for a median of 15 months. TTP is known to be

associated with viral infections; though, most reports show TTP is linked to

HCVanti-viral therapy. Our case reports the association of refractory TTP with

untreated HCV. Our patient achieved remission after 4 doses of weekly

Rituximab in addition to PEX and steroid. Hence, we recommend considering

Rituximab in treating patients with refractory TTP and active HCV.

RELAPSING FEVERS LEADING TO NEUROLOGIC COLLAPSE: A

CASE OFWEST NILE ENCEPHALITIS Benjamin Ware; Robert Ulrich;

Paawan Punjabi. NYU, New York, NY. (Control ID #2945508)

LEARNING OBJECTIVE #1:WNV should be on the differential diagnosis

for any unexplained summertime fever

LEARNING OBJECTIVE #2: Neuroinvasive WNV can cause CSF with

neutrophilic predominance

CASE: A 73 year-old man from northern New Jersey with well-controlled

diabetes presented in August 2017 with 2 weeks of relapsing nightly fevers,

drenching sweats, frontal headaches, and malaise. Exam revealed temperature

101°F, no neurologic deficits, and no rashes. Initial labs showed leukopenia

(WBC 3.1). Chest x-ray, blood cultures, and respiratory pathogen PCR panel

were negative. Vancomycin, piperacillin-tazobactam, and azithromycin were

started on admission but nightly fevers continued. After infectious disease

consultation on hospital day (HD) 2, these were discontinued and doxycycline

was initiated for suspected tick-borne infection. Blood smear was negative for

babesiosis and PCR for anaplasmosis and ehrlichiosis were sent. Symptoms

initially improved, but late on HD 3, high fever (103.1°) and headache

recurred. Vancomycin, cefepime, and ampicillin were started for presumed

meningitis. Leukopenia evolved to leukocytosis (WBC 12.1) with a lympho-

penic differential (5%). Lumbar puncture revealed neutrophilic pleocytosis

(1213 WBC, 83% PMN), elevated protein, and normal glucose. CSF PCR

for common meningitis pathogens (7 viral, 6 bacterial, and 1 yeast) was

negative. Despite broad spectrum antibiotics, by HD 6, the patient remained

febrile and had become progressively somnolent. Right sided weakness devel-

oped. Brain CT and MRI did not show neurovascular changes. By HD 7, he

was unresponsive to commands and required intubation. Ultimately, plasma

WNV IgM and RNA PCR returned elevated on HD 9, and CSF viral RNA

PCR on HD 13. Subsequent course was complicated by seizures. Supportive
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care was continued and intravenous immunoglobulin (IVIG) was trialed for 5

days without improvement. After a 45 day hospital course, patient was unable

to achieve meaningful cognitive recovery and was discharged to a long-term

acute care facility.

IMPACT:Viral encephalitis can be difficult to diagnose because symptoms are

often non-specific and laboratory tests can take several days to weeks to result.

West Nile Virus (WNV) is a mosquito-borne infection that arrived in NewYork

in 1999 and can now be seen during the summer and fall in all 48 contiguous

states and Canada. Most infections are asymptomatic, but 1 in 4 develop fever

and 1 in 150 develop neuroinvasive disease.

DISCUSSION:Relapsing fevers, headache, and cytopenias can be caused by a

variety of infections. In the northeastern United States, tick-borne infections

are classic examples. However, WNV should be on the differential diagnosis

for any unexplained summertime fever. This case evolved into neuroinvasive

disease. While neutrophilic CSF initially rose concern for bacterial causes,

early neuroinvasive WNV can cause neutrophilic predominance. The relative

peripheral lymphopenia is also suggestive of WNV in the literature. This case

illustrated focal neurologic deficits in WNV.

REMEMBER DERMATOMES? THE PHYSICAL EXAM IN AN ERA

OF ADVANCED IMAGING AND TESTING Ricardo A. Nieves1; Kylie

Muraski1; Melissa McNeil2. 1University of Pittsburgh, Pittsburgh, PA; 2Uni-

versity of Pittsburgh Medical Center, Pittsburgh, PA. (Control ID #2946442)

LEARNING OBJECTIVE #1: Recognize the physical exam features of a

lumbosacral plexus compression

LEARNINGOBJECTIVE #2:Actively recognize framing bias during a long

hospitalization

CASE: 60-year-old male with a history of CAD status post CABG and

mechanical aortic valve replacement on coumadin presents with left lower

extremity pain, found to have a subtherapeutic INR, and an acute left femoral

arterial occlusion. He was taken for left femoral artery thrombectomy and four

compartment fasciotomies. A left psoas hematoma was noted on CT imaging.

Given no evidence of active bleeding on an arteriogram, no intervention was

taken. Patient remained hemodynamically stable and was transferred to Med-

icine for further care and heparin bridging. Three days later, patient noted

discomfort in left flank and groin with physical therapy. Hemodynamics,

hemoglobin, physical exam and renal function remained unchanged and repeat

interval scans demonstrated no changes in the size of the known hematoma.

Thus, anticoagulation was continued. Ten days later, patient noted numbness

along the medial aspect of his left leg as well as urinary retention of up to

600 cc of urine. He then acutely developed a new left foot drop and weakened

knee extension and flexion. There was decreased sensation in the medical

aspect of the thigh. Due to the neuropathic deficits and the bladder outlet

problems a spinal cord lesion was suspected and the patient was sent for an

MRIwhich was normal. Amore careful physical examination revealed that the

deficits were consistent with a femoral neuropathy and a repeat imaging

showed progression of the hematoma. Patient was taken to the OR for

evacuation.

IMPACT: While uncommon, several reports associate the presence of a

femoral nerve neuropathy secondary to compression from retroperitoneal

hematoma. This case highlights the importance of properly and consistently

applying a neurologic exam on a patient to localize the presence of a compres-

sion, and critical evaluation of reports from ancillary staff.

DISCUSSION: The presence of a femoral neuropathy should be suspected

when the symptoms such as weakness of hip flexion and knee extension,

hypesthesia in the anteromedial thigh and medial side of lower leg, and pain

in the inguinal area are present. Common etiologies include pelvic masses,

retroperitoneal bleeding, prolonged lithotomy positioning, trauma, and infec-

tion. This patient's sensory and upper leg motor deficits are clearly localizable

to a femoral nerve process. The presence of a new foot drop with the above

complaints should direct an examiner to localize the process within the lumbar

plexus as other common etiologies of a foot drop, namely L5 root compression

and peroneal nerve trauma would not account for the sensory deficits noted.

Lastly, unconfirmed reports of urinary retention presented a framing bias and

resulted in delayed recognition of a compression neuropathy. While imaging

confirmed the etiology, a thorough physical exam and clear communication

between staff could have expedited the process.

RESTLESS FOR ANSWERS Kylie E. Adamek. University of Colorado,

Aurora, CO. (Control ID #2945965)

LEARNING OBJECTIVE #1: Recognize iron-deficiency anemia as a cause

of worsening restless legs syndrome

LEARNING OBJECTIVE #2: Identify those with colon polyps at high risk

for developing colorectectal cancer

CASE: A 35-year-old male with a history of hemorrhoids and restless legs

syndrome (RLS) was seen in clinic to establish care. In the two weeks prior to

presentation, his RLS symptoms had worsened despite increasing his

pramipexole dosage. He denied other symptoms, including black or bloody

stools, weight loss, or fatigue. His mother was diagnosed with adenocarcinoma

of the small intestine at an unknown age. Otherwise, there was no family

history of esophageal, gastric, or colorectal cancers. On presentation, his vitals

and physical exam were normal. A complete blood count (CBC) was obtained

and demonstrated a hemoglobin of 8.8 g/dL (normal range: 14.3-18.1), with an

MCV of 56.7 f. (normal range: 80.0-100.0). Additional labs included serum

iron of 12 ug/dL (normal range: 45-160), and a ferritin of 2 ng/mL (normal 24-

226). The patient underwent a colonoscopy, which demonstrated numerous

(>20) colon polyps, ranging in size from 4mm-20mm. 11 polyps were resected,

all of which were ≥10mm in size and showed pathology consistent with tubular

adenomas. No villous components were noted. Additionally, all demonstrated

negative immunohistochemical stains in the DNA mismatch repair complex,

suggestive of a lack ofmicrosatellite instability (MSI). Recommendationswere

made to repeat a colonscopy in 3-6 months for retreatment and removal of

remaining small polyps. A referral was made for further genetic testing.

IMPACT: RLS is a common disease that is not often clinically investigated. This

case illustrates the importance of screening thosewithRLS for IDA. Should IDAbe

present and of benign etiology, iron repletion therapy has been shown to benefit

symptoms. Alternatively, if the cause of IDA is ultimately more concening, as in

this case, there is an opportunity for early recognition and treatment.

DISCUSSION: Adenomas of the colon progress to cancer in a small minority.

However, the risk of progression significantly increases in those with high-

grade dysplasia, villous components, ≥ 3 adenomas, or size ≥10mm. Prompt

diagnosis, polypectomy, and increased surveillance are necessary to prevent

development of colorectal cancer. While screening had not yet begun for our

patient, we were fortunately given another indication of his significant pathol-

ogy. It is well known that colon polyps and malignancies of the colon may

ulcerate and bleed, often causing anemia. In turn, some may present with
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symptoms of anemia. For our patient, this was exhibited by worsening of his

RLS symptoms. This case highlights the importance of recognizing IDA as

cause of worsening RLS as well as distinguishing colon polyps at high risk for

malignant conversion. Additionally, given this patient's significant family

history, early age of onset of polyps, and size and number of adenomas, further

evaluation for genetic causes should be undertaken.

RHINOVIRUS INFECTION, NOTAS BENIGN AS EXPECTED Shujee

Ahmad2; Ayesha Batool3; Faran Ahmad1. 1Rochester General Hospital, WEB-

STER, NY; 2PAF Hospital Lahore, Lahore, Pakistan; 3Combined Military

Hospital, Quetta, Pakistan. (Control ID #2937519)

LEARNING OBJECTIVE #1: Distinguish the subgroup of patients like

elderly population, requiring aggressive diagnostic work-up to treat complica-

tions of rhinovirus infection and reducing morbidity.

LEARNINGOBJECTIVE #2:Recognize the severity of rhinovirus infection

leading to rare complications like secondary organizing pneumonia.

CASE: An 81-year old male with a significant medical history of essential

hypertension, type 2 diabetes mellitus and coronary artery disease was admit-

ted to hospital complaining productive cough, shortness of breath and pleuritic

chest pain for ten days. Chest X-ray revealed left lower lobe consolidation with

left parapneumonic effusion. Nasopharyngeal swab was positive for Rhinovi-

rus by PCR. The pleural fluid lactate dehydrogenase was greater than 1000

U/liter but had no bacterial or fungal growth. Contrast chest CTscan was done

on day 2 of admission due to worsening dyspnea revealing left pleural based

lung mass and adjacent abscess. Biopsy of lung mass was consistent with

organizing pneumonia. Bronchoscopy showed thick mucus secretions in the

left main stem bronchus and no intraluminal defect. Gram positive antimicro-

bial agents were empirically administered, but additional antiviral therapy was

not started. The patient subsequently underwent video assisted thoracoscopy,

left pleural decortication and chest tube placement with symptom relief in 3

days.

IMPACT: Human rhinoviruses (HRVs) were once considered to cause rela-

tively benign upper respiratory tract illness. However, now they are linked to

severe lower respiratory tract diseases, including complicated pneumonia in

elderly. Secondary Organizing Pneumonia (OP) associated with rhinovirus

infection in immunocompetent elderly patients should be considered in the

differential diagnosis, if symptoms are severe and persistent.

DISCUSSION: HRVs are transmitted via contact or aerosol and capable of

causing both interstitial and alveolar inflammatory processes primarily based

on T-cell activation and resulting increased expression of Interleukin-6 (IL-6),

IL-8 an IL-16. Also, HRV can stimulate the synthesis of vascular endothelial

growth factor, transforming growth factor and fibroblast growth factor. Mean-

while, OP is a nonspecific inflammatory process resulting from numerous

causes. The histopathology of OP is based on lung fibro-inflammatory process

starting from alveolar injury leading to colonization of fibroblast and associat-

ed fibrin deposition. The alveolar architecture is preserved. Mechanism of

HRV-induced organizing pneumonia and direct role of the virus itself and host

immune response is still under debate. Factors associated with poor outcomes

include interstitial pattern on imaging, associated pulmonary disorders and

histological findings of scarring and remodelling of lung parenchyma.

Video-assisted thoracoscopic lung biopsy is preferred diagnostic tool.

Corticosteroids are the current standard treatment and spontaneous

resolution is occasional.

RICHTER'S TRANSFORMATION Margret Erlendsdottir; Christopher

Sankey. Yale School of Medicine, New Haven, CT. (Control ID #2941903)

LEARNING OBJECTIVE #1: Develop an "illness script" for Richter's

Transformation

LEARNING OBJECTIVE #2: Recognize the prognostic implications of

Richter's Transformation for patients with chronic lymphocytic leukemia

CASE: A 65-year-old man with chronic lymphocytic leukemia (CLL) reported

two-weeks of abdominal discomfort, early satiety, night sweats, and fatigue. His

CLL was diagnosed ten years prior, with multiple relapses following a variety of

treatments. BaselineWBCwas normal. He was admitted for initiation of therapy

for a presumed relapse of CLL with progressive lymphadenopathy and leuko-

cytosis, On admission, vital signs were unremarkable. Physical examination was

notable for impressive bilateral cervical and supraclavicular lymphadenopathy

(Figure) and palpable splenomegaly. WBC at the time of admission was 46,780/

μL. Treatment with venetoclax, a Bcl-2 inhibitor, was initiated. His leukocytosis

continued to progress, with a peak inpatientWBC count of 174,800/μL (Figure).

Additional labs obtained during hospitalization include an elevated lactate dehy-

drogenase (LDH, 914 U/L), progressive anemia (hemoglobin: 6.4 g/dL, from

11.4 g/dL), and thrombocytopenia (platelet count: 17,000/μL, from 165,000/

μL). CT imaging of the neck (Figure) showed progressive cervical, mediastinal,

and supraclavicular lymphadenopathy. Aggressive therapy ("R-CHOP") was

promptly initiated due to clinical suspicion for Richter's transformation (RT).

Biopsy results (Figure) confirmed the diagnosis of diffuse large B-cell lymphoma

(DLBCL). Eight months after this admission, the patient remained stable on

venetoclax therapy and had returned to work.

IMPACT: Richter's transformation in the setting of CLL indicates a rapid

progression of disease with poor prognosis. Similarities in presentation with

CLL progression complicate early clinical recognition of RT, but early recog-

nition of RT may aid in the development of an effective treatment strategy and

accurate prognostication.

DISCUSSION: Richter's transformation (RT) refers to the progression of CLL

to aggressive diffuse large B-cell lymphoma (DLBCL). 2-10% of patients with

CLL undergo transformation to DLBCL. Once RT occurs, prognosis becomes

markedly worse—median survival is 5-8 months, even with treatment. Com-

mon clinical features of RT include rapidly progressive lymphadenopathy and

"B-symptoms." Lab values which may be observed in RT include elevated

LDH (50-80% of patients), anemia with hemoglobin less than 11 g/dL (50%),

and thrombocytopenia <100,000/mL (43%). These features, in addition to

young age, multiple prior therapies, elevated beta-2 microglobulin, decreased

albumin, and large tumor size (>3 cm) predict poor prognosis. Histologic

confirmation is required. Treatment options are limited. First-line therapy is

with the "gold standard" treatment for DLBCL, a combination therapy with

rituximab, cyclophosphamide, doxorubicin, vincristine, and prednisone ("R-

CHOP"). Although other regimens and salvage therapies exist, median surviv-

al in available studies does not exceed a year.

RISK OF AND PROPHYLAXIS AGAINST PCP PNEUMONIA

AMONG HIV-UNINFECTED INDIVIDUALS Miranda E. Merrill1; Jo-

seph A. Simonetti2, 1. 1University of Colorado, Denver, CO; 2VA Denver

Medical Center, Denver, CO. (Control ID #2939881)

LEARNINGOBJECTIVE #1: Recognize the risk of pneumocystis pneumo-

nia among individuals without HIV infection.
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LEARNING OBJECTIVE #2: Identify when pneumocystis prophylaxis is

indicated among individuals without HIV infection.

CASE: A 74 year-old man with pemphigus vulgaris on chronic prednisone

presented to the emergency room with acute chest pain. The pain was in a

band-like distribution, did not radiate, lasted only seconds before spontane-

ously resolving, was tight in nature, and 4/10 in intensity. He denied fevers or

chills but endorsed dyspnea that worsened with exertion and a cough produc-

tive of clear sputum. Medications included azathioprine and prednisone 50 mg

PO daily. VS: 97.4F, HR 83, BP 137/91, O2 85% on room air. His exam

revealed bibasilar crackles and 2+ lower extremity edema. Lab work revealed

WBC 5.4, Cr 1.1, BNP 207, D-Dimer 620, LDH 360. CXR demonstrated

bilateral interstitial lung markings and CT showed reticular thickening and

diffuse ground-glass opacities. Bronchoscopy revealed normal appearing mu-

cosa and a positive direct fluorescent antibody (DFA) consistent with

pneumocystis jirovecii infection. He was started on trimethoprim-

sulfamethoxazole (TMP-SMX) and began to taper his prednisone. An HIV

test was negative.

IMPACT: Have a high degree of suspicion for PCP in immunosuppressed

patients regardless of their HIV status. This case highlights the need for

additional research to develop evidence-based recommendations to guide

prescribing of PCP prophylaxis among multiple groups of immunosuppressed,

HIV-uninfected patients.

DISCUSSION: Pneumocystis pneumonia (PCP) is widely recognized as an

opportunistic infection among those with HIV but also affects patients with

other causes of immunosuppression (e.g., chemotherapy). Mortality from

treated PCP is higher among those without HIV (10-20% with HIV vs 30-

60% without) and prophylactic antibiotics are effective at preventing PCP.

Although guidelines exist for determining when HIV-infected individuals

should receive PCP prophylaxis (CD4 <200 cells/mcL), no such consensus

exists for HIV-uninfected populations at risk for PCP. Consensus guidelines

exist for PCP prophylaxis among patients with certain hematologic or solid

malignancies or organ transplantation [Cooley et al. InternalMedicine Journal.

44 (2014); Martin et al. Am J Transplant 2013; 13, 4:272]. For other

immunosuppressing states, a recent Cochrane review recommended that PCP

prophylaxis be considered for patients with a baseline PCP infection risk

greater than 6.1% (Stern et al. Cochrane Database 2014). However, few studies

are available to assist clinicians in estimating PCP risk among patients with

other immunosuppressing inflammatory conditions such as inflammatory

bowel disease or pemphigus vulgaris. Based mostly on retrospective studies

of heterogeneous, immunosuppressed patient populations, expert opinion rec-

ommends prophylaxis in patients receiving >20mg prednisone daily for longer

than 1 month who have a second reason for immunosuppression such as a

second immunosuppressive drug.

RITUXIMAB-INDUCED CARDIAC ARRHYTHMIA Babikir Kheiri;

Nour Aljariri Alhesan; Sarhad Najor; SaiPavanKumar Chintalapati; Ghassan

Bachuwa. Hurley Medical Center/Michigan State University, Flint, MI. (Con-

trol ID #2914302)

LEARNING OBJECTIVE #1: Recognize rituximab as a cause of cardiac

conduction abnormalities.

CASE: A 27-year-old female with a past medical history of secondary throm-

bocytopenic purpura, due to systemic lupus erythematosus, presented to the

emergency department with generalized fatigue and weakness. On

examination, her vital signswere unremarkable. Physical examination revealed

multiple purpura throughout her body, and especially in her lower limbs.

Laboratory investigations showed platelet counts <5 (Ref: 130-430 K/UL).

She was diagnosed with acute thrombocytopenic purpura relapse and started

on 40 mg intravenous (IV) dexamethasone along with 100 g IV immunoglob-

ulins and 840 mg IV rituximab. A few hours after the initiation of the IV

rituximab, she started to develop lightheadedness and dizziness. An immediate

EKG showed sinus bradycardia with a heart rate of 32/minute. The patient was

placed on a virtual telemetry for continuous monitoring. A few hours later, she

started to have palpitations. The telemetry records showed tachy-brady ar-

rhythmia and a 2.3-second sinus pause. Repeated electrolytes investigations

were normal. An echocardiogramwas ordered andwas essentially normal with

no structural heart diseases. She was diagnosed with sick-sinus syndrome and

monitored closely. Her symptoms and arrhythmia returned to normal within 48

hours of stopping the rituximab infusion.

IMPACT: This case illustrates the potential cardiac arrhythmogenicity of a

commonly prescribed anti-CD20 antibody medication. Although rituximab

can be associated with many side effects and particularly during the first-

time infusion, we should be aware of its cardiac arrhythmogenicity. To avoid

any potential catastrophic outcomes, we will change our practice by placing a

continuous cardiac monitor for any patient receiving rituximab infusion.

DISCUSSION: Rituximab is a B cell-depleting monoclonal anti-CD20 anti-

body, comprised of both mouse and human portions. It is used in a variety of

autoimmune and hematological diseases. Although most patients treated with

rituximab develop an adverse event (up to 87%), its overall risk is very low.

The most common adverse effects of rituximab infusion are infusion reactions,

tumor lysis syndrome, mucocutaneous reactions, and progressive multifocal

leukoencephalopathy. The cardiac side effects of rituximab are rare and only a

few case reports have identified cardiac conduction abnormalities. The mech-

anisms by which rituximab induces cardiac conduction abnormalities are

currently unclear and further research is warranted.

ROLE OF KETOGENIC DIET OR GENETICS IN DEVELOPMENT

OFACUTEMYOCARDIAL INFARCTIONMukundDas1; Chockalingam

Narayanan2; Sorin J. Brener2. 1NewYork-Presbyterian Brooklyn Methodist

Hospital, Brooklyn, NY; 2NewYork-Presbyterian Brooklyn Methodist Hospi-

tal, Brooklyn, NY, Brooklyn, NY. (Control ID #2937452)

LEARNING OBJECTIVE #1: Recognize the potential cardiovascular ad-

verse effects of ketogenic diet.

CASE:A 46-year-old male with past medical history of gout and panic attacks

presented with a 3 day history of chest pain. He described it as intermittent,

pressure-like pain in the midsternal region, radiating to the jaw, associated with

numbness in left hand, intermittent palpitations, and lightheadedness. He

denied any family history of coronary artery disease, tobacco use or recrea-

tional drug abuse. Upon further questioning, he reported exercising 6-7 days

per week and using a ketogenic diet for the past 6-7 months. He reported that

he lost over 30 pounds in the last 3 months. He denied usage of any over-the-

counter supplements. He was found to have ST-segment elevation in the

inferior leads and T-wave inversions in leads V3 to V6 consistent with acute

inferior wall myocardial infarction. His initial troponin was 18.8 and CKMB

was 14. He underwent emergent coronary angiography and percutaneous

coronary intervention with placement of drug eluting stents in the right coro-

nary artery, which was 100% occluded. There was mild disease in the left
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coronary artery and the left ventricular function was preserved despite inferior

hypokinesis. He was treated with aspirin, ticagrelor, metoprolol succinate, and

atorvastatin. His lipid panel showed cholesterol of 169, triglycerides of 81,

HDL of 43, LDL of 115. His hemoglobin A1Cwas 5.3%. He was counseled to

avoid ketogenic diets, enroll in cardiac rehabilitation program and exercise

regularly prior to being discharged home.

IMPACT: Although ketogenic diets have become increasingly popular, it's

safety profile over long periods has not been studied.

DISCUSSION: Diets rich in carbohydrates are associated with metabolic

syndrome. Low-carbohydrate diets such as Atkins diet and ketogenic diets

(KD) have become increasingly popular. These diets can differ in macronutri-

ent composition (high-fat vs high-protein). They can include different ratios of

unsaturated, saturated, or even trans fat which can alter metabolic parameters.

Current literature on KD includes studies focused mainly on the use of KD in

treating children with pharmacoresistant epilepsy. Although studies have re-

ported quantitative measurements on its efficacy, very little information is

available on its adverse effects. In a cohort study, it was observed that after 4

weeks of being on KD, 15% of patients developed osteopenia, renal stones,

hydronephrosis, iron deficiency anemia, secondary hypocarnitinemia and car-

diomyopathy. Long-term studies on safety profile of KD are lacking in the

literature. Our patient did not have any of the common risk factors associated

with the development of cardiovascular disease such as hypertension, diabetes,

smoking history, high LDL level and family history. It is possible that he had

his metabolic profile altered from long-term exposure to KD, leading to

development of acute coronary syndrome. This effect may be amplified by

genetic abnormalities not yet defined.

SALMONELLATYPHI OSTEOMYELITIS IN UNCONTROLLED DI-

ABETES Ching C. Reisig; Navid Ahmed; Ningyuan Ding. Montefiore Med-

ical Center Moses and Weiler Division, Bronx, NY. (Control ID #2940625)

LEARNING OBJECTIVE #1: Recognize Salmonella typhi as an important

entity in osteomyelitis in patients with uncontrolled diabetes mellitus.

LEARNING OBJECTIVE #2: Understand the pathophysiology of immune

suppression in hyperglycemic states.

CASE: A 58 year-old man with uncontrolled diabetes presented with 2 weeks

of worsening right knee and lower leg pain associated with redness and

swelling. He had no preceding gastrointestinal symptoms, sick contacts or

recent travel. At presentation, his temperature was 99.5 °F and pulse was 114

bpm. His right knee and lower leg were mildly tender with reduced range of

motion due to pain, associated with erythema, warmth and edema extending to

the knee. WBC 12.5 k/uL, ESR 110 mm/h, CRP 32.5 mg/dL and HbA1c

>14%. Arthrocentesis of the right knee revealed WBC 12,600 cells/uL, neu-

trophils 96% and no crystals. Synovial fluid and blood cultures were negative.

Radiograph andMRI of the right knee revealedmixed lytic and sclerotic lesion

at the proximal tibia and extensive bonemarrow edema. The patient underwent

biopsy of the right tibia with irrigation, debridement and placement of

tobramycin and vancomycin antibiotic beads. Biopsy confirmed chronic oste-

omyelitis. Wound culture was positive for Salmonella typhi. He was managed

with multiple procedures for irrigation and debridement, along with 6 weeks of

antibiotic therapy with ceftriaxone then oral ciprofloxacin. On outpatient

follow up, he exhibited no signs of infection.

IMPACT: Salmonella typhi should be considered as a possible pathogenic

agent in osteomyelitis in patients with uncontrolled diabetes, even in the

absence of recent travel, sick contacts, preceding gastrointestinal symptoms

or hemoglobinopathies.

DISCUSSION: Osteomyelitis in diabetes typically results from contiguous

spread of infection associated with diabetic angiopathy. The leading organisms

involved are Staphylococcus aureus and epidermidis. Streptococci, enterococ-

ci, enterobacteria and anaerobes are less common culprits. Salmonella typhi is

known for causing Typhoid fever. However, it is also a rare cause of osteomy-

elitis, most notably in sickle cell disease and thalassemia but also reported in

immunocompromised hosts. S. typhi bacteremia results in the seeding of

bones, usually the vertebra in adults and long bones in children. In the United

States, only 18% of reported S. typhi infections are domestically acquired;

most occur among travelers to endemic countries (e.g., Southeast Asia, South

America, Africa). Hyperglycemia and protein glycation in uncontrolled diabe-

tes lead to immunodeficiency by inhibiting neutrophil, lymphocyte and anti-

body function, thus causing increased susceptibility to infections. Our patient's

only known risk factor is secondary immunodeficiency from uncontrolled

diabetes. Therefore, despite the rarity of domestic infections, S. typhi should

always be considered as a possible pathogenic agent in patients with osteomy-

elitis and uncontrolled diabetes, despite the absence of more commonly known

risk factors.

SAVING LIVES, SAVING EYES. ALL IN A DAY'S WORK FOR THE

INTERNIST Ali Hasnie1; Ammar Hasnie2; Ragheb Assaly1. 1University of

ToledoMedical Center, GrandBlanc,MI; 2University ofMissouri-Kansas City

School of Medicine, Kansas City, MO. (Control ID #2908988)

LEARNING OBJECTIVE #1: Recognize the importance of prompt diagno-

sis of central retinal artery occlusion

CASE:A 67 y/o male with PMHx significant for hypertension presented to the

ED complaining of painless right sided monocular vision loss that started 2

hours prior to presentation. Patient denied history of diabetes, high cholesterol,

cerebrovascular or atherosclerotic disease, angina, vasculitis, hypercoagulable

state, or myeloproliferative disorders. Family history was positive for strokes.

Vitals: T-97.8, HR 57, RR 20, BP 178/84. The patient was in no acute distress.

Cardiac exam revealed normal s1/s2 heart sounds, regular rate and rhythm.

Lungs were clear to auscultation. Neurological exam revealed no sensory

deficits and 5/5 strength in the upper and lower limbs. Eye exam was notable

for inability to count fingers or detect hand motion in the right eye. The patient

could detect light with the affected eye. He had an afferent pupillary defect in

the right eye. Dilated fundoscopic exam showed retinal edema and a cherry red

spot. Temporal artery pulses were within normal limits. Lab work showed a

normal BMP and CBC. A1C was 5.4. ESR was 35, CRP 2.6. Orbital ultra-

sound revealed no evidence of retinal detachment. CT Brain was negative.

CTA Head & Neck was negative for acute intracranial pathology including

arterial stenosis, aneurysmal dilatation, and dissection or occlusion in the head

or neck. As the patient was within the six hour window of presentation, tPA

was administered and the patient was admitted to the MICU. Over the ensuing

24 hours the patient demonstrated improvement in his vision. He was

discharged on aspirin, lisinopril, and simvastatin. He was advised to follow

up in two weeks.

IMPACT: Central Retinal Artery Occlusion (CRAO) is associated with risk

factors including hypertension, hyperlipidemia, coronary artery disease, dia-

betes mellitus, and tobacco abuse. Maintaining a high index of suspicion

allows prompt diagnosis and therapeutic intervention. Traditionally a disease
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with poor prognosis, recent work has shown intra-arterial tPA can result in

improvement in vision, which can mean the difference between continued

steroscopic vision or loss of depth perception and blindness.

DISCUSSION: The major differential of monocular vision loss includes,

CRAO, central retinal vein occlusion, retinal detachment, and giant cell arter-

itis, of which CRAO is a medical emergency that requires prompt recognition

and intervention. It has classically been described as "a disease without

treatments has many treatments". The use of sublingual isosorbide dinitrate

or systemic pentoxifylline have been described as well as ocular massage, IV

acetazolamide and mannitol but the response to such therapies is low, with

average visual improvement ranging between 15-21%. However, with proper

tPA administration, 60-70% rates of improvement have been noted. For the

internist, prompt recognition of this disease is paramount, as the tPA adminis-

tration window is limited to six hours.

SCHISTOSOMIASIS IN A PATIENT WITHOUT RECENT TRAVEL

HISTORY AND MULTIPLE NEGATIVE STOOL OVA AND PARA-

SITES Douglas A. Kyrouac; Christopher Z. Zheng; Mark Troyer. Ohio State

University Wexner Medical Center, Columbus, OH. (Control ID #2945925)

LEARNING OBJECTIVE #1: Compare and contrast acute versus chronic

gastrointestinal schistosomiasis

LEARNING OBJECTIVE #2: Differentiate between the various diagnostic

modalities applicable to the management of schistosomiasis

CASE: Patient is a 55 year old man who emigrated from Kenya in 2011,

presenting with a ten year history of intermittent bilateral lower quadrant

abdominal pain with alternating diarrhea and constipation. The pain occurred

after eating, and causes him to limit his diet to one meal per day. Review of

systems was otherwise insignificant. International travels were notable for a

trip to Uganda 1.5 years prior to presentation. Past medical history was notable

for H. pylori infection in 2008 treated with triple therapy, with persistence of

the abdominal pain. Physical exam noted diffuse abdominal tenderness. Lab

work was notable for eosinophilia. Two rounds of stool O&P returned nega-

tive. Colonoscopy revealed several abnormal mucosal patches scattered

throughout the colon. Biopsies demonstrated an eosinophilic and granuloma-

tous pattern of colitis in the lamina propria and epithelium, with Schistosoma

eggs in the epithelium. Treatment included triple therapy for H. pylori with

only minor symptom improvement, then praziquantel that resulted in resolu-

tion of both symptoms and eosinophilia.

IMPACT: The diagnosis of schistosomiasis in this patient was elusive, made

so by repeatedly negative stool O&P. It is therefore important to understand the

escalation of diagnostic studies in patients with gastrointestinal complaints,

starting from microscopy, and progressing to serology or biopsy. It is similarly

vital to appreciate the lengthy chronic nature of schistosomiasis. Even a remote

pertinent travel history warrants suspicion for Schistosoma infection.

DISCUSSION: Schistosoma is a blood fluke endemic to Africa, Middle East,

South America, and Asia. Symptoms differ depending on acuity of the infec-

tion as well as the infecting species. Acute schistosomiasis is a systemic

hypersensitivity reaction mediated by immune complex deposition. Chronic

schistosomiasis presents with vague gastrointestinal symptoms with possible

involvement of the liver or urinary tract. The diagnosis of schistosomiasis starts

with an extensive travel history, then progressing to laboratory and other

diagnostic studies. Eosinophilia is the most notable lab finding. Stool O&P

under microscopy can reveal parasite eggs, with sensitivity ranging between

70-100% (increases with a greater number of smears). Definitive diagnosis

following negative stool O&P can be obtained by colonoscopy and biopsy,

with visualization of eggs in the intestinal epithelial tissue. In the acute setting,

eosinophilic and neutrophilic infiltrates is predominant in the biopsy, while

infiltrates of lymphocytes and plasma cells are in the chronic infection. In

summary, schistosomiasis should remain on differential diagnosis for patients

from an endemic region even without recent travel history and multiple

negative stool O&P.

SECONDARY BACTERIAL PERITONITIS FROM A RUPTURED

CYST IN A PATIENTWITH POLYCYSTIC KIDNEYDISEASE Zekun

Feng; Mark Duncan. UCLA Medical Center, Los Angeles, CA. (Control ID

#2938656)

LEARNINGOBJECTIVE #1:Assess acute abdominal pain in PKD patients

LEARNINGOBJECTIVE #2:Differentiate spontaneous bacterial peritonitis

(SBP) from secondary bacterial peritonitis

CASE:A 74-year-old man with polycystic kidney disease (PKD) complicated

by end stage renal disease and failed renal transplant presented with fever and

abdominal pain. He was discharged home on ciprofloxacin earlier in the day

after a 3-day hospitalization for E.coli bacteremia from a urinary source. He

now returned to the hospital and was found to be septic. His abdomen was

tenser with diffuse tenderness to palpation, without peritoneal signs. KUB was

negative for pneumoperitoneum. Paracentesis was notable for 48,581 WBCs

(79% PMNs), 100,000 RBCs, SAAG of 0.8. Peritoneal fluid grew E.coli with

the same sensitivities as previously found in urine and blood from 4 days prior.

CT of the abdomen with contrast was negative for perforation or peritoneal

enhancement. Repeat paracentesis on day 2 showed improvement with 6,436

WBC (86% PMNs), 75,000 RBCs, protein 4.7, LD 532, Glucose 73. Final

peritoneal analysis was negative for fungus, TB and malignancy. Interestingly,

repeat CT abdomen on day 10 showed thickening and enhancement of perito-

neal reflection consistent with peritonitis. Patient improved on continued

ciprofloxacin therapy.

IMPACT: Secondary bacterial peritonitis is an uncommon phenomenon, oc-

curring in about 1 in every 20 cases of bacterial peritonitis. We present an

interesting case of non-perforation secondary bacterial peritonitis, and the same

causative organismwas found in the patient's blood and urine prior to infecting

the peritoneal fluid.

DISCUSSION: In addition to the usual causes of acute abdominal pain,

common PKD associated acute pain may include infection, cyst rupture, or

nephrolithiasis1. Cyst infections or pyelonephritis typically cause sudden dif-

fuse unilateral flank pain. Cyst rupture often has point tenderness; sometimes

shoulder pain if diaphragm is irritated. Our patient had acute, diffuse abdom-

inal pain in the setting of ascites, associated with shoulder pain. Secondary

bacterial peritonitis can be distinguished from SBP based on the following: (1)

Runyon's criteria2 (ascitic fluid fulfilling at least 2 of the 3 criteria has a

96% specificity): Protein >1 g/dL, Glucose <50 mg/dL, and LDH > upper

limit of normal serum;3 (2) free air on abdominal imaging; (3)

polymicrobial ascitic culture; and (4) treatment failure. Our patient devel-

oped peritonitis while on ciprofloxacin, had two of three Runyon's criteria,

and had significantly elevated ascitic PMNs even after adjusting for

RBCs, which would all be atypical for SBP. We suspect that our patient

had a UTI with an infected renal cyst, which ruptured into the peritoneal

fluid causing secondary bacterial peritonitis.
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SECONDARY HEMOCHROMATOSIS IN A PATIENTWITH ACUTE

LYMPHOBLASTICLEUKEMIADanielle Qing; Jeffrey Chi; AnikaAfroz-

Hossain; Syed E. Ahmad. Donald and Barbara Zucker School of Medicine at

Hofstra/Northwell, Manhasset, NY. (Control ID #2945537)

LEARNING OBJECTIVE #1: Recognize secondary hemochromatosis as a

potential adverse reaction to multiple blood transfusions in patients with ALL

CASE: 66 year old male with a history of acute lymphoblastic leukemia (ALL)

presented to the hospital with lethargy and abdominal distension over the past 3

days. Seven months ago the patient was diagnosed with ALL and started

chemotherapy. During this time, the patient became anemic secondary to

chemotherapy and required a total of 24 units of packed red blood cells

(pRBC) transfusions within 2 months time. During consolidation chemother-

apy three months later, the patient developed ascites, imaging suggested

cirrhosis and lab tests demonstrated cholestatic liver injury. A diagnosis of

cirrhosis of unknown origin was made. Current physical exam showed

distended abdomen with dullness to percussion, positive fluid wave and

bilateral lower extremity edema. Laboratory findings were significant for

thrombocytopenia 114 k/uL, elevated INR 2.31, low total protein 5.9 g/dL,

low albumin 2.8 g/dL. The patient had a Model for End-stage Liver Disease

score of 18 and a Child Pugh class C indicating very severe liver cirrhosis.

Laboratory tests to rule out infectious, autoimmune, hereditary causes of

cirrhosis showed hepatitis B and C were negative; smooth muscle, mitochon-

drial antibodies were negative; serum ceruloplasmin, alpha-1 antitrypsin levels

were normal. However, serum ferritin (23840 ng/mL) and percent iron satura-

tion (89%) were elevated with normal serum iron indicating iron overload.

MRI confirmed iron overload in the liver, with 139 umol/gr dry weight,

consistent with hemochromotosis. Unfortunately, the patient decompensated

and he expired in the hospital one month after admission.

IMPACT: This case illustrates the difficulty of diagnosis of hemochromatosis

in patients with ALL, as there can be multiple other causes of hepatitis in

patients undergoing chemotherapy. In such patients who receive greater than

20 units of RBCs, high suspicion for secondary hemochromatosis should be

raised when abnormal LFTs arise and early workup for iron overload should be

performed. Early chelation treatment can reverse or reduce iron deposition in

critical organs such as liver and heart.

DISCUSSION: Secondary hemochromatosis can occur in patients with thal-

assemia, myelodysplastic syndromes and other diseases of ineffective

erythropoesis who receives multiple pRBC transfusions. Each unit of pRBC

contains between 200-250 mg of iron, but the body is only able to excrete 1mg

iron/day. Ineffective erythropoesis causes compensatory erythroid hy-

perplasia, which increases duodenal absorption of iron. Gold standard

for diagnosis is liver biopsy, however MRI estimation of hepatic iron

is highly effective. Treatments for iron overload include phlebotomy

for patients without significant anemia, and chelation therapy with

deferasirox or deferoxamine for patients with anemia. Dosing is tai-

lored to achieve serum ferritin levels <1000 mcg/L, liver iron concen-

tration <7 mg Fe/g dry weight.

SECONDARY HEMOLYTIC UREMIC SYNDROME IN SYSTEMIC

LUPUS ERYTHEMATOSUS - A DIAGNOSTIC AND THERAPEUTIC

CHALLENGE Preeti Shashi2; Hashim Abbas1; Dharmesh Gopalakrishnan1.
1Cleveland Clinic, Cleveland, OH; 2Cleveland Clinic Foundation, Cleveland,

OH. (Control ID #2945806)

LEARNING OBJECTIVE #1: Recognize secondary hemolytic uremic syn-

drome (sHUS) in a patient with Systemic Lupus Erythematosus (SLE).

LEARNING OBJECTIVE #2: Review the treatment of sHUS with

eculizumab.

CASE:A 22-year-old African American female with history of SLE with class

IV+V nephritis and hypertension presented with acute kidney injury (AKI),

anasarca, hemolytic anemia, thrombocytopenia and diffuse rash. Initial labs

revealed creatinine 19.3mg/dL, hemoglobin (Hb)-6.4g/dL and platelet count

(plt)-61k/uL. Peripheral smear showed schistocytes and renal biopsy demon-

strated class V lupus nephritis with acute thrombotic microangiopathy (TMA).

Work-up ruled out thrombotic thrombocytopenic purpura (TTP) (normal

ADAMTS13 activity and inhibitor levels), antiphospholipid syndrome (APS)

and disseminated intravascular coagulation (DIC). Differentials were lupus

flare vs. sHUS. She was treated with hemodialysis, plasmapheresis, and IV

steroid, with improvement in Hb, plt, rash and volume status, hence discharged

home. However, she returned in a few days with new-onset seizures, hyper-

tensive emergency, and pulmonary edema; levetiracetam, nicardipine and

mechanical ventilation were initiated. Hb and plt had dropped again, with

low haptoglobin, high LDH and low C3 levels. Brain MRI revealed features of

Posterior Reversible Encephalopathy Syndrome (PRES). Suspecting sHUS,

she was initiated on eculizumab, to which she responded with improvement of

hematologic parameters. Volume status and BP improved with ultrafiltration.

Repeat MRI showed resolution of PRES changes. Eventually, she was

discharged on scheduled eculizumab infusions. On follow-up, she continues

to dowell on hemodialysis and eculizumab, with improvement in Hb, plt, LDH

and haptoglobin levels.

IMPACT: This case illustrates that sHUS can mimic lupus flare, and a high

index of suspicion is required to recognize and promptly treat this rare but life-

threatening complication.

DISCUSSION: HUS is a TMA characterized by intravascular hemolysis,

thrombocytopenia, and AKI. When associated with a coexisting disease or

trigger, such as autoimmunity, pregnancy, infection, cancer, transplantation, or

cytotoxic drugs, it is categorized as sHUS. TMAs, particularly APS and TTP,

are relatively common in SLE, but HUS is a rare manifestation, with very few

cases reported in the literature. Similarities in clinical and laboratory features of

HUS and lupus flare, including hemolysis, low plt, AKI and low C3,

may lead to underdiagnosis of sHUS in SLE patients; hence a high

index of suspicion is needed. Further, neurologic manifestations can be

due to TTP, PRES or lupus flare. In our patient, TTP was excluded by

normal ADAMTS13 activity. Plasmapheresis is less effective in HUS

than TTP. Eculizumab, a terminal C5 inhibitor, is highly effective in

inducing hematologic and renal responses in complement-mediated

HUS. Few reports like ours exist of its successful use in sHUS.

Which patients with sHUS will benefit from the expensive agent and

when and if therapy can be stopped safely remain uncertain.

SECURING THE MENINGES FROM REPEAT OFFENDERS: AN

INTERESTING CASE Mayank Patel1; Parth Desai2; Heather L. Briggs2;

Natascha Tuznik2. 1San Antonio Military Medical Center, San Antonio, TX;
2University of Texas Health Science Center at San Antonio, San Antonio, TX.

(Control ID #2933922)

LEARNING OBJECTIVE #1: Investigate patients with recurrent bacterial

meningitis (RBM) to identify predisposing risk factors.
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CASE:A 47-year-old Hispanic female presented to the emergency department

with a 2-day history of diffuse persistent headache along with nuchal rigidity,

subjective fever, nausea, nonbilious vomiting, diplopia, and photophobia. Past

medical history was significant for S. pneumoniae meningitis 4 months prior to

admission, morbid obesity, and essential hypertension. Vital signs on admission

revealed a fever of 100.8°F, tachycardia (140/min), tachypnea, and BP of 152/96

mmHg. Physical exam showed a morbidly obese (BMI 49.3) female with

photophobia, nuchal rigidity, positive jolt accentuation test, and negativeKernig's

and Brudzinski's signs. Initial labs showed a neutrophilic leukocytosis (12,000).

CT head without contrast revealed mild mucosal thickening of the sphenoid

sinuses, findings similar to her previous admission. CSF studies revealed elevat-

ed total protein (172), borderline-low glucose at 42 (serum glucose 106), and a

neutrophilic pleocytosis (WBC 4,000, 71% neutrophils). HIV testing was neg-

ative. The patient was treated with ceftriaxone and vancomycin. Biofire

Filmarray® meningitis/encephalitis panel (bioMérieux) was positive for Hae-

mophilus influenzae, and treatment was narrowed to ceftriaxone. CTsinus fusion

and a CT cisternogram showed an area of bony dehiscence in the left ethmoid

roof with a small amount of contrast leakage in the superior nasal cavity. The

patient finished her 10-day course of ceftriaxone, was immunized with

H. influenzae, pneumococcal, and meningococcal vaccines, and ultimately had

repair of the left ethmoid roof defect with a right ear fat graft.

IMPACT: Following the initial evaluation of this patient in the emergency depart-

ment, the workup focused on identifying predisposing factors that led to the

development of RBM instead of simply treating the meningitis. Besides a labora-

tory investigation for an immunodeficiency, radiology assistedwith further imaging

studies given the benign initial findings. Even in this patient with no major risk

factors or trauma, an anatomic defect was ultimately discovered.

DISCUSSION: Cases of RBM require further investigation to identify an

underlying etiology, especially in patients without evident risk factors. Skull

base defects secondary to trauma are more common while defects without

trauma are rare. The etiology behind this patient's skull defect was never

identified but elevated intracranial pressure remains a possibility since areas

of minimum bony thickness are susceptible to spontaneous fracture. Factors

such as coughing, sneezing, or other causes of normal fluctuations in CSF

pressure could contribute to spontaneous fracture, especially in obese individ-

uals. Given that the mortality rate of recurrent community-acquired bacterial

meningitis is 6%, correcting anatomical defects has the potential to improve

mortality and overall quality of life.

SEEINGTHEUNSEENLeena Shah1; Salil Kumar3; AlinaMasters-Israilov4;

Shitij Arora2. 1Montefiore Medical Center - Albert Einstein, Paramus, NJ;
2Albert Einstein College of Medicine, BRONX, NY; 3Montefiore Medical

Center, New York, NY; 4Montefiore Medical Center - Albert Einstein, Bronx,

NY. (Control ID #2942584)

LEARNING OBJECTIVE #1: Recognize the clinical features of Charles-

Bonnet Syndrome (CBS)

LEARNING OBJECTIVE #2: Assess the need for MRI to investigate

occipital lobe lesions, especially in the elderly with CBS

CASE: A 78-year-old woman, with history of mitral valve replacement three

weeks ago, hypertension and diabetes, presents with visual hallucinations and

blurry vision in both eyes since the surgery. She describes shadows that look

like people and animals in her peripheral vision along with bright lights. She is

afebrile, normotensive, has intact extraocular movements, symmetric pupils

equally reactive to light and decreased vision in both eyes (20/70 in both eyes)

with left superior homonymous quadrantanopia. The rest of the neurologic

exam and remainder of the physical exam is normal. Examination under slit

lamp reveals no intraocular pathology. Labs are unremarkable. Brain MRI

shows a subacute right occipital infarct. She is diagnosed with Charles Bonnet

Syndrome after stroke and medically managed with aspirin 81mg and atorva-

statin 80mg daily and encouraged to try to suppress the hallucinations by

blinking frequently.

IMPACT: Charles Bonnet Syndrome should be considered in all elderly

patients with visual hallucinations. In those with risk factors for macrovascular

disease, an MRI of the brain must be considered to evaluate for stroke.

DISCUSSION: In patients who do not have dementia, delirium or a psychiatric

disturbance, visual hallucinations may reveal a diagnosis of Charles Bonnet

Syndrome (CBS). CBS is used to describe visual hallucinations in patients with

acquired vision loss from conditions affecting the visual pathway. It is believed

that the hallucinations represent release phenomena due to de-afferentation of

visual association areas in the cerebral cortex. The most common etiology is

age related macular degeneration. CBS is also seen in diabetic retinopathy,

stroke, and glaucoma. Advanced age is a risk factor for developing CBS. The

prevalence of CBS ranges from 0.5% to 15% in patients with impaired vision.

Diagnosis of CBS involves performing a full neurological exam,

screening for cognitive impairment/psychiatric disorders, working up

causes of delirium, and reviewing medications. A complete ophthal-

mologic evaluation and visual field testing are indicated, with addi-

tional imaging for focal neurological deficits. Our patient had left

superior homonymous quadrantanopia consistent with a right posterior

cerebral artery stroke seen on MRI. Treatment of CBS involves learn-

ing to suppress images by blinking or making rapid eye movements

away from the affected visual field. Only anecdotal reports of anti-

psychotic and antidepressant medications helping with hallucinations

exist.

SEPSIS MASKING FANCONI SYNDROME IN HIV PATIENT ON

TENOFOVIRDoris Yang1; Sahil K. Virdi1; Saad Bin Jamil1; Madhusudhana

kanagala2, 2. 1Montefiore Medical Center, Wakefield Division, Bronx, NY;
2Montefiore medical center, wakefield, Bronx, NY. (Control ID #2940653)

LEARNING OBJECTIVE #1: To recognize mix non-anion gap and anion

gap metabolic acidosis

LEARNINGOBJECTIVE #2:To identify possible acid-base imbalance after

starting tenofovir

CASE: A 68 year-old man from nursing home with HIV on highly active

antiretroviral therapy (HAART), urinary retention with chronic supra pubic

catheter, and recurrent urinary tract infections was admitted for fever and

delirium. He was tachypneic and hypotensive. Initial lab results were sugges-

tive of severe sepsis: white blood cell count 32 k/uL, acute kidney injury (Cr

1.6 mg/dL), anion gap metabolic acidosis (ph 7.262, bicarbonate 9 mEq/L,

anion gap 18 mEq/L), and pyuria (urinalysis revealed >51 WBC and positive

nitrite). Intravenous fluids, sodium bicarbonate drip, cefepime, and

antiretrovirals were initiated. He responded to antibiotics and sepsis resolved.

Despite the resolution of the sepsis his serum bicarbonate failed to normalize.

Reevaluation of his presenting acid-base disorder found mixed anion gap and

non-anion gap metabolic acidosis, with delta-delta ratio of 0.4 (increase in

anion gap / decrease in bicarbonate, 6/15 = 0.4), hypokalemia and

hyperchloremia, consistent with type 2 renal tubular acidosis. He was taking
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tenofovir, a known cause of renal tubular acidosis, and his mixed metabolic

acidosis was attributed to it. Offending agent was discontinued and HLA

B-5701 genotype was sent to determine the alternative for tenofovir.

IMPACT:A complete, step-wise analysis of a blood gas decreases the chances

of missing complex acid-base disturbance. In addition, early recognition

allows a more inclusive differential diagnosis and facilitating timely

intervention.

DISCUSSION:Assessing anion gap in metabolic acidosis helps narrow down

the differential. Moreover, delta-delta ratio can identify mixed metabolic

acidosis. Ratio between 0.4-0.8 is suggestive of mixed anion gap and non-

anion gap metabolic acidosis. We present a patient who had anion gap meta-

bolic acidosis secondary to sepsis. Failure of resolution of the metabolic

acidosis after sepsis was treated led to uncovering of the mixed metabolic

acidosis.We identified tenofovir as the cause of the renal tubular acidosis in our

patient, which was discontinued. Tenofovir nephrotoxicity mainly presents as

proximal tubular dysfunction with preserved or decreased renal function. Pre-

existing kidney disease, old age, advanced HIV, and concomitant use

of protease inhibitors puts the patient at higher risk of tenofovir

induced nephrotoxicity. Our patient was also prescribed liponavir/

ritonavir, which could have predisposed him to renal tubular acidosis.

HIV patients are more prone to infection and sepsis due to the

impaired immune system. Co-existence of anion gap metabolic acido-

sis from sepsis and non-anion gap metabolic acidosis from tenofovir-

induced nephrotoxicity can be seen more commonly, as it is widely

used. With early identification, the offending agent can be

discontinued and switched to appropriate agent.

SEVERE ACUTE PANCREATITIS IN A PATIENT WITH NON

SMALL CELL LUNG CARCINOMA ON ALECTINIB Agnes

McAuliffe1; Alexei Shimanovsky2. 1University of Connecticut, Manchester,

CT; 2University of Connecticut, Storrs, CT. (Control ID #2941902)

LEARNINGOBJECTIVE #1: To recognize potential side effects of tyrosine

kinase inhibitors, specifically alectinib

CASE: A 53- year-old male with past medical history of hypertension, hyper-

lipidemia and alcohol use was diagnosed with unresectable stage IIIA left lung

adenocarcinoma. He was initially treated with cisplatin and etoposide with

concurrent radiation followed by two additional cycles of cisplatin and

pemetrexed. Post treatment imaging revealed improvement in size of his lung

mass and mediastinal lymph nodes. However, six months later, surveillance

imaging revealed progression of his cancer to the contralateral side lymph

nodes and an increase in the left lung mass. His tumor tested positive for an

anaplastic lymphoma kinase rearrangement, and negative for EGFR and

ROS1. Interestingly, his PD-L1 expression was 80%. He was then started on

alectinib 600mg PO twice daily. After six weeks on the alectinib, he presented

with epigastric abdominal pain and weakness. He was found to have acute

pancreatitis with triglyceride levels over 5,000 and lipase of 2,206. The cause

of pancreatitis was thought to be hypertriglyceridemia due to alectinib. His

condition worsened and he developed acute respiratory distress syndrome and

respiratory failure requiring intubation and ultimately tracheostomy. He had a

prolonged hospitalization over one month in the intensive care unit. He had to

undergo plasmaphoresis for the triglyceridemia. His alectinib was stopped

indefinintely. He ultimately recovered from his acute illness but now is

experiencing complications with loculated pancreatic pseudocysts. He is

currently not undergoing further treatment. His lung cancer has remained stable

and in fact decreased in size on recent imaging.

IMPACT: This case report demonstrates a severe adverse event from a tyrosine

kinase inhibitor in a patient with progressive non-small lung adenocarcinoma.

For the first time in the literature, we suspect alectinib as the likely cause of

hypertriglyceridemia ultimately leading to pancreatitis. This is an important

adverse event to monitor for in patients on alectinib especially with other

baseline risk factors.

DISCUSSION: ALK tyrosine kinase inhibitors overall are well tolerated and

alectinib has fewer major adverse events compared to crizotinib and ceretinib.

Reported major side effects of alectinib include hepatotoxicity and less com-

monly, pulmonary toxicity. Hypertriglyceridemia is not listed under known

side effects except in one preclinical data set from pharmaceutical company.

This patient had both elevated LFTs as well as elevated triglycerides. It is likely

that his baseline higher triglycerides and alcohol use, contributed to his entire

course. Therefore, it may be important to follow triglycerides in patients on

alectinib, especially those who have additional risk factors for pancreatitis. It is

also important to recognize lab abnormalities as possibly being a side effect of

the TKI. This discovery may prevent further complications and allow earlier

medication adjustment.

SEVERE CEREBRAL MALARIA WITH BLACKWATER FEVER

ANDPROLONGEDMEMORY IMPAIRMENTBenjamin Kwok; Allison

Guttmann; Rishi K. Pandya; Vineet Reddy. New York University, New York,

NY. (Control ID #2940002)

LEARNING OBJECTIVE #1: Recognize the complications of Blackwater

Fever

LEARNING OBJECTIVE #2: Recognize cerebral malaria and long-term

outcomes

CASE: A healthy 39-year-old woman presented with malaise and recurrent

high fevers two weeks after returning from Uganda. Her initial exam was

unremarkable. Workup revealed thrombocytopenia (platelets, plts 81x103/μL)

and mixed Plasmodium falciparum and ovale infection with 14% parasitemia.

Intravenous doxycycline and quinidine were started and parasitemia decreased

to 2% within 6 hours. However, the patient experienced writhing-like move-

ments and became progressively obtunded. Continuous video electroenceph-

alogram showed no epileptiform activity. MRI-brain revealed bilateral foci of

microhemorrhages and restricted diffusion in the bilateral hippocampi. Her

clinical course was further complicated by hemodynamic instability related to

intravascular hemolysis with nadir hemoglobin 4.9g/dL, plts 15x103/μL and

hemoglobinuria on hospital day (HD) 1 that persisted until HD 5. She devel-

oped anuric renal failure and required continuous renal replacement therapy

(RRT) on HD 4. She remained obtunded until HD 11 when her mental status

began to improve. On HD 22, she was discharged close to her neurologic

baseline with the exception of short-termmemory impairment. She was unable

to perform immediate recall of objects and events, even with prompting. One

month post-discharge, her renal function recovered and she no longer required

RRT. However, her memory impairment persisted.MRI-brain showed bilateral

hippocampal sclerosis. Six months post-discharge, she continued to be unable

to perform instrumental activities of daily living because of persistent memory

loss.

IMPACT: There is a paucity of studies looking at radiographic findings and

neurologic deficits in patients with cerebral malaria. In the few studies
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available, radiographic findings are nonspecific and rarely clinically correlate.

However, our patient developed significant memory dysfunction that correlat-

ed with her hippocampal sclerosis. Further research in this area may help

elucidate how to prognosticate and manage adult patients with persistent

neurologic deficits after cerebral malaria.

DISCUSSION: Blackwater Fever (BWF) is characterized by mild hemolysis

and hemoglobinuria. It has been strongly linked to the administration of

quinine-based therapies. Physicians have to be vigilant for BWF as it may

occur rapidly after administration of known triggers and the resultant hemoly-

sis may be significant, requiring immediate support and close monitoring. Our

patient developed severe BWF with persistent hemolysis, severe anemia and

thrombocytopenia that required multiple blood product transfusions and use of

vasopressors. It also contributed to her need for RRT. Cerebral malaria is

uncommon in adults and neurologic deficits are mostly reversible. Rarely, it

may cause persistent neurologic deficits including ataxia, blindness and epi-

lepsy. Even more rare are radiographically-correlated deficits as demonstrated

by our patient.

SEVERE EUGLYCEMIC DIABETIC KETOACIDOSIS ASSOCIATED

WITH CANAGLIFLOZIN (INVOKANA): "A BLACK BOX WARN-

ING" Pragya Shrestha1; Muhammad Z. Khan1; Shelina Malla2; Brian

Chwiecko1. 1Reading hospital- Tower Health System, Wyomissing, PA;
2Reading hospital, Tower Health, Wyomissing, PA. (Control ID #2939070)

LEARNING OBJECTIVE #1: Recognize the severe side effect profile of

Sodium-glucose co-transporter 2 (SGLT-2) inhibitors causing euglycemic

diabetic ketoacidosis.

CASE: A 71 y/m with a history of uncontrolled type II diabetes mellitus

(HA1C 9.7%) and COPD with remote history of smoking presented with

worsening shortness of breath with cough, productive sputum and congestion

since 4 days. He was afebrile, in moderate respiratory distress with RR of 33

bpm, BP of 156/71 mm Hg, O2 saturation 98% on room air. He had bibasilar

crepitation with egophony on the right lung base. XR chest revealed patchy

alveolar opacity in the right posterior lower lung field suggestive of pneumo-

nia. Laboratories findings were significant for WBC 14 with 80% neutrophils,

glucose at 246 mg/dl with anion gap of 28, sodium 136 meq/L, potassium 5.3

meq/L and lactate 1.7 meq/L. Beta hydroxybutyrate was elevated at 9.51

mmol/L. Arterial blood gas done showed severe anion gap metabolic acidosis

with pH 6.88, HCO3 3.9 meq/L, pO2 72.1mmHg and pCO2 21.3 mmHg.

Osmolar gap calculatedwas 28mosm/K. Patient was admitted in intensive care

unit and started on diabetic ketoacidosis (DKA) protocol with regular insulin at

0.1U/Kg/hr and supplemental bicarbonate. He was also treated for community

acquired pneumonia with Ceftriaxone and Azithromycin. On reviewing histo-

ry, patient was on Canagliflozin 300 mg once daily (since 3 years), Glipizide

20 mg twice daily, Metformin 1000mg twice daily and Pioglitazone 30mg

once daily for his diabetes. Although patient's blood glucose remained in the

range 140-200 mg/dl, DKA protocol was continued along with dextrose

infusion to close the anion gap (euglycemic DKA) and maintain goal glucose

level. Insulin infusion was transitioned to insulin glargine 20U daily and

insulin aspart 8U three times daily with meals after normalization of anion

gap (for total requirement of 50U in 24 hours). Patient was advised to

discontinue canagliflozin indefinitely on discharge.

IMPACT: I became aware of this adverse effect of SGLT-2 inhibitor and have

also made my patients aware of it.

DISCUSSION: Sodium-glucose co-transporter 2 (SGLT-2) inhibitors are the

newest oral antihyperglycemic medications approved by the Food and Drug

administration (FDA) for treatment of patients with type 2 diabetes mellitus

(T2DM). Since its approval in 2013 and widespread use, data have emerged

with concerns of SGLT-2 inhibitors, including canagliflozin, for association

with diabetic ketoacidosis (DKA). Physicians should be aware of this potential

and dangerous side effect of DKA in patients of type 2 diabetes mellitus on this

medication. Even though, these may present with normal glucose level, prompt

identification of this association may aid in effective management. Further

investigation and research should be directed towards identifying possible

association of SGLT-2 inhibitors and high anion and osmolar gap metabolic

acidosis.

SEVERE HEADACHE: A DIAGNOSTIC DILEMMA OF MIGRAINE

VS. MENINGITIS Aiman Zafar; Grace Kajita; Marilou Corpuz. Montefiore

Medical Center, Albert Einstein College of Medicine, Bronx, NY. (Control ID

#2945513)

LEARNING OBJECTIVE #1: To recognize meningitis as a possible differ-

ential in a patient with severe refractorymigraine in the absence of typical signs

of both meningitis and herpes simplex virus (HSV) infection.

LEARNING OBJECTIVE #2: To recognize meningitis as a possible trigger

for migraine attack.

CASE: A 53 year-old woman with chronic refractory migraines since child-

hood was admitted for severe headache typical for her migraines, with associ-

ated photophobia, phonophobia and nausea. One week prior, she had been

given steroid taper for a similar migraine attack. Because she also complained

of burning sensation in her vulva, a genital exam was done and found

unremarkable. On the third hospital day, she developed high grade fever, neck

pain and headache and her vulvar symptoms worsened. Physical exam was

without nuchal rigidity; her genital exam found erosions on the labia majora.

Due to symptoms and mild leukocytosis, she was treated for meningitis with

empiric antibiotics and antivirals. Cerebrospinal fluid (CSF) analysis was

remarkable for white blood cell count 302 cells/uL (93% lymphocytes) and

normal protein (41 mg/dl) and glucose (99 mg/dl). CSF herpes simplex virus

(HSV) 2 PCR was positive. Her symptoms improved with acyclovir.

IMPACT: In patients with unrelenting migraines, meticulous evaluation

should be performed to look for other causes of the headaches as migraine

and meningitis may coexist or meningitis may possibly trigger a migraine

attack.

DISCUSSION: Severe, disabling headaches can have varied causes, some of

which are fatal. Migraine headaches are often recurrent but can present with

intense symptoms. Aseptic meningitis can be lethal with infectious and non-

infectious etiologies. Enteroviruses and HSV-2 are common viral agents that

cause aseptic meningitis in adults. In a study done atMayo clinic, about 80% of

patients with HSV2 in CSF had no history of genital herpes or lesions at time of

presentation. It is fortunate that our patient had genital complaints that

prompted an evaluation for herpes infection. Migraines and aseptic meningitis

can have overlapping symptoms of headache, nausea, vomiting and debility,

although fever is often seen in viral meningoencephalitis. In our patient, the

HSV-2 meningitis presumably triggered a severe migraine attack. Alternative-

ly, another explanation is that she may just have had concurrent illnesses,

although her initial presentation was inconsistent with meningitis. Her recent

steroid use and stress from her migraine pain may have precipitated an HSV-2
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flare with meningitis. It is essential that in a patient with refractory migraine not

improving on maximal therapy, other diagnoses such as aseptic meningitis

should be considered. Migraine headaches are recurrent and HSV 2 is also one

of the causes of recurrent meningitis, hence careful consideration is important

these patients.

SHINGLES IS JUST NOT SINGLE: A RARE CASE OF HERPES

ZOSTER AFFECTING ALLTHREE BRANCHES OF THE TRIGEM-

INAL NERVE Shabatun Islam1; Nabila S. Azad1; Emily Mclean2; Ryan

Chippendale1. 1Boston University School of Medicine, Boston, MA; 2Boston

Medical Center, Boston, MA. (Control ID #2936476)

LEARNINGOBJECTIVE #1: Identify unique clinical features of diagnosing

and treating herpes zoster in older adults

LEARNING OBJECTIVE #2: Recognize complications of herpes zoster

including herpes zoster ophthalmicus, bacterial superinfection and Ramsay

Hunt Syndrome

CASE: An 89-year-old female with history of hypertension presented with

right-sided facial rash with orbital swelling that started three days after Moh's

surgery for basal cell carcinoma on her nose. She had multiple vesicles (2-10

mm) with overlying dry yellow serous crusting on the right side of her face in

the V1/V2/V3 distribution. On eye exam, she had right-sided conjunctival

injection with superior and inferior eyelid edema. Extra-ocular movements and

vision were intact. Ear exam noted vesicular lesions in the external auditory

canal, but normal tympanic membranes. Hearing and neurological exam were

normal. CT scan of the head and neck showed right-sided preseptal cellulitis.

The patient was diagnosed with herpes zoster involving all three divisions of

the trigeminal nerve, with superimposed bacterial infection, complicated by

preseptal cellulitis and herpes zoster ophthalmicus. The patient was success-

fully treated with a 7-day course of Valtrex for herpes zoster and doxycycline

for superimposed bacterial infection and preseptal cellulitis.

IMPACT: Herpes zoster is a relatively common disease in the elderly, but it is

rare to see all three branches of the trigeminal nerve involved, as in this case.

When this occurs, it is important to recognize complications such as herpes

zoster ophthalmicus, bacterial superinfection and Ramsay-Hunt Syndrome to

ensure prompt treatment and to avoid long-term sequelae.

DISCUSSION: The varicella zoster virus is a neurodermotropic virus that lies

dormant in the sensory ganglion and during periods of stress, is reactivated

causing herpes zoster. Reactivation is more common in older adults. The rashes

typically erupt unilaterally in a dermatomal distribution but it is rare to see all

three branches of the trigeminal nerve involved, as in this case. The most

common complication of herpes zoster is superimposed bacterial infection.

When the trigeminal dermatomes are involved, it is important to recognize and

treat ocular and otic complications. This case was complicated by extensive

ocular involvement including preseptal cellulitis and herpes zoster

ophthalmicus. Herpes zoster ophthalmicus encompasses multiple pathologies.

Blepharoconjunctivitis is edema and inflammation of the outer eyelids as seen

in this case. Keratitis and uveitis are more serious pathologies, which can lead

to blindness. Ophthalmology evaluated the patient and did not find any corneal

or intraocular involvement. Otic complications also need to be ruled out. If the

seventh cranial nerve is involved, the patient may have facial-muscle weakness

with hearing loss and vertigo (Ramsay Hunt syndrome). Thorough neurolog-

ical and auditory exams are important. Otolaryngology saw the patient and

ruled out Ramsay Hunt syndrome.

SHOULD SUCH FINDINGWARRANTMORE DETAILEDWORKUP

FOR UNDERLYING MALIGNANCY? Assad Mohammedzein; Joshua

Crane; Muhammad Habib. Texas Tech University Health Science Center,

Amarillo, TX. (Control ID #2939804)

LEARNING OBJECTIVE #1: Recognize the significance of bilateral prox-

imal lower extremity DVT.

CASE: A 77 years old man presented to the ED with a 2-day history of

progressive bilateral lower extremity swelling. 2 weeks prior to that, he had

had a left TKR, and he was undergoing rehabilitation. His only other complaint

was mild exertion dyspnea, he denied chest pain or hemoptysis. He has a PMH

of Osteoarthritis, A Fib, 3-vessel CABG, OSA, adherent with nocturnal CPAP.

He is ex-smoker with a cumulative 30 pack per year, quit over 40 years earlier.

Examination revealed saturation of 92% RA, Hr 111 bpm irregular, BP 110/68

and RR 20. 2+ pitting edema up to his knees bilaterally with mild tenderness on

deep palpation of the calves. Lung auscultation revealed minimal bibasilar

crackles. Venous Doppler lower extremity revealed an occlusion of the right

superficial femoral vein and left common femoral vein. Chest x-ray showed

mild pulmonary congestion. He was commenced on diuretics and therapeutic

dose Enoxaparin. In view of his dyspnea and mild hypoxia, a CTA was

performed which was negative for PE but showed a 4-cm left supra-hilar mass

and bilateral mediastinal lymphadenopathy. He declined biopsy of the lung

lesion, and was subsequently discharged back to finish rehabilitation on

Enoxaparin, and was scheduled for PET-CT and an oncology evaluation.

However, he returned shortly thereafter with worsening SOB. A repeat CXR

revealed a large left sided pleural effusion. Thoracentesis with cytology was

consistent with adenocarcinoma, possibly of bronchial origin. PET-CTshowed

a hypermetabolic LUL lungmass withmetastatic foci in the left parietal pleura,

the left 9th rib, and the vertebral body of L4. Both the Patient and his family

opted for hospice, a PleurX catheter was placed, and he was discharged home

with hospice care.

IMPACT:Although this patient appears to have provoked DVT, the finding of

bilateral limb involvement is relatively rare, and is disproportional to the risk

posed by the procedure alone. This patient's lung lesion was missed on his

initial CXR. Additionally, He does not qualify for low dose chest CT based on

his smoking history. In such cases, it may be indicated to more extensively

screen for occult malignancy.

DISCUSSION: This case highlights the potential advantage of screening

patients for occult malignancy in the setting of unprovoked DVT. At present,

The International Society on Thrombosis and Hemostasis support a limited

diagnostic approach. This recommendation is based on several studies dem-

onstrating no added survival benefit for extensive workup. Certain venous

thrombosis are considered high risk and warrant extensive workup including

recurrent VTE, portal, hepatic, splanchnic and cerebral thromboses. How

extensively to search for hidden malignancy is unclear on subsets of patient

with bilateral DVT. In our opinion bilateral proximal DVT should be consid-

ered a high risk for malignancy and might warrant a more extensive workup.

SHUNTING LEFT OR RIGHT? A CASE OF HEPATOPULMONARY

SYNDROME Clare Prohaska; Anand Shah; Christopher J. King. University

of Colorado, Denver, CO. (Control ID #2946749)

LEARNING OBJECTIVE #1: Describe the pathophysiology of

hepatopulmonary syndrome.
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LEARNING OBJECTIVE #2: Distinguish between anatomic and physio-

logic shunts.

CASE: Ms. W is a 49-year-old woman with a past medical history of chronic

hypoxemia requiring 3L oxygen at baseline, cirrhosis due to alcohol abuse and

untreated hepatitis C, recent intraatrial shunt repair who was admitted for

worsening hypoxia. On presentation, she required 15L via non-rebreather;

she had digital clubbing and orthodeoxia. Labs were significant for a platelet

count of 23x109/L, white blood cell count 2.1 x109/L, INR 1.5 with an initial

MELD-Na 15. An echocardiogram showed a significant right to left commu-

nication during agitated saline test at the level of the interatrial septum suspi-

cious for failure of her atrial septal defect closure device. Cardiac CT showed

appropriate positioning of the device without evidence of shunt. Cardiology

felt that hepatopulmonary syndrome was more likely than shunt closure device

failure, as the bubbles were seen were after several cardiac cycles. A

ventilation-perfusion scan showed a shunt fraction of 35%, confirming a

diagnosis of grade 4 hepatopulmonary syndrome. She was not a candidate

for liver transplantation given her history of recent alcohol abuse. She was sent

home on 10L of oxygen with recommendations for outpatient palliative care

follow up.

IMPACT: Internists should be able to distinguish different types of shunts,

particularly in the case of hypoxia.

DISCUSSION: Intracardiac shunts, including atrial septal defects, result in

shunt flow in both directions across the defect which depends upon the

pressure gradient and vary during different phases of the cardiac cycle. Blood

flow from the left to the right side of the heart causes right sided cardiac and

pulmonary artery dilatation and increased pulmonary vascularity. The increase

in blood flow through the pulmonary vasculature causes increased pulmonary

vascular resistance and pulmonary arteriolar hypertension. As the pressure in

pulmonary vasculature increases, net flow through the shunt reverses and

results in overall right-to-left shunting causing cyanosis that is not amenable

to treatment with supplementary oxygen. Hepatopulmonary syndrome (HPS)

occurs in up to 30% of patients with underlying cirrhosis or portal hyperten-

sion. HPS is caused by increased pulmonary angiogenesis, dilation of the

capillary and precapillary vessels and impaired hypoxia-induced pulmonary

vascular vasoconstriction. This leads to increased mixed venous blood passing

rapidly through the pulmonary vasculature despite unchanged alveolar venti-

lation, leading to ventilation-perfusion mismatch, the main mechanism of

hypoxia in HPS. Impaired oxygen diffusion also plays a role in hypoxia, as

the room air concentration of oxygen in the alveolus is unable to oxygenate

blood near the center of dilated alveolar capillaries. This can only be overcome

by increasing the amount of inspired oxygen, which differentiates HPS, a

physiologic shunt, from an anatomic, or right to left, shunt.

SICKLE CELL CARDIOMYOPATHY Babikir Kheiri; Farah Elounais;

Adiraj Singh; Ghassan Bachuwa. Hurley Medical Center/Michigan State Uni-

versity, Flint, MI. (Control ID #2914387)

LEARNING OBJECTIVE #1: Recognize sickle cell disease as a cause of

reversible dilated cardiomyopathy.

LEARNING OBJECTIVE #2: Recognize the different treatment modalities

of pulmonary edema in the setting of acute sickle cell vaso-occlusive crises.

CASE: A 21-year-old man with a past medical history of sickle cell disease

(SCD), asplenia and previous cholecystectomy presented to the emergency

department with fatigue and generalized body pain, typical of his recurrent

acute sickle cell vaso-occlusive crises. He was treated initially with intravenous

hydration and analgesia. However, he suddenly deteriorated and developed

acute shortness of breath and respiratory distress. On physical examination, his

jugular venous pressure was elevated with oxygen saturation of 70% on a 15-

liter non-rebreather mask, blood pressure of 90/42, heart rate of 104/minute,

and respiratory rate of 28/minute. Chest examination revealed reduced air entry

and bi-basal fine crackles. His lower limbs demonstrated 2+ pitting edema.

Other physical examination was unremarkable. Laboratory investigations

showed hemoglobin of 8.2 g/dl (Ref: 13.5-17.5), white cell count of 10 k/ul

(Ref: 4-10.8), platelets count of 589 k/ul (Ref: 130-430), reticulocytes of

15.4% (Ref: 0.5-2.0), total bilirubin 11.7 mg/dl (Ref: 0.3-1.2), albumin 4 g/dl

(Ref: 3.4-4.8) and normal kidney function tests and urinalysis. His chest x-ray

showed pulmonary edema. He was placed initially on BiPAP, which he

couldn't tolerate, and, therefore, he was intubated and mechanically ventilated.

His echocardiogram showed severe bi-ventricular dilatation with left ventric-

ular ejection fraction (EF) of 20-25%. He was started on cautious intravenous

furosemide, norepinephrine, and he received multiple exchange transfusions.

He made a good recovery with complete resolution of his pulmonary edema

within a few days and he was extubated successfully. His repeated echocar-

diogram showed complete resolution of his dilated cardiomyopathy (EF of

55%) and a subsequent stress test was negative.

IMPACT: This case raised our awareness of the potential cardiac manifesta-

tions of SCD. Patients with SCD and underlying new-onset cardiomyopathy

should be monitored closely in an intensive-care unit with aggressive treatment

including exchange transfusions as these patients can deteriorate rapidly with

very poor outcomes.

DISCUSSION: SCD is a life-threatening genetic disorder due to a point

mutation in the beta globin gene resulting in the production of sickle hemo-

globin. The major clinical manifestations of SCD are related to hemolytic

anemia, infection, and vaso-occlusion and can lead to tissue ischemia, infarc-

tion and pain. The cardiac complications of SCD are not uncommon and are

often an unrecognized cause of morbidity and mortality. Reversible dilated

cardiomyopathy is an uncommon manifestation of SCD and can result in

sudden cardiac death. The mechanisms are not fully understood; however,

coronary artery vaso-occlusion and increased oxygen demand have been

suggested.

SIMPLE FOCAL NON-CONVULSIVE STATUS EPILEPTICUS

(NCSE) MASQUERADING AS ACUTE CEREBROVASCULAR AC-

CIDENT. A CASE REPORT Mohamed Azab1; Yen Cao1; Amaan Shafi2;

Syed M. Saghir1; Ji Yoo1. 1University of Nevada Las Vegas School of Med-

icine, Las Vegas, NV; 2University of nevada Las Vegas school of medicine,

Henderson, NV. (Control ID #2930866)

LEARNINGOBJECTIVE #1: - Recognize non-convulsive status epilepticus

as a possible cause of unexplained focal neurological deficits.

LEARNING OBJECTIVE #2: - EEG patterns can be uncertain in the

diagnosis of NCSE. A trial of antiepileptics can help in making the diagnosis.

CASE: Our patient is a 64-year-old female with no past medical history of

seizures. She was brought to the hospital emergency room for an unwitnessed

episode of loss of consciousness. On initial physical examination, she had a

completely unremarkable neurological exam. She was admitted to the medi-

cine floor for workup of her syncope. On hospital day two, the patient was

found to have newly developed aphasia and right-sided body weakness in
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addition to mild confusion. The patient was last witnessed without her symp-

toms more than 4 hours before, thus, no thrombolytic therapy was considered.

An initial CT of the brain without contrast showed no acute pathological

changes. This was followed by an MRI of the brain, which showed no

evidence of acute cerebrovascular accident (CVA). Alternative diagnoses for

the patient symptoms were sought and an urgent electroencephalogram (EEG)

was performed. Initial EEG was characterized by multiple episodes of gener-

alized 3-hertz spike and wave activity consistent with subclinical seizures.

Immediate antiepileptic treatment was initiated with intravenous administra-

tion of Lorazepam which resulted in instant resolution of her symptoms. A

repeat EEG showed no evidence of seizure activity. The patient was started on

Phenytoin for long-term antiepileptic therapy.

IMPACT: When the diagnosis of NCSE is suspected, an intravenous anti-

seizure drug trial is required, if the significance of uncertain EEG patterns is

unclear.

DISCUSSION: Status epilepticus is defined by the International League

Against Epilepsy (ILAE) as a condition of abnormally prolonged seizures

resulting either from the failure of mechanisms responsible for seizure termi-

nation or from the initiation of mechanisms. The temporal threshold that

defines an abnormally prolonged seizure is based on the type of seizure. This

duration is five minutes in convulsive status epilepticus. For status epilepticus

without prominent motor symptoms or NCSE, the threshold is ten minutes.

The clinical setting and etiology, EEG findings and the clinical status of the

patient are several variables that may dictate the diagnosis and treatment of

NCSE. Furthermore, the extent to which electrographic activity contributes to

clinical impairment or ongoing neuronal injury is not always clear. Our patient

was initially diagnosed with an acute cerebrovascular accident (CVA) due to

clinical manifestation. However, an alternative diagnosis was sought after the

MRI of the brain showed no evidence of acute CVA. Since clinical signs and

symptoms are nonspecific in the diagnosis of NCSE, an EEG is required.

Additionally, an intravenous anti-seizure drug trial is required in some cases if

the significance of uncertain EEG patterns is unclear.

SLOW DOWN! A CASE OF HEART FAILURE IN A MAN WITH

PACEMAKER-MEDIATED TACHYCARDIA Eric W. Rudofker; Eric A.

Young. University of Colorado School of Medicine, Denver, CO. (Control ID

#2944771)

LEARNING OBJECTIVE #1: Diagnose and manage pacemaker-mediated

tachycardia.

LEARNING OBJECTIVE #2: Recognize chronic right ventricular pac-

ing as an etiology of cardiomyopathy.

CASE: A 55-year-old man with sick sinus syndrome requiring pacemaker

placement twenty years ago was admitted for several weeks of dyspnea on

exertion. Physical exam revealed tachycardia at a consistent rate of 120 beats

per minute (BPM), elevated JVP, and lower extremity edema. Pacemaker

interrogation eight months prior showed the pacemaker was set to DDDR

mode with >99% ventricular pacing. Laboratory data, chest x-ray, and CT

angiogram of the chest were unremarkable. Electrocardiogram demonstrated a

wide-complex tachycardia with each ventricular beat preceded by a pacemaker

spike. Placing a magnet over the pacemaker resulted in a lowering of the heart

rate. Pacemaker interrogation revealed ongoing wide complex tachycardia

lasting several months. Reprogramming the pacemaker to VVI with a lower

rate limit of 50 BPM led to cessation of the tachycardia and revealed an

intrinsic sinus rhythm with 2:1 AV conduction and an average ventricular rate

of 60 BPM. An echocardiogram showed inferior and septal wall motion

abnormalities. Left ventricular ejection fraction (LVEF) was estimated at 15-

20%. A coronary angiogram was normal. He was started on a beta-blocker,

ACE-inhibitor, and diuretics. A pacemaker interrogation one month post-

discharge showedV-pacing 19% of the time. On repeat echocardiogram, LVEF

had improved to 25-30%.

IMPACT: This case demonstrates a rare but potential adverse effect of dual-

chamber pacing. It also highlights chronic RV pacing as a potential etiology of

heart failure in patients with pacemakers.

DISCUSSION: The pacer spikes preceding each wide QRS suggest

pacemaker-mediated tachycardia (PMT). PMT occurs when a ventricular

impulse travels retrograde through the AV node. The pacemaker senses the

atrial depolarization as normal, and after a programed AV delay, if no ventric-

ular impulse is sensed, it delivers a paced ventricular beat which again travels

retrograde to the atria, creating a circuit. Dual-chamber pacemakers are sus-

ceptible to PMTas they sense and pace both chambers. Placing a magnet stops

the tachycardia by inhibiting all sensing and pacing at a programmed rate.

Many pacemakers have PMT termination algorithms which break the cycle by

lengthening the period after a ventricular beat in which atrial sensing is

blocked. In our patient it is unclear if this occurred. Pacing-induced cardiomy-

opathy is reported to occur in 9-20% of chronic RV-paced patients. This is

likely due to associated adverse cellular and hemodynamic changes. Our

patient may have developed acute on chronic systolic dysfunction due to

months of tachycardia on top of over twenty years of RV pacing.

SMALLBUT SEVERE: CANDIDIASIS ASSOCIATEDESOPHAGEAL

(MICRO) PERFORATION Rifat Mamun; Krystle Hernandez; Ana I.

Velazquez. Mount Sinai Beth Israel, New York, NY. (Control ID #2944976)

LEARNING OBJECTIVE #1: Diagnose complications of esophageal

candidiasis

LEARNING OBJECTIVE #2: Consider esophageal micro-perforation as an

etiology of pulmonary abscess in patients with complicated candidiasis

CASE: A 28 year old male with history of AIDS complicated by oral thrush

and anal condyloma presented with chronic productive cough for over two

years. Cough was productive of yellow and green sputum and associated with

upper abdominal ‘tightness'. The patient denied fevers, chills, dysphagia, or

odynophagia. He denied recent travel, sick contacts, and hospitalizations. No

history of incarceration, institutionalization or shelter stay. On exam, the

patient was in no acute distress, had evidence of oral thrush and had decreased

breath sounds in left lower lobe. Labs were notable for CD4+ 18 cells/mL, VL

52,400 copies/mL, WBC 11 K/uL with neutrophilic predominance and nega-

tive AFB sputum x3. Respiratory cultures were poly-microbial with presence

of both gram positive cocci and bacilli as well as Candida albicans. A CTscan

was significant for a multi-loculated rim-enhancing hypodense lesion in the left

lower lobe as well as a dilated and hyperemic esophagus with adjacent foci of

air suggestive of esophageal perforation. Subsequent esophagram was notable

for a shaggy esophagus compatible with candida esophagitis and findings

consistent with micro-perforation related to ulceration from candidiasis. There

was no extravasation of contrast. The patient was treated with empiric anti-

bacterial and antifungal agents with improvement in symptoms.

IMPACT: Esophageal candidiasis is an AIDS defining illness that is increas-

ingly common with low CD4+ counts. Although generally manageable with

JGIM ABSTRACTS S615



oral anti fungals, development of serious associated complications can signif-

icantly increase the associated morbidity and mortality. Invasive or azole

resistant candidiasis can lead to pulmonary and mediastinal involvement due

to either hematogenous spread or anatomical disruption.

DISCUSSION:We present an atypical case of a solitary lung abscess that was

likely secondary to esophageal micro-perforation from esophageal candidiasis.

Esophageal perforation is a rare but previously described complication of

invasive variety candidiasis. Lung involvement by Candida species typically

presents as multiple lung abscesses due to the hematogenous fungal dissemi-

nation. Isolated collections or abscesses are rarer and have been described in

association with anatomical disruption. Empyema due to fistula formation

between the gastrointestinal tract and pleural cavity as well as Candida

mediastinitis have been described and carry very high morbidity and mortality

rates. A high degree of clinical suspicion is required to diagnose and treat this

entity as it is associated with several high risk complications.

SNAP, CRACKLE, POP: WHEN PLEURODESIS GOES WRONG

Krishna Pandya; Jonah S. Kreniske; Marjorie E. Bateman. Tulane University

School of Medicine, New Orleans, LA. (Control ID #2945903)

LEARNING OBJECTIVE #1: Determine the etiology of acute facial swell-

ing in a hospitalized patient

LEARNING OBJECTIVE #2: Recognize the significance of subcutaneous

emphysema

CASE: A 50-year-old Caucasian man with a history of poorly controlled

COPD presented with one day of dyspnea, wheezing, and pleuritic chest pain.

He had no accessory respiratory muscle use, and his chest pain was not

reproducible with palpation. Wheezes and decreased breath sounds were

present bilaterally. His COPD exacerbation was treated with oxygen,

ipratropium/albuterol nebulizers, and steroids. Computed tomography showed

a 2.5 cm right-sided, loculated pneumothorax with multiple bullae, and a right-

sided chest tube was placed. To prevent recurrence, the patient underwent

thoracoscopic-guided talc pleurodesis. After the procedure he developed diffi-

culty opening his right eye and discomfort secondary to right-sided swelling of

his face and chest. He was hemodynamically stable with no increased work of

breathing or signs of airway compromise. He had no urticaria or swelling of

mucous membranes, and his lungs were clear to auscultation. Interval devel-

opment of crepitus was noted from the incision site on the right hemithorax to

the ipsilateral periorbital region. A diagnosis of subcutaneous emphysema (SE)

was made. The patient was monitored clinically over the next three days with

complete resolution of crepitus.

IMPACT: Timely and thorough physical exam was critical in determining the

etiology and management of the patient's facial swelling. Physicians face

substantial pressure to prioritize time spent with the electronic patient over

face-to-face time with the live patient. For the team involved in this case, the

diagnostic relevance of an unusual physical exam finding served as a reminder

that patient care must begin and end at the bedside.

DISCUSSION: SE can present with sudden, painless swelling and redness of

the thoracic and cervicofacial region. However, this presentation may also be

seen in conditions such as anaphylaxis and angioedema, which must be

managed urgently due to the threat of airway compromise. Clinicians should

closely examine the patient for crepitus caused by movement of trapped air.

Crepitus is pathognomonic for SE and has been described as a crackling

sensation beneath the skin. If equivocal, characteristic radiolucent streaks

through tissue and muscle on imaging may confirm the diagnosis. Patients at

high risk for spontaneous SE include those with underlying lung conditions

such as COPD while trauma and procedures may result in secondary SE. Our

case highlights the unusual finding of facial and thoracic SE secondary to

thoracoscopic talc pleurodesis. SE is often benign but is imperative to diagnose

as severe air accumulation can lead to pneumopericardium, pneumothorax, or

compartment syndrome. As this condition is rare, we hope that sharing this

case may add to the growing body of SE literature and increase awareness of

the significance of this condition.

SNIFFING OUT THE PROBLEM: AN ATYPICAL PRESENTATION

OF VASCULITIS Daniel G. Guck; Ami DeWaters. Penn State Hershey

Medical Center, Hummelstown, PA. (Control ID #2940947)

LEARNING OBJECTIVE #1: Recognize an atypical presentation of Eosin-

ophilic Granulomatosis with Polyangiitis (EGPA)

LEARNING OBJECTIVE #2: Identify inappropriate chronic antibiotic use

CASE: A 30 year-old woman presented with a six month history of a painful

nasal ulcer, accompanied by cervical lymphadenopathy, myalgias, and severe

fatigue. She had been treated with antibiotics for presumed nasal cellulitis and

sinusitis since the ulcer was first identified, but had shown no improvement.

She was admitted for a biopsy of the lesion out of concern for malignancy. On

admission, she reported persistent nasal pain and recurrent sinusitis, but no B

symptoms, including no fevers or weight loss. She had no relevant past

medical or surgical history. She did not use any intranasal medications or illicit

drugs. Her vital signs were a temperature of 36.6 Celsius, heart rate 99 beats/

minute, blood pressure 128/82 mmHg, and 100% oxygen saturation on room

air. On exam, a 1x1 cm necrotic ulcer was present in the left nostril along the

medial edge with fibrinous discharge. Laboratory testing demonstrated normal

total white blood cells, normal creatinine, and negative testing for rheumatoid

factor, antinuclear antibody, complement levels, Blastomyces dermatitidis

antibody, Histoplasma antigen, and HIV antigen/antibody. The perinuclear-

ANCAwas positive and absolute eosinophilia of 960 (12.5%) was present. A

biopsy was obtained which demonstrated necrosis and inflammation with

eosinophils. EGPAwas diagnosed. She was started on prednisone 40 mg daily

and had improvement of her symptoms.

IMPACT:Nasal ulceration in the absence of asthma is an atypical presentation

of EGPA. Nasal ulcerations that do not improve with antibiotics are suspicious

for atypical processes, such as autoimmune disorders. Recognizing atypical

processes can prevent antibiotic overuse.

DISCUSSION: This case highlights an atypical presentation of EGPA. Asth-

ma occurs in more than 95% of patients with EGPA, however this patient had

no history of asthma. In addition, though 3.7% of patients with EGPA have

gangrenous necrotic lesions, these typically occur on extensor skin surfaces;

necrotic lesions have not been reported previously in the nasal mucosa. Despite

this atypical presentation, this patient did have peripheral eosinophilia, recur-

rent sinusitis, and a positive perinuclear-ANCA test that led to the diagnosis of

EGPA. In order to prevent delayed diagnosis of potentially precarious diseases,

it is important for clinicians to broaden their differential diagnosis for nasal

ulcerations, particularly for ulcerations that are proven to be unresponsive to

antibiotic therapy. Antibiotic overuse exposes patients to medication side

effects, opportunistic infections, and antimicrobial-resistant bacteria. This pa-

tient was exposed to six months of antibiotics without seeing any improvement

in her symptoms. Clinicians should limit use of antibiotics when no proven

benefit from their use is evident.
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SO LOW WE CAN GO: A CASE OF EXTREME HYPONATREMIA

Zubair Khan; Robert L. Imel; Basmah Khalil; Tamer S. said Ahmed; Ragheb

Assaly. University of Toledo Medical Center, Toledo, OH. (Control ID

#2946330)

LEARNING OBJECTIVE #1: Recognize the diagnostic and management

challenges encountered in case of severe hyponatremia.

LEARNING OBJECTIVE #2: Diagnose the underlying mechanism of very

severe hyponatremia in a patient with various possibilities

CASE: 60 years old gentleman with past medical history significant for left

upper lobectomy for early stage adenocarcinoma of lung more than 10 years

ago, COPD (Emphysema) and alcoholism admitted with one week history of

sore throat, productive cough, shortness of breath and wheezing. He was

treated by his primary care physician initially for upper respiratory tract

infection with azithromycin. CT scan of the chest with contrast showed two

small pulmonary nodules measuring 1.2 cm and 7 mm in left lower lobe

beside early paraseptal emphysema. On admission his basic metabolic panel

showed serum sodium of 97meq/l, potassium 4.4 meq/l, chloride 75meq/l

and bicarbonate 14meq/l. His serum creatinine was 1.38mg/dl and Blood

urea nitrogen of 45mg/dl. His serum osmolality was 233 mOsm/kg with

urine sodium of <10meq/l and urine osmolality of 226 mOsm/kg. He was

initially started on half normal saline infusion, but his serum sodium stayed

at 99meq/l after 8 hours. So he was switched to 3% Normal saline for 12

hours and his serum sodium corrected to 105meq/l. After one day of

admission he was started on IV normal saline and was kept on it for the

next 4 days. His repeat urine sodium was 29meq/l with urine osmolality of

210 meq/l. His serum sodium was corrected to 130meq/l over 6 days. His

renal function normalized as well. During the hospital stay he remained

asymptomatic. He was discharged home on salt tablets. His pulmonary

nodules were PET avid on scan and subsequent CT guided biopsy revealed

small cell lung carcinoma.

IMPACT: In our case the initial urine osmolality was elevated with low urine

sodium with elevated kidney function, but with intravenous fluids, the urine

sodium raised with still elevated urine osmolality and improved renal function.

This scenario with the subsequent diagnosis of small cell lung cancer suggested

SIADwith dehydration as the underlying mechanism for severe hyponatremia.

Though beer protomania was alos one of the differential in beginning due to

history of alcoholism, but the laboratory data was not consistent with it.

DISCUSSION: Our patient was asymptomatic and is the lowest report-

ed serum sodium level in medical literature. There has been two

previous case reports of serum sodium level of 99meq/l each due to

valproic acid toxicity and bendroflumethiazide and sertraline combina-

tion respectively. The clinical presentation of hyponatremia is probably

influenced by the etiology as well as the rate of decline of sodium

concentration. Severe hyponatremia with an extremely low sodium

concentration can with appropriate management and monitored gradual

increase in sodium concentration, make a complete recovery without

any neurological sequelae.

SO MUCH MORE THAN A HEADACHE Naveed Q. Farrukh1; Nida

Ahmed2; Krishna Venkata3; Jewell Halanych4. 1University of Alabama at

Birmingham, Vestavia, AL; 2University of Alabama at Birmingham (UAB),

Montgomery, AL; 3UAB Montgomery, Montgomery, AL; 4UAB, Montgom-

ery, AL. (Control ID #2942317)

LEARNING OBJECTIVE #1: To consider Crouzon syndrome with

Acanthosis nigricans (CSAN) in the differential diagnosis for noncommuni-

cating hydrocephalus.

LEARNING OBJECTIVE #2: To recognize clinical features and diagnosis

of CSAN.

CASE: A 49-year-old black female presented with throbbing frontal headache

for two days with associated blurring of vision, but without photophobia,

phonophobia, nausea or vomiting. Her past medical history was significant

for hypertension, hyperlipidemia, and diabetes mellitus. She was found to have

difficulty communicating requiring questions repeated several times. She had a

wide forehead, hypertelorism, mild ptosis, and small digits. Her skin was

hyperpigmented, leathery, and thick on the back of her neck, in her axilla,

periorbital and perioral region. She had multiple peduclous, 2-3 cm long

axillary skin tags. Tandem gait was abnormal. Laboratory findings were within

normal limits. Unenhanced CT brain followed by MRI brain showed severe

non-communicating hydrocephalus with ventriculomegaly of lateral and third

ventricle with normal fourth ventricle and possible aqueductal stenosis. Cer-

vical spine MRI showed fusion of the vertebral bodies from of C3/C4 as well

as C5/C6. Following neurosurgical evaluation, she was started on acetazol-

amide and her headache improved. Her presentation was consistent Crouzon

Syndrome with acanthosis nigricans. However, the patient did not need emer-

gent intervention and was scheduled to follow up with Neurosurgery for repeat

CT brain.

IMPACT: Congenital malformations in CSAN are usually diagnosed in early

childhood and surveillance tests are done to avoid the development of com-

plications. However, it is important for clinicians to be aware of the adult

clinical features associated with this congenital malformation, since patients

are at increased risk of underlying complications (recurrent headahces, mus-

culoskeletal deformities, etc.) if they remain undiagnosed.

DISCUSSION: CSAN or Crouzon-Dermoskeletal Syndrome, is a rare genetic

disorder (1-9 per 1,000,000) due to mutation in fibroblast growth factor receptor 3

(FGFR3 gene). Gene testing is available for definitive diagnosis. Patients with the

acanthosis nigricans variant present with specific cutaneous and musculoskeletal

features. They exhibit classic findings of Crouzon Syndrome such as bilateral

coronal craniosynotosis, ptosis, hypertelorism, and hearing loss, but also have

distinct findings such as hydrocephalus, cutaneous manifestations,

achondroplasia-like features, and choanal atresia. They also have

hyperpigmention and rugose thickening of the skin, described as the "bark of

an oak tree." Due tomutation in the FGFR3, overlapping achondroplasia features,

including short vertebral bodies, absence in the caudal increase in interpediculate

distance, and brachydactyly, can be seen in CSAN They are also at increased risk

of developing hydrocephalus, potentially from aqueductal stenosis. Management

of these patients includes dermatological and neurosurgical follow-up.

SODIUM GLUCOSE CO-TRANSPORTER 2 INHIBITORS AND THE

POTENTIAL FOR DIABETIC KETOACIDOSIS Stephen Melnick1;

Sijan Basnet2; priyadarshani sharma3; Salik Nazir4. 1Reading Health System,

Lebanon, PA; 2Reading Hospital, West Reading, PA; 3Reading Hospital,

Reading, PA; 4Reading Health system, West Reading, PA. (Control ID

#2945186)

LEARNING OBJECTIVE #1: Recognizing diabetic ketoacidosis in patients

taking SGLT-2 inhibitors

CASE: 46-year-old male with a past medical history significant for type 2

diabetes mellitus compliant with insulin and recently canagliflozin, presenting
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to the emergency department with worsening abdominal pain, nausea, and

vomiting the past two days. Abdominal CT on admission was unremarkable.

Laboratory analysis showed bicarbonate level of 15.5meq/l, anion gap of

18meq/l, beta hydroxybutyrate 6.02mmol/l, and a normal lactate. Interestingly,

glucose only minimally elevated at 177mg/dl. The patient was admitted with

diabetic ketoacidosis (DKA) and started on IV fluids and insulin. He had

minimal leukocytosis but remained afebrile with negative cultures and further

workup was negative for infectious etiology. Suspicion was raised for

canagliflozin induced ketoacidosis as he admits he only stared this medication

two weeks prior to symptoms onset with only minimal hyperglycemia. DKA

was successfully treated and Canagliflozin was discontinued upon discharge.

IMPACT: This case emphasizes the importance of recognizing the potential

adverse outcomes associated with SGLT-2 inhibitors. As the SGLT-2 inhibitors

are gaining in popularity the provider must be aware of potential adverse

outcomes such as hypotension, genitourinary infections, and in our case

DKAwith mild hyperglycemia.

DISCUSSION: SGLT-2 inhibitors are relatively new treatment options for

type 2 diabetes mellitus which have been shown to lower hyperglycemia,

systolic blood pressure, and promote weight loss with reported adverse events

including GU infections, and DKA. The SGLT-2 glucose transporter protein

located primarily in the kidney helps facilitate glucose resorption, resulting in

mild osmotic diuresis and net caloric loss. In addition, it is thought SGLT2

inhibitors can increase glucagon secretion which stimulates gluconeogenesis

and ketone production, making patient more susceptible to DKA. The presen-

tation of DKA for those treated with SGLT-2 inhibitors is typically abnormal

with only mildly elevated hyperglycemia. Therefore, DKA is an increasingly

reported adverse reaction to the SGLT-2 inhibitors that the provider must be

aware even in the setting of euglycemia.

SORE THROAT, FEVER AND NEGATIVE RAPID STREP TEST?

KEEP YOUR DIFFERENTIAL BROAD OR RISK MISSING

FUSOBACTERIUM AND POTENTIALLY FATAL LEMIERRE SYN-

DROME Kelly Stewart; Jaime Baker. University of Colorado School of

Medicine, Colorado Springs, CO. (Control ID #2944614)

LEARNING OBJECTIVE #1: Determine the Centor score for patients with

pharyngitis and consider antibiotics with a high score and persistent symptoms

LEARNING OBJECTIVE #2: Recognize fusobacterium as an etiology of

pharyngitis and the clinical presentation of Lemierre Syndrome

CASE: A 20-year-old male presented to clinic with two days of a sore throat

and fever. A rapid strep test was negative and he was diagnosed with a viral

illness. His symptoms persisted and he developed chest pain, prompting two

more visits where a rapid strep test was repeated and was negative. Ten days

later he presented to the emergency department where he was found to be

tachycardic, febrile, and ill appearing. Physical exam was remarkable for an

erythematous oropharynx. Laboratory data revealed a white blood cell count of

16.5 x 109/L. CT scan of the neck and chest demonstrated an intratonsillar

abscess with multiple lung foci of central cavitation suggesting septic

emboli. He was admitted to the hospital for broad spectrum antimi-

crobial treatment. Blood cultures identified Fusobacterium. His 2-week

hospital stay was complicated by severe chest pain requiring a patient

controlled analgesia, weight loss, acute respiratory failure and chest

tube placement for empyema. He was eventually discharged home

with a prolonged course of IV antibiotics.

IMPACT: Sore throat is a common reason for ambulatory care visits. Physi-

cians should continue their approach to acute pharyngitis, which is usually a

self-limited disease lasting less than five days, and should avoid prescribing

antibiotics when they are not indicated. This case however emphasizes that

physicians should reconsider their differential with persistent or worsening

symptoms including fever, chills, night sweats, and progressing neck or chest

pain.

DISCUSSION: A sore throat requires a broader differential than Group A

Beta-Hemolytic Streptococcal (GAS) Pharyngitis. In a recent study looking at

college students presenting with a sore throat, Fusobacterium was found in

20.5%, while GAS was found in 10.3%. The study also looked at the students'

Centor Scores. Developed years ago, the Centor score helps clinicians distin-

guish GAS from viral pharyngitis. According to the study, infection rates with

Fusobacterium also increased with higher Centor Scores suggesting that close

follow-up and antibiotics should be considered in patients with a high Centor

score. The most dangerous complication of Fusobacterium is Lemierre's Syn-

drome (LS), a condition characterized by antecedent oropharyngeal infection,

thrombophlebitis of the internal jugular vein, septic emboli and bacteremia. If

untreated, the mortality rate is up to 90%. Early detection of LS relies heavily

on clinical suspicion and should be considered in any young adult who presents

with ongoing fever after recent pharyngitis. The condition is highly curable if

antibiotic therapy is administered promptly. Physicians should, therefore,

maintain a high index of suspicion for LS to ensure that this potentially fatal

disease is detected as early as possible.

SPECTRUM OF RENAL MANIFESTATIONS OF CARDIAC VALVE

VEGETATIONS Sarah C. Williams; Dae Hyun Lee; Yumeng Zhang;

Onyekachi Obi; Firas Abed; Jacques Durr; Claude Bassil. University of South

Florida, Tampa, FL. (Control ID #2913404)

LEARNINGOBJECTIVE #1: Recognize the various renal manifestations of

tricuspid valve endocarditis

CASE: Our first patient is a 63-year-old male who presented with dyspnea.

Three weeks prior, he developed an upper respiratory infection for which he

took amoxicillin. Afterwards, he developed acute abdominal pain with fever,

dyspnea and leg edema. Initial laboratory studies showed hematuria, protein-

uria and increased LDH. CT scan showed a large pleural effusion, diffuse

hypoattenuation of the left kidney and wedge-shaped hypoattenuation of right

kidney. Renal ultrasound with Doppler revealed left renal artery occlusion.

Transesophageal echocardiogram (TEE) showed an 8.7x6.1mm mobile vege-

tation on tricuspid valve septal leaflet and reduced LVEF (25-30%) without

right-to-left shunt (negative bubble study). Blood cultures were negative.

During hospitalization, he developed paroxysmal atrial fibrillation, for which

he was started on carvedilol and apixaban. He was treated with vancomycin

and piperacillin/tazobactam for presumed infective endocarditis. Five days

after treatment, interval recanalization of left renal artery was seen in renal

sonogram. He was discharged and no further complications were seen in 2-

month follow up. Our second patient is a 30-year-old female IV drug user who

presented with dyspnea and hemoptysis. Her laboratory studies showed WBC

20,000/mm3 and creatinine 1.3mg/dL. CT scan showed moderate pneumotho-

rax with multiple bilateral cavitary lung nodules. TEE revealed normal LVEF

and multiple large mobile vegetations on the tricuspid valve (0.8x2.2cm) with

severe regurgitation. Blood cultures grewmethicillin-sensitive Staphylococcus

aureus, and cefepime/vancomycin were initiated. During hospitalization, her
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renal function further deteriorated and creatinine peaked at 6mg/dL. Renal

biopsy showed crescentic glomerulonephritis with fibrinoid necrosis and acute

tubular necrosis.

IMPACT: Initially, the manifestation of tricuspid valve vegetation without

right-to-left shunt and renal infarct caused confusion on the etiology of renal

infarct. Prompt recognition of a different disease state is ultimately the key to

successful treatment and prevention of further kidney damage.

DISCUSSION: Infective endocarditis is a systemic disease with vascular and

immunologic phenomenon. Renal complication is less recognized in the

literature given its rarity. Here, we described two cases of acute renal failure

(ARF) from tricuspid valve endocarditis. The first case highlights the vascular

complication relating to renal emboli, and the second case highlights the

immunologic phenomenon, vasculitis leading to rapidly progressing glomeru-

lonephritis. In the absence of a right-to-left shunt, the tricuspid valve sheds

emboli to the lungs, not systemically. ARF in the second patient strongly

suggests endocarditis-associated glomerulonephritis and/or due to antibiotics.

SPONTANEOUS DIABETIC MYONECROSIS IN A 55-YEAR OLD

MAN: A HARBINGER OF UNCONTROLLED DIABETESMICHAEL

EVANS; Chelsea Modlin. Emory School of Medicine, ATLANTA, GA. (Con-

trol ID #2942420)

LEARNING OBJECTIVE #1: Diagnose spontaneous diabetic myonecrosis

in a patient with uncontrolled diabetes.

LEARNING OBJECTIVE #2: Anticipate additional complications from

uncontrolled diabetes in a patient diagnosed with spontaneous diabetic

myonecrosis.

CASE: A 55-year old man with type 2 diabetes mellitus presented to the

emergency room with three weeks of worsening pain and swelling in his left

thigh. He denied fever, chills, nausea, vomiting, or trauma to his left leg. He

had been on a basal-bolus insulin regimen until one year prior to presentation,

stopping due to financial constraints. On physical exam he was afebrile; he had

a firm, tender, fixed region on the anterolateral aspect of the left thigh, 7cm x

3cm in area, with overlying warmth but no erythema. Labs includedWBC 6.4,

CPK 256, glucose 445, venous pH 7.35, and HbA1c 13.8. Doppler ultrasound

revealed no sonographic evidence of deep venous thrombosis in his left leg.

MRI revealed myositis of the left quadriceps muscle. In the setting of his

uncontrolled diabetes, the clinical presentation seemed consistent with spon-

taneous diabetic myonecrosis. Infectious or thromboembolic etiologies were

considered, but the lack of fever or leukocytosis, and the negative Doppler

ultrasound, respectively, made these seem less likely. His blood glucose was

controlled with an appropriate basal-bolus regimen. He was given symptom-

atic pain treatment on an as needed basis. Two weeks after discharge, the firm

region on his left thigh had almost entirely receded. He was subsequently

diagnosed with proliferative diabetic retinopathy in both eyes.

IMPACT: This case taught me about a rare manifestation of uncontrolled

diabetes that can be easily misdiagnosed as musculoskeletal pain of another

etiology. It also gave me a newfound respect for daily glucose control,

as this was the only treatment necessary for our patient, and certainly

would have prevented its occurrence. In the future, I will remember to

consider this pathology when encountering atypical musculoskeletal

pain in a patient with uncontrolled diabetes. I will also be vigilant

about uncovering additional, potentially undiagnosed consequences of

uncontrolled diabetes.

DISCUSSION: Spontaneous diabetic myonecrosis is a rare complication of

uncontrolled diabetes that is caused by infarction of skeletal muscle and results

in a firm, tender region that is classically in the anterolateral thigh. Affected

patients are typically afebrile without leukocytosis, but may have mildly

elevated CPK or inflammatory markers. MRI is the most sensitive imaging

to aid with diagnosis. Once diagnosed, treatment involves regular glucose

control and symptomatic pain relief. Since spontaneous diabetic myonecrosis

is a vascular complication of uncontrolled diabetes, patients should be evalu-

ated for additional vascular complications, including diabetic retinopathy,

nephropathy, or neuropathy.

SPONTANEOUS TUMOR LYSIS SYNDROME IN A MAN WITH

METASTATIC ADENOCARCINOMA OF THE PROSTATE Clifton

Davis; Dan Cybulski; Timothy Janz. Wright State University, Dayton, OH.

(Control ID #2942395)

LEARNINGOBJECTIVE #1:Recognize the clinical and laboratory findings

associated with tumor lysis syndrome

CASE: A 48 year old African American male with history of hormone

refractory, metastatic adenocarcinoma of the prostate presented to the emer-

gency room for unilateral facial spasm. He was accompanied by family who

was concerned for potential new-onset seizure. The patient was aware of the

spasm and had no loss of consciousness or altered mentation. His family

denied witnessing any tonic-clonic movement in his extremities. The patient

had no other complaints other than generalized fatigue. Vital signs were

unremarkable. On exam he was jaundiced and had reproducible Chvostek sign

upon facial nerve percussion. Initial laboratory assessment revealed abnormal

liver function tests and severe electrolyte abnormalities. His electrolyte de-

rangements included hyperkalemia, hypocalcemia, high anion gap metabolic

acidosis, and acute kidney injury. The patient was given temporary measures to

treat the hyperkalemia and admitted to the medical intensive care unit for

further care. Additional history and work-up revealed that the patient was

oligouric and had hyperphosphatemia with hyperuricemia. Given the patient's

metabolic abnormalities in the setting of known malignancy, he was presump-

tively diagnosed with tumor lysis syndrome. Intravenous crystalloids were

given and a temporary hemodialysis catheter was placed for emergent dialysis.

The patient also received rasburicase. Within hours the electrolyte abnormal-

ities improved and the patient felt better.

IMPACT: Realization that any malignancy with significant tumor burden and

metastasis, regardless of recent treatment, can result in the electrolyte compli-

cations found in tumor lysis syndrome. With this knowledge, earlier recogni-

tion and initiation of treatment will undoubtedly affect associated morbidity

and mortality in this potentially fatal disease.

DISCUSSION: Tumor lysis syndrome is a known complication of hemato-

logical malignancies, especially those undergoing initial cytotoxic treatment.

Documented tumor lysis syndrome occurring due to solid organ malignancy is

a rare occurrence, with only a handful of cases found to involve metastatic

adenocarcinoma of the prostate. What makes this case even more interesting is

the lack of recent treatment and spontaneous nature with which the syndrome

developed. The Cairo-Bishop criteria for laboratory and clinical diagnosis of

TLS were fulfilled upon initial evaluation, in addition to the patient being

severely oliguric. Unfortunately, the optimal treatment for TLS is prophylaxis

with adequate hydration and xanthine oxidase inhibitors prior to the occur-

rence. Our patient's presentation and combination of findings left few options
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for treatment, and emergent hemodialysis was initiated with rapid improve-

ment of electrolyte derangements, symptoms, and urine output.

STATE OF THE NONUNION: A CASE OF AN INTRACRANIAL

OSTEOMALACIA-INDUCING TUMOR Sissi Cao1; Angela M. Cheung1,

2. 1University of Toronto, Toronto, ON, Canada; 2University Health Network,

Toronto, ON, Canada. (Control ID #2940827)

LEARNING OBJECTIVE #1: Recognize osteomalacia as a cause of non-

healing fractures.

LEARNING OBJECTIVE #2: Distinguish the different types of osteomala-

cia including vitamin D deficiency and tumor-induced osteomalacia.

CASE: A 54-year-old man who worked as a chef was assessed for non-

healing right metatarsal fractures. Past medical history included multiple

metatarsal stress fractures requiring surgical repair over the past five years.

Initial investigations showed elevated ALP, low 25-hydroxy vitamin D (22

nmol/L), mildly elevated parathyroid hormone level, and low phosphate

level. Other investigations including bone-specific ALP, osteocalcin, calci-

um, magnesium, CBC, TSH and B12 levels were within normal range. A

24-hour urine was within normal limits for calcium and phosphorus

excretion. Bone mineral density showed low T-scores. He was diagnosed

with osteomalacia secondary to vitamin D deficiency and started on D2

then D3 supplementation. Despite high doses, vitamin D and phosphate

levels remained low. 14 months later, a 3.7 x 2.4 cm mass in the right

ethmoid air cells was found on head imaging for headache. He underwent

a transsphenoidal resection with pre- and post-operative FGF23 levels

drawn (results pending at time of submission). Pathology confirmed a

phosphaturic mesenchymal tumor with a Ki-67 of 20%. He was diagnosed

with tumor-induced osteomalacia causing metatarsal fracture nonunion.

Post-resection, his phosphate level returned to normal, and his fractures

showed early signs of healing.

IMPACT: Low T-scores is a common presentation in internal medicine,

and this case has changed the way I think about the diagnostic

algorithm of metabolic bone diseases, specifically to include osteoma-

lacia as a differential diagnosis for a low T-score. I will also consider

other causes of osteomalacia aside from vitamin D deficiency, includ-

ing tumor-induced osteomalacia.

DISCUSSION: Osteomalacia-inducing tumors (OIT's) are rare endo-

crine tumors that characteristically secrete the fibroblast growth factor

23 (FGF23), a bone-derived phosphaturic hormone, causing bone

demine ra l i za t ion f rom hypophospha temia and low 1 ,25-

dihydroxyvitamin D levels. Patients present with a syndrome of recur-

rent non-healing fractures and resistance to vitamin D supplementa-

tion. Diagnosis is challenging and delayed, leading to significant

morbidity. Patients with non-healing fractures and hypophosphatemia

should be worked-up with routine markers of bone turnover. OIT

should be suspected if urine phosphate excretion is high with minimal

response to vitamin D supplementation, and confirmed biochemically

by a high plasma FGF23 level. Functional imaging modalities and

pathology, although heterogenous, can aid in diagnosis, but the hall-

mark of diagnosis remains positive clinical syndrome, elevated plasma

FGF23 level and resolution with surgical resection, the only definitive

treatment. Medical therapy is reserved for tumors not amenable to

resection. Improved awareness by clinicians leading to earlier diagno-

sis improves morbidity in patients with OIT's.

STATUS: UNKNOWN Saad Bin Jamil; shruti pandiri; Sireesha Vutukuri;

Joseph Hong. Montefiore Medical center, BRONX, NY. (Control ID

#2945580)

LEARNING OBJECTIVE #1: Recognize the heterogeneity in clinical pre-

sentation of Status Epilepticus (SE)

LEARNING OBJECTIVE #2: Early diagnosis and treatment of Status

Epileticus to prevent long term morbidity and mortality.

CASE: A 39 year old woman with history of total thyroidectomy one week

prior, presented due to witnessed seizure at home. In the emergency room she

had another witnessed seizure, which resolved with Lorazepam. Labs were

notable for low calcium (6.7 mg/dL; normal 8.5-10.5) andmagnesium (1.3mg/

dL; normal: 1.7-2.8). The etiology of her seizures was presumed to be meta-

bolic; after electrolyte replacement she did not have additional tonic-clonic

activity for 24 hours. However, she displayed occasional bizarre behavior such

as selective mutism and responsiveness that prompted neurology consultants to

recommend psychiatric evaluation; anti-epileptics were not started. On the

second night of admission, she had several episodes of unilateral neck and

arm convulsions associated with non-responsiveness, despite having electro-

lytes within the normal range. Prolactin level drawn immediately after the

event was mildly elevated. She was re-evaluated by neurology consultants who

diagnosed likely SE, and was treated with Lorazepam and Phenytoin. Contin-

uous electroencephalogram (EEG) with video monitoring demonstrated epi-

leptic seizures. Her SE eventually resolved with treatment.

IMPACT: The presentation of SE often varies, making the diagnosis difficult.

Non convulsive SE in particular can be challenging to diagnose due to

heterogeneity of clinical presentation, which can be similar to that of psychi-

atric disorders. Psychiatric etiologies of presentation should be considered after

ruling out medicinal causes, especially in the absence of prior psychiatric

history.

DISCUSSION: SE is often referred to as the maximum expression of epilepsy.

SE is broadly differentiated based on presence or absence of motor symptoms

and levels of consciousness. However, patients may have overlapping signs

and symptoms making the diagnosis difficult. Diagnosis and classification can

be further delayed in patients with epilepsy who present with a seemingly

obvious non-epileptic etiology. Definitive diagnosis is usually made

with EEG. Our patient had intermittent episodes of bizarre behavior

that may have represented continued partial or absence seizures, which

were not identified until a convulsive episode due to SE was

witnessed. Her normal level of electrolytes later also led to consider-

ing psychiatric component of presentation rather than true epileptic

activity. Although psychiatric etiologies are possible, they should re-

main a diagnosis of exclusion regardless of the presumed etiology of

seizures. SE is associated with increased morbidity and mortality, both

of which can be reduced by early identification of not only SE, but

also of the underlying etiology. Benzodiazepines appear as most ef-

fective treatment for early SE in acute setting, however, in established

SE other intravenous antiepileptic drugs, such as Phenytoin are used.

STERCORAL COLITIS COMPLICATED WITH ISCHEMIC COLI-

TIS: A DOUBLE-EDGE SWORD Nour Chams1; Maliha Naseer2; Jenil

Gandhi3; Zain Kulairi2. 1Emory, Atlanta, GA; 2Wayne State University, Roch-

ester, MI; 3Wayne State University / Crittenton Hospital, Rochester Hills, MI.

(Control ID #2935067)
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LEARNING OBJECTIVE #1: Elevated lactic acid level secondary to ische-

mia of the bowel wall with CTscan findings aid in establishing the diagnosis of

stercoral colitis complicated with ischemic colitis.

LEARNING OBJECTIVE #2: Urgent treatment with laxatives/enema and

fecal disimpaction is indicated to prevent perforation.

CASE:An 87 years old male with history of chronic constipation presents with

severe abdominal pain to the emergency department. The patient was hemo-

dynamically stable. On physical examination, the abdomen was mildly

distended with moderate tenderness. Lab work was significant for leukocytosis

and lactic acidosis. Abdominal CTscan revealed large amount of retained stool

in the colon, bowel wall thickening and infiltration of peri-colonic fat, which

were suggestive for stercoral colitis. Patient was started on IV fluids and

antibiotics. He was given an enema, followed by laxative and manual

disimpaction of stool. Colonoscopy was performed and biopsies were obtain-

ed. Tissue biopsy was significant for focal active colitis with regenerative

glandular changes and neural hyperplasia.

IMPACT: Stercoral colitis complicated with ischemic colitis can lead to focal

ulceration, perforation, peritonitis, septic shock and eventually death if left

undiagnosed or untreated. Familiarity with the CT scan and endoscopic find-

ings is very important, as it enables physicians to make the diagnosis and start

the appropriate treatment as fast as possible.

DISCUSSION: Stercoral colitis (SC) is defined as an inflammatory colitis that

is caused by increased intraluminal pressure in the colon from the impacted

feces and ischemic colitis (IC) is the condition that results when blood flow to

the colon is reduced to a level insufficient to maintain cellular metabolic

function. To date, less than 200 cases of SC have been reported in the literature.

The usual presentation of SC complicated with IC is the colicky abdominal

pain, which may be diffuse or localized. Physical examination findings are

consistent with tenderness on palpation with signs of focal or diffuse peritoni-

tis. The CTscan findings of stercoral colitis include dilated sigmoid colon and/

or rectum with subsequent thickening of the wall. This likely symbolizes

edema caused by focal ischemia. Additionally, stranding of the peri-colonic

fat in an area that shows fecal impaction suggests ischemic colitis or

wall edema. While the presence of intramural or extra luminal air

loculi, bubbles of gas, or an abscess, suggests colonic perforation.

Endoscopic features of stercoral enterocolitis complicated with ische-

mic colitis include mucosal edema, erythema and ulceration. Once the

diagnosis made, the patient should be managed promptly to avoid

morbidity and mortality from bowel perforation. Non-operative man-

agement includes enema and manual fecal disimpaction. Endoscopic

guided disimpaction is considered the standard of care. Operative

management is reserved for patient with colonic wall perforation and

includes surgical resection of the dilated colon.

STEROID WITHDRAWAL INDUCED MYOCARDITIS IN

DUCHENNE MUSCULAR DYSTROPHY: A CASE PRESENTATION

AbdulRahman A. Abutaleb; Jane Wilcox. Northwestern University, Chicago,

IL. (Control ID #2915317)

LEARNING OBJECTIVE #1: Recognize the presentation of acute myocar-

dial inflammation, or dystrophinitis, in DMD patients.

LEARNINGOBJECTIVE #2:Management of cardiac pathology associated

with DMD, through guideline directed medical therapy, steroids, and serial

survillence for cardiac dysfunction.

CASE: An 18-year-old male with DMD presented to the ED with acute non-

pleuritic substernal chest pain for six hours. He denied any viral prodrome or

heart failure symptoms. Family history was only significant for DMD on his

maternal side. Since eight years-of-age he had been on deflazacort shipped

from the United Kingdom, as it was unavailable in the United States. Seven

days prior to presentation he ran out of deflazacort 30 mg daily and was taking

prednisone 25mg daily to substitute. His vitals, cardiopulmonary exam, and

initial laboratory studies were unremarkable. An electrocardiogram revealed

normal sinus rhythm at 60 bpm and ST elevations inferiorly with reciprocal

changes anteriorly. Troponin I was initially 39 ng/mL and peaked above 73 ng/

mL; correspondingCKMBwas 359.5 ng/mL. Emergent coronary angiography

revealed no coronary artery disease and normal anatomy. Subsequent echocar-

diogram showed a reduced left ventricular ejection fraction (LVEF) of 46%

with global hypokinesis, most severe at the basal to mid inferolateral and

anterolateral walls. Cardiac magnetic resonance (CMR) imaging showed dif-

fuse myocardial edema and local fibrosis in the areas of severe hypokinesis, all

consistent with acute myocarditis. Viral testing, including HIV, was negative.

He received two days of colchicine with resolution of his chest pain. A few

days later he resumed deflazacort after arrival of his shipment. Follow-up CMR

three months later showed improved LVEF of 52% and resolution of the

myocardial edema, with revisualization of the lateral wall fibrosis seen

previously.

IMPACT: This case highlights the risk of myocardial inflammation when

stopping or switching between corticosteroids in DMD, especially now that

deflazacort is FDA approved. In addition, our case reveals the utility of CMR

in the detection and response to treatment of cardiac inflammation in DMD.

DISCUSSION: We believe that the abrupt discontinuation of deflazacort for

our patient resulted in increased inflammation and myocardial edema, mani-

festing clinically as myocarditis. In DMD, chronic myocardial inflammation

primarily causes subepicardial fibrosis and subsequent lateral wall scarring,

which can lead to a dilated cardiomyopathy. Corticosteroids have been proven

to delay the onset and severity of DMD related cardiac disease. Standard of

care is prednisone >0.75 mg/kg/day or deflazacort 0.9 mg/kg. Although our

patient's cardiac inflammation was controlled with deflazacort, it rapidly

progressed on the equivalent dose of prednisone. Resuming deflazacort re-

solved his cardiac edema on CMR and his LVEF recovered.

STILL FEBRILE - A CASE OF ADULT ONSET STILL'S DISEASE

ASSOCIATED WITH AORTIC ANEURYSM Michael Allen; Jennifer

Weintraub. Mount Sinai Hospital, New York, NY. (Control ID #2946702)

LEARNING OBJECTIVE #1: Recognize the clinical presentation of adult

onset Still's disease (AOSD)

LEARNING OBJECTIVE #2: Describe the rare but severe cardiovascular

complications of AOSD

CASE: A 40 year old man with no significant past medical history presented

with 3 months of intermittent fevers. Three months prior to presentation, he

developed diffuse myalgias and daily fevers to 101F. He also had a macular

rash along the left chest that had been present intermittently for years. He

denied cough, diarrhea, dysuria or joint pain. He took no medications and had

no allergies. Social history was notable for unprotected sex with three male

partners over the prior 6 months. On physical exam he was found to be febrile

to 101F, other vital signs were normal. No rash was present and the rest of the

exam was unremarkable. Work-up revealed a normal CBC, UA, chest x-ray
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and a negative HIVand RPR. He was diagnosed with a viral infection and his

symptoms shortly resolved. Two months later he again developed daily fevers,

associated with severe fatigue and drenching sweats. He had no other localiz-

ing symptoms. Physical exam was notable for a pink-colored macular rash

along the left chest wall and left arm and fever to 101F. He was admitted for

further evaluation. Labs were notable for elevated ESR and CRP and a

transaminitis in the 100s. Autoimmune markers were negative. A CT-chest/

abdomen/pelvis showed an ascending thoracic aortic aneurysm measuring

5.3cm with mild-moderate aortic regurgitation, confirmed on TTE. He was

diagnosedwith AOSD and started on prednisone 20mg daily. He underwent an

aortic valve replacement and aortic aneurysm repair. Pathology showed an

elastic artery with atherosclerosis. The patient tolerated the surgery well and

was able to return to work two weeks later. He remains on a prolonged

prednisone taper with plans to trial a steroid sparing agent in the near future.

IMPACT: AOSD is a rare clinical entity, and some cases are associated with

severe morbidity and mortality related to cardiovascular sequelae. This makes

prompt evaluation and diagnosis critically important and potentially lifesaving.

The finding of aortic aneurysm and aortic regurgitation in this patient is

unusual and thus an important addition to the literature.

DISCUSSION: AOSD is characterized by the clinical triad of daily fevers,

evanescent rash and arthritis/arthralgia. It is a diagnosis of exclusion made only

after a thorough workup for infection, malignancy, and other rheumatologic

conditions has been performed. There are no specific laboratory tests that can

confirm the diagnosis but inflammatory markers may be elevated. The most

common cardiovascular sequelae of AOSD are pericarditis and myocarditis.

Case reports have described mitral and aortic valve involvement, but very few

reports exist of AOSD as a cause of large vessel vasculitis and aortic aneurysm.

This case demonstrates the importance of early diagnosis and management of

AOSD, in order to prevent significant morbidity and mortality related to these

rare cardiac findings.

STRANGER THINGS: THE CONNECTION BETWEEN MINIMAL

CHANGEDISEASE AND CHILDHOODASBESTOS EXPOSURE Jus-

tin Arunthamakun1; Kati Choi1; Eva Amenta1; JingH. Kees2, 1; Cory Ritter2, 1.
1Baylor College of Medicine, Houston, TX; 2VAMichael E. DebakeyMedical

Center, Houston, TX. (Control ID #2916529)

LEARNING OBJECTIVE #1: Recognize adult onset minimal change dis-

ease as paraneoplastic syndrome from mesothelioma.

LEARNING OBJECTIVE #2: Diagnosis mesothelioma with a tissue biopsy

via endobronchial ultrasound-guided biopsy or video-assisted thoracoscopic

surgery in patients with recurrent pleural effusions.

CASE: A 78 year old male with diabetes mellitus, smoking, cirrhosis due to

nonalcoholic steatohepatitis, and recurrent left-sided pleural effusions present-

edwith volume overload and oliguria. His serum creatinine had been stable at a

baseline of 0.8 mg/dL for years, but in the past month, his serum creatinine

progressed to 5.3 mg/dL. 24-hour urinary protein was greater than 4 grams

with bland sediment. HIV, hepatitis C virus, serum and urine electrophoresis,

and antineutrophil cytoplasmic antibody were all negative. Renal biopsy

showed severe acute tubular necrosis and minimal change disease (MCD).

As this was adult onset MCD, a paraneoplastic syndrome was suspected. PET

imaging showed left pleural thickening and effusion with supraclavicular,

paratracheal, and hilar lymphadenopathy. A thoracentesis with cytology pro-

duced a transudative effusion without malignant cells. An endobronchial

ultrasound-guided biopsy revealed malignant epithelioid mesothelioma. The

patient did not initially report a history of mesothelioma exposure, but later

remembered his father was a shipyard worker and would often bring home

asbestos-laden clothing. Unfortunately, the patient had poor functional status,

and once mesothelioma was diagnosed, he opted for hospice care.

IMPACT: This case highlights the importance of considering an underlying

malignancy in adults who present with MCD. When considering mesothelio-

ma, clinicians must pursue a tissue diagnosis via endobronchial ultrasound-

guided biopsy or video-assisted thoracoscopic surgery because less invasive

testing is often negative. Our patient did not report a typical asbestos history,

but even minimal exposure can predispose individuals to this type of aggres-

sive cancer.

DISCUSSION: In adults, MCD accounts for less than 10% of all nephrotic

syndromes, and is diagnosed with renal biopsy. Secondary etiologies for MCD

include infections, drugs, and malignancy, particularly hematologic but rarely

solid tumors. There are case reports of thymoma, renal cell carcinoma, colo-

rectal adenocarcinoma, and mesothelioma associated with MCD. The patho-

physiology of the development of MCD in patients with mesothelioma is

unknown. The management of MCD in this setting involves treating the

underlying malignancy. Mesothelioma is a tumor of mesothelial cells associ-

ated with asbestos exposure. The diagnosis and treatment of mesothelioma are

challenging as patients are typically diagnosed in the later stages of the disease.

Thoracentesis with cytology yields the diagnosis in less than 25% of cases, and

even pleural biopsy is diagnostic in less than 40% of cases. Endobronchial

ultrasound-guided biopsy or video-assisted thoracoscopic surgery is typically

required.

STREPTOCOCCUS PYOGENES CAUSING EMPYEMA IN A

HEALTHY 19-YEAR-OLD MALE Yasmine Elamir; William Grist; David

Flores; Jennifer Mouriz; Adriana Grigoriu; Alexis Gerber. RWJBarnabas

Health - Jersey City Medical Center, Jersey City, NJ. (Control ID #2940124)

LEARNING OBJECTIVE #1: Although pneumonia caused by Group A

Streptococcus (GAS), Streptococcus Pyogenes, is considered rare, it's inci-

dence is rising. Half of patients who develop GAS pneumonia develop an

empyema. Unlike other sterile empyemas commonly accompanied with com-

munity acquired pneumonia, empyema associated with GAS can be severe and

invasive even in the healthiest adults.

CASE: Patient is a nineteen year old male college student with no significant

past medical history who presents to JerseyCityMedical center after being sent

by his physician for worsening shortness of breath. The shortness of breath was

associated with a worsening nonproductive cough, body aches, lethargy and

fevers for 2 weeks. Patient went to see his primary care doctor and was

prescribed 1 week of Moxifloxacin with no resolution of symptoms after

completing the course. Physical exam showed a normal appearing young male

with noticeable dyspnea, saturating well on room air, with dullness to percus-

sion on the right side of his chest. Chest Radiography (CXR) revealed a large

right sided hydropneumothorax with a mild left sided mediastinal shift. Pt was

empirically placed on broad spectrum antibiotics. A thoracentesis was per-

formed with 1 liter of serosanguinous thick fluid removed which was sent for

fluid analysis. Fluid analysis was consistent with an exudative effusion. Gram

stain showed gram positive cocci in chains with cultures later revealing GAS.

Repeat CXR showed persistent upper right pneumothorax and chronic empy-

ema. Cardiothoracic Surgery was consulted and open thoracotomy with
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decortication for chronic empyema was performed. The patient's symptoms

improved. The patient was prescribed ceftriaxone after sensitivities came back

from cultures and he was discharged home.

IMPACT: his illustrates the importance of swift treatment of GAS pneumonia

when suspected as it can prevent deadly consequences.

DISCUSSION: Although a rare cause of community acquired pneumonia, the

incidence of GAS pneumonia is rising. Most often severe pneumonias caused

by GAS are found in infants, elderly or immunocompromised individuals,

however it can affect the healthy. This young patient developed a severe,

necrotizing pneumonia despite being treated with a strong fluoroquinolone as

an outpatient.

STRIKING A BALANCE IN POST-TRANSPLANT IMMUNOSUP-

PRESSION Emily Harding-Theobald; Bharat Maraj. UCSF, San Francisco,

CA. (Control ID #2946449)

LEARNING OBJECTIVE #1: Recognize the association between TNFα

therapy and autoimmune demyelination, and how to manage appropriately.

LEARNING OBJECTIVE #2: Understand the proposed mechanism under-

lying TNFα inhibitor associated demyelination.

CASE:We describe the case of a 37 year old female with a past medical history

of live donor liver transplant for primary sclerosing cholangitis and ulcerative

colitis on adalimumab, tacrolimus, and mycophenolate. She presented with a

two-week history of right sided weakness, hyporeflexia, facial droop and

difficulty speaking without sensory involvement. MRI revealed a 3cm T2

hyperintensity in the left frontal subcortical white matter. Because of her

history of chronic immunosuppression and cryptococcal pneumonia, initial

concern was for CNS lymphoma or infection. Urgent CSF studies were

negative for infection, malignant cytology, and revealed an elevated protein

and IgG index. Brain biopsy revealed macrophage-rich lesions compatible

with a demyelinating process. The patient was taken off adalimumab and

started on prednisone and plasma exchange. At 6 months after discharge the

patient had regained partial function of the right side of her body, but continued

to have persistent motor deficits and difficulty ambulating without assistance.

IMPACT: CNS demyelination is an increasingly recognized adverse effect of

TNFα inhibition, occurring in an estimated 0.05-0.2% of patients. Because of

the exponential growth of TNFα inhibitors, the significance of life-altering

neurological sequelae cannot be overstated. It is essential that internal medicine

physicians are able to recognize and appropriately manage cases of autoim-

mune demyelination with drug cessation, steroids, IVIG, and plasmapheresis

as clinically appropriate.

DISCUSSION: It not knownwhether autoimmune demyelinating events in the

setting of TNFα therapy represent exacerbations of latent MS or isolated CNS

events. A majority of events are monophasic with gradual resolution after

removal of the inciting drug, but further relapsing remiting MS has also been

described. Relapse is common if TNFα inhibitors are re-introduced. The

mechanism of CNS demyelination is poorly understood; TNF antagonists

themselves are unable to cross the blood brain barrier. Previous studies have

demonstrated that exposure to TNFα antagonists increases the peripheral

antigen-specific T cell response. This is thought to drive increased anti-

myelin autoimmunity in the CNS. Our patient's case, however, argues against

an exclusively T-cell driven mechanism. This patient was therapeutically

immunosuppressed on tacrolimus and mycophenolate, which results in a

robust inhibition of T-lymphocyte activity and indirect suppression of B-cell

proliferation. In a profoundly immunosuppressed patient, CNS demyelination

may be driven by alternative mechanisms such as the unmasking of latent

infections or dysregulation of TNFR2 receptors. Further molecular studies will

be required. Early recognition and discontinuation of TNFα drugs is the

cornerstone of management.

SUBACUTE CARDIAC TAMPONADE IN A 30 YEAR OLD MAN

WITH A HISTORY OF STEATOHEPATITIS Brian Nolen1; Hongyang

Pi1; Tanya Nikiforova2. 1University of Pittsburgh Medical Center, Crescent,

PA; 2University Of Pittsburgh Medical Center, Pittsburgh, PA. (Control ID

#2940133)

LEARNING OBJECTIVE #1: Recognize subacute cardiac tamponade in a

patient with normal heart sounds and hypertension

CASE: A 30 year old man with a history of heavy alcohol use and hepatic

steatosis presented with 1 week of dyspnea on exertion and bilateral lower

extremity swelling. His past medical history was notable for recent acute

alcoholic hepatitis. Family history included liver disease in his father. Social

history was notable for intermittent heavy alcohol use. Medications were

pantoprazole and vitamin supplements. On exam he was in mild distress,

tachycardic to 116 with a blood pressure of 136/82 and normal respiratory rate

and oxygen saturation on room air. He was fully oriented with mild confusion.

HEENT exam was notable for scleral icterus. Jugular venous pulsations could

not be assessed due to body habitus. Lungs were clear to auscultation with

mildly labored and shallow respirations. Cardiac exam revealed loud regular

tachycardia with a normal S1/S2 and no murmurs, rubs or gallops. Abdomen

was obese, moderately distended, soft, and nontender. He had 3+ pitting edema

of the lower extremities. Neurological exam was nonfocal. At this point, our

differential diagnosis for his sinus tachycardia and dyspnea included pulmo-

nary embolus, alcohol withdrawal and acute decompensated cirrhosis. An

EKG showed sinus tachycardia without low voltage or electrical alternans. A

chest X-ray demonstrated a large pericardial effusion. A stat transthoracic

echocardiogram revealed evidence of cardiac tamponade. The patient

underwent pericardiocentesis with removal of 1 liter of hemorrhagic fluid.

He subsequently underwent pericardial window with biopsy. Biopsy and

pericardial fluid cytology were nondiagnostic with regard to etiology. An

extensive infectious and rheumatological evaluation was likewise unrevealing.

He was discharged home after an extended recovery.

IMPACT: This case raised my awareness of subacute cardiac tamponade as a

diagnosis that can present with dyspnea and sinus tachycardia, but without

cardinal features of tamponade including acute symptom onset, hypotension,

and absent/decreased heart sounds. This case broadened my differential for

patients presenting with dyspnea and sinus tachycardia.

DISCUSSION: Subacute cardiac tamponade is an uncommon finding with

approximately 1 dozen case reports over the past 15 years. In the vast majority

of reports, subacute cardiac tamponade was identified in association with post-

procedural iatrogenesis or mediastinal metastatic disease. Patients are typically

asymptomatic or present with dyspnea on exertion progressive over weeks to

months. On physical exam, patients typically lack key findings associated with

acute tamponade including hypotension and absent/decreased heart sounds.

Patients may present with hypertension due to increased sympathetic activity in

the setting of tamponade and underlying hypertension. In such patients, a

thorough initial cardiopulmonary evaluation including EKG and chest films

are critical in making a timely diagnosis.
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SUDDENONSET PANHYPOPITUITARISM: A CASEOF PITUITARY

APOPLEXY Tarandeep S. Chahal; Laith Al momani; Vandana Pai;

Pratyaksha Sankhyan; Camelia Chirculescu. East Tennessee State University,

Johnson City, TN. (Control ID #2945390)

LEARNING OBJECTIVE #1: Prompty recognize and treat

panhypopituitarism resulting from pituitary apoplexy.

CASE: A 50 year old male patient presented to the ED complaining of

worsening frontal and bitemporal headaches of two weeks duration. He had

not complained of any other symptoms until 5 hours prior when he noted

diplopia which prompted him to come to the ED. He was seen in the ED a

week prior to presentation and CT scan of the head at the time was negative.

Review of symptoms was otherwise negative. The patient has no known past

medical history and was not on any medications at the time. Physical exam-

ination was positive for persistently borderline blood pressure and prominent

vertical diplopia. Laboratory blood showed ESR of 10 mm/hr, low normal

prolactin 4.1 ng/mL (4-15.2), low LH0.7 mIU/mL, low FSH 1.4 mIU/mL, low

cortisol 1.7 ug/dL, low TSH 0.458 mcIU/mL, low free T4 0.34 ng/dL, low

ACTH 3.5 pg/mL and normal IGF-1 119 ng/mL. CT scan of the head showed

3.6x1.5x2.3 cm sellar hyperdensity most likely representing a hemorrhagic

mass. MRI of the brain showed a dumbbell-shaped 2.1x2.1x1.6 cm

heterogeneously-enhancing hemorrhagic sellar mass abutting the optic chiasm

and posteriorly-displacing the pituitary stalk to the left. Neurosurgery were

consulted and the patient was started on replacement steroid and levothyroxine

doses. His hospital course was complicated by an isolated episode of mania

with non-psychotic hallucination secondary to steroid supplementation. With

clinical improvement, the patient was discharged home in anticipation of

scheduled surgical decompression.

IMPACT: Early diagnosis with neuroimaging and laboratory work as well as

early neurosurgery consultation are crutial whenever panhypopituitirism is

suspected due to the high morbidity and mortality rate of this disease. Sudden

change in the clinical presentation should prompt us to look for a different

disease pathology.

DISCUSSION: Pituitary apoplexy often occurs into a pituitary adenomawith a

prevalence of 8% of all nonfunctioning pituitary adenomas. The two

most common presentation is severe headaches and diplopia. However,

the most serious presentation is life-threatening hypotension secondary

to sudden lose of ACTH and therefor cortisol deficiency. Imaging

confirms the diagnosis, with MRIs preferred over CT scans. Interest-

ingly in this case report, the patient's CT scan a week prior to

presentation showed no abnormalities within the sella torsica. Clini-

cians should be aware of these presenting symptoms as early diagnosis

and neurosurgery consultation may reduce morbidity and mortality of

this disease.

SYMPTOMS OF SUBACUTE COMBINED DEGENERATION WITH

NORMAL VITAMIN B12 LEVEL - FINDING AN UNDER-

RECOGNIZED CAUSE IN GASTRIC BYPASS SURGERY PATIENTS

Robert Lentz. Northwestern University Feinberg School of Medicine, Chica-

go, IL. (Control ID #2907069)

LEARNING OBJECTIVE #1: Recognize the clinical features of copper

deficiency myeloneuropathy.

LEARNING OBJECTIVE #2: Recognize the variable improvement with

copper supplementation in copper deficiency myeloneuropathy.

CASE: A 51 year-old female with morbid obesity status post sleeve gastrec-

tomy one year prior and poor compliance presented with several months of

progressive vomiting, pre-syncope on standing, neuropathic lower extremity

pain, impaired balance, and lower extremity weakness. Examination demon-

strated orthostatic hypotension, diffuse weakness limiting ambulation, ataxia,

positive Romberg sign, and vibratory loss to the bilateral knees sparing pin and

temperature sensation. Glycosylated hemoglobin, thyroid function tests, vita-

min B12 (2136 pg/mL), methylmalonic acid, fluorescent treponemal antibody

absorption, HIV, hepatitis B andC, zinc, and thiamine were normal or negative.

Copper was low at 43 mcg/dL (normal 70-175 mcg/dL). EMG and nerve

conduction studies showed a length-dependent polyneuropathy without my-

opathy. MRI of the cervical spine was normal. EGD showed an ulcer in the

gastric antrum with severe edema causing gastric outlet obstruction; biopsy

was negative for H.pylori and malignancy. The final diagnosis was copper

deficiency myeloneuropathy due to poor oral intake from gastric outlet ob-

struction and malabsorption following gastric bypass surgery. PPI therapy

allowed normalization of oral intake. She was treated with 2 mg per day of

IV copper for 10 days with increase in serum copper to 62 mcg/dL. Orthostatic

hypotension resolved (after additional use of fludrocortisone and compression

stockings), weakness improved to allow ambulation with assistance, and

peripheral neuropathic pain improved. Vibration and position sense did not

improve. She was discharged on 2 mg per day of oral copper with further

increase in serum copper to 72 mcg/dL two months later.

IMPACT: Patients with altered gastrointestinal structure and function are at

risk for many nutritional deficiencies. When presenting with unexplained

symptoms a thorough investigation for nutritional deficiencies should be

pursued. In those with signs of the subacute combined degeneration, consider

testing for copper deficiency with serum copper (low) and ceruloplasmin (low)

levels, regardless of vitamin B12 sufficiency.

DISCUSSION: The presentation of subacute combined degeneration (vitamin

B12 deficiency) and copper deficiency myeloneuropathy are similar and

include paresthesias, sensory ataxia, impaired vibration/position sense, leuko-

penia, and anemia. Spinal MRI may show abnormal T2 signal in the dorsal

column. Copper absorption likely occurs in the entire upper gastrointestinal

tract. Patients with prior gastric surgery, enteropathies, excessive zinc inges-

tion, and those receiving parenteral nutrition are at risk for acquired copper

deficiency. Copper supplementation prevents further deterioration though im-

provement is variable, as demonstrated in this case.

SYNCOPE EVALUATION USING POINT OF CARE ULTRASOUND

Emmanuel K. Addo-Yobo1; Jennifer Treece1; Neha Kakkar1; Vandana Pai1;

Mariam Alawoki1; Christian Rosero1; Shelby Shamas2. 1East Tennessee State

University, Johnson City, TN; 2VA MOUNTAIN HOME, Johnson City, TN.

(Control ID #2945165)

LEARNING OBJECTIVE #1: Assess cardiac function with point-of-care

echocardiography during initial evaluation of syncope

CASE: Eighty seven year old male with no significant cardiac history present-

ed with three syncopal episodes. There were no prodromal symptoms or

evidence of seizure activity. Blood pressure of 76/42 mmHg and pulse of

118bpm were recorded by paramedics. Electrocardiogram (EKG) showed

atrial fibrillation with rapid ventricular response. Upon arrival at our facility,

he was hypoxemic and hypotensive. Labs showed serum troponin of 3.7 ng/

mL and acute renal insufficiency. EKG showed no acute ischemic changes.
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Head imaging showed no acute intracranial pathology. Acute coronary syn-

drome protocol with low intensity heparin drip was initiated. The patient

refused cardiac catherization and opted for medical management. A few days

later he was transitioned to apixaban for stroke prophylaxis due to the new

onset of atrial fibrillation. Transthoracic echocardiogram (TTE) on the fourth

day showed characteristic signs of right heart strain. This prompted a computer

tomography (CT) with pulmonary embolism (PE) protocol, which then

showed a large central pulmonary embolus in the right lung with additional

multifocal segmental and sub segmental PE throughout both lungs. Subsequent

lower extremity ultrasound showed a non-occlusive deep vein thrombosis

(DVT) in the left lower extremity. Treatment teams all agreed to continue the

current management with apixaban since the patient was oxygenating well on

nasal cannula and was hemodynamically stable.

IMPACT: It highlighted the need to learn point-of-care ultrasonography so that

it can be used regularly in clinical encounters to get information on-the-spot.

DISCUSSION: Syncope is an uncommon presentation for PE. Even when an

alternative reason for syncope exists, it is estimated that PE is present in 12%of

patients with syncope. Our patient presented with syncope in the setting of

ACS, new onset atrial fibrillation and hypotension. His pretest probablity for

PE was low; a calculated wells' score of 1.5 for tachycardia. The echocardi-

ography showed theMcconnel sign, a findingwhich has a 94% specificity for a

pulmonary embolus. The Mcconnel sign is a pattern of right ventricular

dysfunction with akinesia of the mid wall and hyper contractility of the apical

wall. If point-of-care ultrasonography (POCUS) was part of the initial evalu-

ation, the patient's presentation would have been appropriately managed for a

hemodynamically unstable PE. This would have included consideration for

thrombolytic therapy or embolectomy. Fortunately, this patient did well despite

being treated for the confounding atrial fibrillation and non-ST segment

myocardial infarction. In hindsight, application of POCUS would have made

the biggest difference during his complex initial presentation. It would

have shown evidence of right heart strain or the Mcconnel sign and

this would have ultimately prevented the delay in treatment of an

unstable pulmonary embolism.

SYNCOPE IN BEHCET'S DISEASE- IS IT A PULMONARY EMBO-

LISM? Aiza Tariq; Hailey Gupta. Mount Sinai Beth Israel, New York, NY.

(Control ID #2904890)

LEARNING OBJECTIVE #1: To understand the importance of possessing

high clinical suspicion and knowledge of vascular involvement in BD patients

presenting with new onset dyspnea, hemoptysis or syncope.

LEARNING OBJECTIVE #2: To familiarize clinicians with the complex

management of these patients and the ongoing challenge to prevent recurrent

vascular complications.

CASE: A 34 year old female presented with a chief complaint of recurrent

abdominal pain. She had a past medical history of Behcet's disease with

multiple abdominal symptoms. Past surgical history included an appendecto-

my and cholecystectomy. Abdominal x-ray was negative. The patient was

evaluated by pain management and started on a dilaudid PCA along with her

home azathioprine and prednisone. Three days into her hospital stay, the

patient syncopized in the bathroom. Vitals at the time showed a BP of 70/40

with sinus rhythm. CT Head was negative for an acute bleed. She continued to

have rising troponins, peaking at 1.68. Transthoracic echocardiogram showed

reduced RV systolic function and RA and RV dilation. D-dimer was elevated.

Chest CTA showed bilateral segmental pulmonary emboli. Lower extremity

DVTstudies were negative. She was started on a heparin drip and transferred to

the ICU. Her hypercoagulable workup resulted negative. The patient was

bridged to xarelto and immunosuppressive agents were continued with signif-

icant improvement in clinical status.

IMPACT: Unprovoked massive pulmonary embolism are uncommon in

young patients. This case adds to the literature by highlighting an important

etiology of venous thrombus that can be missed if the physician does not

possess a high clinical suspicion. This case allowed us to understand the

vascular implications of Behcet's disease, and appreciate the wide array of

clinical manifestations and presentations of autoimmune diseases.

DISCUSSION: This case highlights an unprovoked massive pulmonary em-

bolism in a young patient with Behcet's Disease (BD). BD is an autoimmune

disease commonly presenting with recurrent oral and genital ulcers. The

etiology of this disease is not well-understood and it is thought vascular

involvement is due to inflammation localized to the vasa vasorum. Thrombosis

is usually secondary to underlying vasculitis, with lower extremity venous

thromboembolism occurring most commonly. Pulmonary artery involvement

has a prevalence rate of less than 5%, presenting as pulmonary artery aneurysm

and less likely as pulmonary artery thrombosis. In most patients, pulmonary

artery embolism is isolated and does not occur in concordance with lower

extremity venous thrombosis. Pulmonary artery embolism is considered one of

the worst prognostic manifestations of BD. In 2012, a retrospective cohort of

807 patients with BD and venous thrombosis showed that immunosuppressive

agents significantly reduced the risk of venous thrombosis relapse rate.

SYSTEMIC SYMPTOMS: EXISTENCE OF THE UNSEEN Sana

Uchikoba1; Sandra Y.Moody3;Mitsuya Katayama2. 1KamedaMedical Center,

Kamogawa-shi, Japan; 2Kameda Medical Center, Kamogawa-shi,Chiba, Ja-

pan; 3Kameda Medica Center & UCSF/SFVAMC, Kamogawa City, Japan.

(Control ID #2937572)

LEARNING OBJECTIVE #1: Learn the diagnostic process of intravascular

lymphoma (IVL)

LEARNING OBJECTIVE #2: Do not exclude lymphoma as a diagnosis for

patients with fever or fatigue, even in the absence of lymphadenopathy (LAN)

or solid mass

CASE:A 75-year-old man with hypertension, hyperlipidemia, benign prostatic

hypertrophy and psoriasis presented with fatigue and weight loss. Six months

before, he noticed fatigue and anorexia that progressively got worse. In the last

few months, he had subjective fever and constipation having one bowel

movement per week. He has been taking candesartan, pravastatin, Tamsulosin,

antihistamine and a topical steroid ointment. On physical examination, he

appeared fatigued. His vital signs were normal except for a heart rate of 104

beats per minutes. He had temporal muscle wasting, enlarged prostate, and

symmetrically distributed pink cutaneous plaques on the extensor surfaces of

his elbows and gluteal cleft. His neurological exam revealed decreased strength

in the bilateral iliopsoas and hamstring muscles; decreased vibratory sense in

both feet; and lower extremity hyporeflexia. Laboratory tests were remarkable

for a creatinine of 1.0 mg/dl, hemoglobin 11.6 g/dl, platelet count 188/μl, LDH

417 U/l, ALP 819U/l, and sedimentation rate of 100 mm/1 hour. Based on

these results, our differential diagnosis included vasculitis or paraneoplastic

s ynd rome . Compu t ed tomogr aphy s c an (ne ck t o pe l v i s ) ,

esophagogastroduodenoscopy, and colonoscopy did not find any significant
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mass or LAN. A lumbar MRI with contrast revealed diffuse enhancement of

his vertebrae and cauda equina, and fluorodeoxyglucose-positron emission

tomography scan showed high accumulation throughout the vertebrae. These

findings raised suspicion for intravascular lymphoma, and we obtained skin

biopsy which showed proliferation of atypical lymphocyte within small ves-

sels. Bone marrow biopsy disclosed progressive infiltration by B-lymphocytes.

Thus, a diagnosis of highly aggressive stage IV B-cell lymphoma was made.

He was admitted to hematology for chemotherapy.

IMPACT: Patients with lymphoma do not always present with LAN, but can

present with systemic symptoms including fever, fatigue, weakness, and

weight loss.

DISCUSSION: Patients with lymphoma generally present with LAN. IVL is

the exception and often results in delayed diagnosis. We performed an exten-

sive workup for solid organ malignancy, all of which came back negative

including absence of LAN on physical examination, even his inflammation

titers were extremely high, including elevation in LDH and ALP, which was

highly suspicious for malignancy. The essential diagnostic process of intravas-

cular lymphoma includes careful physical examination and FDG-PET scan to

identify the site of extra-nodular proliferations. Histological confirmation by

random skin biopsy or bone marrow biopsy will establish the diagnosis; early

diagnosis is the key for successful treatment.

TAKE MY BREATH AWAYAlvin Shih. Methodist Dallas Medical Center,

Dallas, TX. (Control ID #2944541)

LEARNING OBJECTIVE #1: Recognize clinical manifestations of ANCA

vasculitis

LEARNING OBJECTIVE #2: Consider the complications associated with

ANCAvasculitis treatment

CASE: A 69 year old Hispanic female with recently diagnosed rheumatoid

arthritis, diabetes, and chronic pain presented with dyspnea and worsening

generalized weakness over the past month. On admission, she had very coarse

breath sounds, ecchymosis, and was unable to follow commands. Chest

imaging was concerning for interstitial lung disease and she had acute renal

failure with microscopic hematuria on lab studies. Due to worsening renal

failure, she was initiated on dialysis and started on pulse-dose steroids for 3

days. Serologies for anti-GBM, cryoglobulins, anti-ds-DNA, and PR3 were

negative, but RF and ANAwere mildly positive; MPO antibody was markedly

positive. EMG showed severe neuropathy consistent with mononeuritis mul-

tiplex. The patient was continued on steroids and underwent renal biopsy

which demonstrated a pauci-immune necrotizing glomerulonephritis and nec-

rotizing arteritis, consistent with microscopic polyangiitis. The patient devel-

oped worsening respiratory failure requiring intubation and underwent a bron-

choscopy with bronchoalveolar lavage which was negative for diffuse alveolar

hemorrhage, but positive for HSV pneumonitis. She completed acycovir

treatment, was subsequently extubated, and started on rituximab. The patient

improved clinically, was placed on dapsone as well as vitamin D and calcium

supplementation, and transferred to an inpatient rehab facility.

IMPACT: This case instilled the importance of recognizing the variable but

systemic features of ANCA vasculitis. Furthermore, while morbidity and

mortality remain high due to the condition itself, the complications of treatment

associated with immunosuppression must also be taken into consideration.

DISCUSSION: ANCA vasculitis is a systemic necrotizing inflammation that

affects mainly small vessels. Glomerulonephritis, cutaneous findings, lung

parenchymal disease, and neurologic manifestations are some of the more

common clinical features seen as evidenced in our patient; however, the

presence of any systemic involvement should spur suspicion and investigation

for ANCA vasculitis. The mainstays of treatment inlude immunosuppression

with high-dose steroids and cyclophosphamide, although rituximab is becom-

ing increasingly used as an alternative. Complications related to treatment

include but are not limited to infection, side effects associated with corticoste-

roids, bonemarrow suppression, malignancies, and the implications on fertility

in women of child-bearing age. A review of the literature shows that 30% of

those treated will develop a severe infection requiring hospitalization; oppor-

tunistic infections including PJP pneumonia have an incidence up to 12% for

which patients should receive prophylaxis. Patients should also be placed on

calcium and vitamin D supplementation given the increased risk of osteopo-

rosis.

TAKING OR NOT TAKING: STORY OF SKY HIGH TSH Yekaterina

Kim; Chukwudi Onyemekwu; Haleh Moazen. Montefiore Medical Center,

Bronx, NY. (Control ID #2945765)

LEARNING OBJECTIVE #1: Identify causes of elevated TSH despite

levothyroxine replacement therapy

LEARNING OBJECTIVE #2: Recognize a way to diagnose levothyroxine

malabsorption

CASE: A 35 year-old man with a history of hypothyroidism, HTN, DM II,

ESRD on peritoneal dialysis admitted with abdominal pain for 1 day. He had

normal vital signs, normal thyroid size without nodules. Exam remarkable for

abdominal tenderness to palpation. Patient denied any symptoms of hypothy-

roidism on his home dose of levothyroxine (LT4) 150mcg daily. Routine

admission TSH was 319 uU/ml [0.4-4.0 uU/ml] and T4 of 2.21 ug/dl [4.6-12

ug/dl]. Patient was diagnosed with peritoneal MSSA infection and stared on

antibiotics. He was continued on home LT4 dose and repeat TSH one week

later was 216 uU/ml, free T4 (FT4) was 0.64 ng/dl [0.7-1.9 ng/dl], T3 was 43

ng/dl [80-180 ng/dl], and anti-TPO antibody elevated at 810.5 IU/mL. In order

to differentiate LT4 malabsorption vs non-compliance we measured FT4 level

one hour after morning LT4 dose administration. This level remained un-

changed (0.64 ng/dl). We then administered 7 times patient's home LT4 dose

(1,225mcg) and measured FT4 level one hour later. The level again remained

unchanged, suggestive of LT4malabsorption.We continued to trend FT4 and it

was noted to be slightly elevated 48 hours later, which was interpreted as

delayed LT4 absorption due to acute peritoneal infection in a patient with

peritoneal dialysis. He was discharged on home LT4 dosewith close follow up.

IMPACT: Stress doses of LT4 can be used to distinguish malabsorption of LT4

from non-compliance.

DISCUSSION: Hypothyroidism can be easily treated with oral levothyroxine

(LT4), with a daily dosage from 1.6-1.8 μg/kg. Effectiveness of LT4 therapy is

measured with TSH suppression, but patients on appropriate doses of LT4with

uncontrolled hypothyroidism pose a clinical challenge. The causes of treatment

failure include patient nonadherence to medications, incorrect LT4 administra-

tion, presence of anti-T4 antibodies and malabsorption. Differentiating be-

tween malabsorptive syndrome and non-compliance is important for adjusting

therapy. Malabsorption can be subdivided into intrinsic gastroenterologic (GI)

pathology and medication co-use. Intrinsic GI pathologies include history of

gastrectomy and gastric bypass, celiac disease and atrophic gastritis. The most

common medications that affect LT4 absorption are bile acid resins, calcium
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carbonate, ferrous sulfate, and proton pump inhibitors. In order to distinguish

whether there is a component of malabsorption, a clinician can administer a

weekly dose of LT4 to the patient, and FT4 is collected in 1 hour. In patients

with hypothyroidism and normal absorption, the FT4 increases at least 2.5

times the baseline after 1 hour post LT4 intake, and if FT4 level does not

increase appropriately there is a component of malabsorption. This patient had

no 1 hour FT4 increase, suspicious for malabsorption but had a delayed FT4

increase in 48 hours suggestive of delayed absorption of FT4.

TALE OF FOUR TUMORS IN AN UNCHARTED CASE OF THE

TURCOT SYNDROME Abinav Baweja. New York University School of

Medicine, New York, NY. (Control ID #2935955)

LEARNING OBJECTIVE #1: Utilize genomic data to diagnose and differ-

entiate the spectrum of hereditary colon cancer-associated syndromes such as

familial adenomatous polyposis, Turcot syndrome, and hereditary non-

polyposis colorectal cancer syndrome

LEARNING OBJECTIVE #2: Recognize the multitude of extracolonic

cancers including lung adenocarcinoma and desmoid tumors that manifest in

APC-mutation carrier patients

CASE: A 64-year old woman was seen in the clinic with a medical history

notable for four primary tumors: glioblastoma multiforme, colorectal

cancer, lung adenocarcinoma and a desmoid tumor of the midgut. Her

family history revealed multiple individuals affected by cancer. She

had one brother with brain cancer (deceased at age 19), one brother

with lung cancer (deceased at age 50), and two sisters with ovarian

cancer (deceased at ages 30 and 31). The patient underwent two

resections for her brain tumor and received concurrent chemoradiation

with the alkylating agent temozolomide. Her colon cancer was asso-

ciated with significant polyposis, and was managed with total

colectomy and ileorectal anastomosis. Her lung adenocarcinoma was

treated with resection and chemotherapy. Incidental discovery of a

desmoid tumor of the midgut led to therapy with tamoxifen. Nucleo-

tide sequencing of the APC locus indicated that the patient was

positive for one copy of the novel p.Ala2584Thr variant, which has

not been described in the literature. Analysis of this mutation utilizing

PolyPhen-2, an in silico online tool for prediction of amino acid

changes in structure and function, demonstrated that the variant is

"probably damaging."

IMPACT: The case underscores a novel genomic mutation in the APC locus in

a hereditary glioma-polyposis patient, initially described by Jacques Turcot in

1959. While linkage data demonstrates APC mutation association in Turcot

syndrome, majority of cases are associated with mismatch repair gene muta-

tions as in hereditary non-polyposis cancer syndromes. Gene sequencing for

microsatellite instability mutations may reveal whether her disease is a hybrid

variant or an entirely unique APC-mutant syndrome.

DISCUSSION: It is important to note that APC gene mutations are numerous

and over 800 have been described in the literature. Typically these mutations

result in a polyposis phenotype with early risk for colorectal adenocarcinoma.

Given the genomic variability, it is not surprising to observe diverse pheno-

types with association to other cancers. These include lung adenocarcinoma,

desmoid tumors, and brain tumors such as medulloblastoma and malignant

gliomas. The patient described here harbors a unique mutation that may

express a different phenotype as compared with other APC-mutant diseases.

Her family history of ovarian cancers also suggests potential mismatch

repair gene involvement. Hence, additional gene sequencing and fam-

ily studies could provide insights to the clinical significance of this

patient's particular variant.

TEETH TAKE A POWDER, AND EYE ERYTHEMA ENSUES, A

CURIOUS CAUSE OF PRESEPTAL CELLULITIS Samiullah Arshad;

Isaac Leader. Montefiore Medical Center, Wakefield Campus, Bronx, NY.

(Control ID #2945802)

LEARNING OBJECTIVE #1: Recognize the potential causes of preseptal

cellulitis

LEARNING OBJECTIVE #2: Identify nasal osteonecrosis due to chronic

cocaine abuse

CASE: A 38 year-old man presented with worsening left sided

periorbital redness and swelling. He complained of occasional purulent

discharge from the left medial canthus for a month despite having

completed a course of antibiotics following extraction of two left sided

maxillary teeth. White blood count was unremarkable, antineutrophil

cytoplasmic antibody, antinuclear antibody and rheumatoid factor were

negative. Though he denied recent cocaine use, urine toxicology was

positive for cocaine. Computed tomography (CT) orbit revealed ero-

sion of the left lamina papyracea with additional destructive changes

in the nasal cavity. Rhinoscopy revealed diffuse yellow crusting in the

nasal cavity with no normal anatomical structures identified. The

patient was diagnosed with cocaine-induced necrosis of nasal mucosa

and left maxillary sinus wall leading to periorbital cellulitis. His

periorbital swelling resolved with antibiotics and intranasal douches.

IMPACT: Preseptal cellulitis can represent underlying infection with nasal

osteonecrosis, a sequela of chronic cocaine abuse.

DISCUSSION: In urban centers internists commonly encounter patients

with sequelae of cocaine abuse, which is responsible for more emer-

gency department visits than any other illicit drug. While nasal septal

perforation is a well-known effect of chronic intranasal cocaine,

periorbital cellulitis due to cocaine abuse has also been described.

Periorbital or preseptal cellulitis is an infection of the eyelid and skin

around the eye, anterior to the orbital septum. Potential causes of

preseptal cellulitis include breaks in the skin or spread of bacteria

from blood, sinuses or dental infection. It can also result from under-

lying nasal osteonecrosis induced by chronic cocaine abuse, the path-

ogenesis of which is poorly understood but is likely due to cocaine

induced vasoconstriction, inflammatory and proapoptotic and autoim-

mune mechanisms. The presentation of these cocaine-induced lesions

share similarities with nasal-type natural killer/T-cell lymphoma, squa-

mous cell carcinoma, granulomatosis with angiitis and invasive fungal

rhinosinusitis . Imaging with computerized tomography (CT) or mag-

netic resonance imaging (MRI) with contrast of the nasal cavity and

orbits reveal the extent of necrosis, but not the cause. Immunological

studies and biopsy help rule out other serious causes of necrotic nasal

lesions. Conservative treatment is based on regular saline douches and

administration of systemic antibiotics for superimposed bacterial infec-

tion. Surgical intervention may be needed for closure of septal or

palatal perforation or extensive disease involving the sinuses and

orbits. Cessation of cocaine abuse is of paramount importance.
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THAT'S NOT CELLULITIS: AN UNUSUAL CAUSE OF SCROTAL

SWELLING Michelle-Linh Nguyen1; Angela O. Suen1; Scott M. Kulich1;

Hema Rai1; Gaetan Sgro2; Pitiporn Suwattee2. 1University of Pittsburgh Med-

ical Center, Pittsburgh, PA; 2VA Pittsburgh Healthcare System, Pittsburgh, PA.

(Control ID #2905561)

LEARNING OBJECTIVE #1: Describe the clinical features of urothelial

cancer metastatic to the scrotum.

LEARNING OBJECTIVE #2: Recognize the limitations of radiography for

diagnosing the metastasis of urothelial cancer.

CASE:A60-year-old man presented with intractable pain secondary to a three-

week history of spontaneous scrotal swelling. His past medical history was

notable for lamina propria invasive high-grade urothelial carcinoma of the

urinary bladder, which had been resected using a transurethral approach and

treated with cisplatin/gemcitabine chemotherapy due to retroperitoneal lymph

node involvement. There was no evidence of residual disease on post-

treatment PET scan three months prior to his presentation. He presented to

an outside emergency department (ED) with the recent onset of a firm mass

behind his testicles that spread towards his penis. Within three weeks the

process had encompassed his entire scrotum and was accompanied by severe

throbbing, burning-type pain. He was diagnosed with scrotal cellulitis, but his

condition was unresponsive to an eleven-day course of ciprofloxacin. At time

of presentation to our ED, he denied fevers, chills, weight loss, urinary

frequency or urgency, dysuria, hematuria, ureteral discharge, urinary retention,

abdominal pain, or abnormal bowel movements. Physical exam revealed a

firm, indurated scrotum that was faintly erythematous and extremely tender to

palpation. The remainder of the exam was unremarkable. Scrotal ultrasound

showed subcutaneous edema and hypervascularity. Pelvic computed tomogra-

phy (CT) imaging with contrast revealed thickening of the skin and subcuta-

neous tissues overlying the testicles and anterior perineum with no pelvic

adenopathy. Due to concern for non-resolving cellulitis, the patient was treated

with intravenous vancomycin and piperacillin/tazobactam. Despite therapeutic

vancomycin troughs, the patient reported no improvement after four days of

antibiotic therapy. A punch biopsy of the scrotal skin revealed atypical cells

with an immunohistochemical staining pattern identical to his initial bladder

cancer. The patient began treatment with palliative radiation therapy with plans

to start pembrolizumab, a highly selective antibody against PD-L1, thereafter.

IMPACT: This case was a reminder that while imaging studies remain invalu-

able tools to the clinician, negative findings cannot completely exclude metas-

tasis in patients with a history of cancer.

DISCUSSION: Urothelial cancer rarely metastasizes to the skin. In one

review, cutaneous involvement was noted in 38 of 4,516 urothelial cancer

cases (0.84%), most commonly occurring on the trunk. Cutaneous involve-

ment of the scrotum is even rarer. A 2013 review identified thirteen cases of

scrotal metastases from genitourinary cancers, of which three were urothelial

cell. Because cutaneous scrotal metastasis may present with scrotal edema,

papules, nodules, subcutaneous induration, or ulcerated nodules, they are often

mistaken for other infectious or dermatologic disorders.

THE ARTERY THAT LOST ITS WAY- A DANGEROUS ANOMALY

OF THE RIGHT CORONARYARTERY Kushani Gajjar1; Ricky Heath2.
1University of Connecticut School of Medicine, HARTFORD, CT; 2John

Hopkins University School of Medicine, Baltimore, MD. (Control ID

#2907786)

LEARNING OBJECTIVE #1: Anomalous origin of coronary arteries is a

rare disorder.1,2 An interarterial course between the aorta and the pulmonary

trunk may also be associated with arrhythmia and syncope apart from sudden

cardiac death and ischemia.1 We present a case of an anomalous right coronary

artery arising from the left coronary cusp with a malignant interarterial course

(ARCA-LCC-IA) who presenting as chest pain.

CASE: 57 year old female with a past medical history of postpartum cardio-

myopathy, heart failure with unknown ejection fraction(EF), alcohol use

disorder, generalized anxiety disorder and hypothyroidism who presented with

chest pain, shortness of breath, nausea, vomiting and palpitations. EKG was

indicative of dynamic changes including Twave inversions in precordial leads.

3 sets of cardiac enzymes drawn 6 hours apart were within normal limits.

Patient continued to have shortness of breath, sinus tachycardia and chest pain

on the second day of hospitalization. A CT angiography(CTA) was ordered to

rule out pulmonary embolism. No pulmonary embolism was noted on CTA,

however it revealed an anomalous right coronary artery(ARCA) originating

from the left cusp which had a malignant interarterial course with right

dominant pattern of myocardial circulation. Subsequent nuclear stress test

did not show evidence of ischemia. Echocardiogram revealed an EF of 40%.

Patient was started on guideline directed medical therapy for heart failure with

reduced EF with resolution of symptoms.

IMPACT: Exercise and stress impact the conformation of coronary artery

anomalies thereby acutely and adversely impacting coronary flow, myocardial

perfusion, and subsequently cardiac function. The learning point from this case

is the evaluation of individuals who have survived unexplained aborted sudden

cardiac death or with unexplained life-threatening arrhythmia, coronary ische-

mic symptoms, or left ventricular dysfunction should include assessment of

coronary artery origins and course.3

DISCUSSION: The incidence of coronary anomalies in the general population

is 0.28% for ARCA, although these numbers are likely underestimates because

the majority of patients do not come to medical attention. ARCA-LCC-IA

represents 20% of the ARCA subset.2 Surgical revascularization is the standard

of care for ARCA-LCC-IAwhen there is evidence of ischemia or when there is

evidence of vascular compromise without evidence of ischemia due to the

progression of symptoms (eg, chest pain, syncope) with medical therapy.3

References 1. Angelini, Paolo. "Coronary artery anomalies." Circulation

115.10 (2007): 1296-1305. 2. Angelini, Paolo. "Clinical Articles: Coronary

Artery Anomalies—Current Clinical Issues: Definitions, Classification, Inci-

dence, Clinical Relevance, and Treatment Guidelines." Texas Heart Institute

Journal 29.4 (2002): 271. 3. Warnes, Carole A., et al. "ACC/AHA 2008

guidelines for the management of adults with congenital heart disease...."

Journal of the American College of Cardiology 52.23 (2008): e143-e263.

THE BALANCE BETWEEN CLOTTING AND YOUR IDENTITY

Hannah Lee; Elena Lebduska. University of Colorado, Denver, CO. (Control

ID #2937657)

LEARNINGOBJECTIVE #1:Assess risks and benefits of starting hormonal

replacement therapy for gender dysphoria

LEARNING OBJECTIVE #2: Recognize the management options of estro-

gen therapy in patients with a history of thrombosis

CASE: The patient is a 42 year-old man with long-standing gender dysphoria,

migraine with aura, and a history of recurrent superficial thrombophlebitis who

presented to primary care clinic seeking hormonal therapy with estrogen. He
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spent most of his life in the military, where his request for hormones for gender

transformation was previously denied by his therapist. He had four episodes of

superficial thrombophlebitis in his past, which were treated with rivaroxaban

and then transitioned to low-dose aspirin after a severe nosebleed. His primary

care office was not comfortable starting estrogen given the history of throm-

bosis. He was referred to an endocrinologist who was agreeable to the start of

estrogen, but also had concerns. He was then referred to the hematologist for

help making his transition as safe as possible. The hematologist conducted a

coagulability work-up that was overall negative. After multiple discussions

with the consulting teams, patient was started on an estradiol patch,

spironolactone, and low-dose rivaroxaban.

IMPACT: Initially, the multiple history of clotting was considered a strong

contraindication for the start of hormone therapy. Furthermore, currently we

lack clinical guidelines regarding hormonal therapy for gender transitions in

the setting of thrombosis. Our case illustrates the importance of placing patient

autonomy and desire for identity with risks of therapy. Due to the collaboration

with primary care, endocrine and hematology, a safe plan was enacted which

the patient was happy with.

DISCUSSION:Gender dysphoria describes a state where one's gender identity

is misalignedwith birth anatomy. Treatment involves hormonal therapy with or

without surgery. The goal of hormones is to reach physiologic hormonal level

and physical changes of the desired gender. For male to woman transformation,

some male secondary characteristics involving the skeletal system cannot be

reversed, but fat redistribution can occur leading to breast growth along with

atrophy of male sexual organs. Especially at the start of treatment, there is an

increased risk for venous thrombosis with supplemental estrogen, which is

proportional to the dose. The highest risk is with ethinyl estradiol, which

should not be used. Current guidelines recommend against routine

thrombophilic defect screening, but if there is a history of thrombosis, screen-

ing should be performed. Even with thrombophilia, patients can safely receive

hormone therapy, and sometimes use anticoagulants concomitantly. However,

our patient hadmore risk than someone with thrombophilia given the history of

multiple thrombosis, for which there is currently no guidelines. Weighing

patient wishes with the safest treatment options in a multidiscipiinary approach

is imperative to provide the most patient centered care.

THE CASE OF THE ACIDOTIC STABBING VICTIM: JUST FOL-

LOW YOUR NOSE Omid AMidi1; Chirayu Shah2. 1Baylor college of

medcine, Houston, TX; 2Baylor College of Medicine, Houston, TX. (Control

ID #2946128)

LEARNING OBJECTIVE #1: Understanding the work up of a non-anion

gap metabolic acidosis with hypokalemia and the importance of the social

history in such cases

CASE: The patient is a 53 year-old homeless man with no known medical

history who presented to the emergency department for a superficial stab

wound to the left chest and was found to have a non-anion gap metabolic

acidosis with hypokalemia. The patient had mild pain at the site of the stab

wound, but denied weakness, diarrhea, or change in urinary habits. Patient

denied recent ingestion (acetazolamide, heavy metals, isopropyl alcohol or

other medications) except for daily synthetic marijuana (kush) use. He reported

no history of nephrolithiasis, or family history of renal diseases or metabolic

disorders. Patient was well appearing, hemodynamically stable with respirato-

ry rate of 18, and exam was only significant for a mid-chest superficial wound

that did not penetrate the fascia. Labs were significant for sodium 145mmol/L,

potassium 2.8 mmol/L, chloride 118 mmol/L, bicarbonate 13 mmol/L, urea

nitrogen 6 mg/dL, creatinine 0.68 mg/dL, The anion gap was 13.9. The urine

anion gap (UAG) was -67.5. The transtubular potassium gradient (TTKG) was

2.95 and the aldosterone/renin ratio was normal. Given that laboratory evalu-

ation failed to provide a single explanation, further extensive interview was

performed and the patient ultimately admitted to huffing paint thinners 3 days

prior to presentation. Nasal inhalation of toluene based product led to the

patient developing a distal (type I) renal tubular acidosis. Potassium and

bicarbonate were repleted orally with resolution of the metabolic acidosis.

IMPACT:This case highlights the importance of the history and physical exam

in ingestion cases, specifically in non-anion gap metabolic acidosis

(NAGMA).

DISCUSSION: This case highlights the approach to a non-anion gap meta-

bolic acidosis (NAGMA) with hypokalemia. The differential diagnosis in-

cludes diarrhea, intestinal fistulae, proximal/distal RTA, ureteral-GI anastomo-

ses, and ingestion. Narrowing this differential requires a thorough history and

physical exam. Besides findings on basic labs, it may be necessary to assess

appropriate renal urine acidification response by determining the ammonium

excretion levels via the UAG. Normally, urine ammonium is between 20-40

mEq/day, but with increased acid burden, it should increase to >200 mEq/day.

Finally, the urine pH may be useful in cases where the differential is narrowed

to proximal vs. distal RTA, with proximal RTAs leading to more acidic urine

(pH <5.3). Based on the history, calculated UAG and TTKG, the differential

diagnosis for NAGMA in this case was narrowed to ingestion. Serum toluene

levels, urine hippuric acid, and a urine drug screen may have been helpful.

However, it should be noted that the results of these tests would not have

changed our treatment.

THE CHOLEDOLITHIASIS THAT WASN'T michael A. tymon1; Mat-

thew Shaines2. 1Albert Einstein College of Medicine, Bayside, NY;
2Montefiore Medical Center, Bronx, NY. (Control ID #2942573)

LEARNING OBJECTIVE #1: Define Dominant Strictures and their signif-

icance in the pathogenesis and prognosis of patients with Primary Sclerosing

Cholangitis.

LEARNING OBJECTIVE #2: Recognize the typical clinical presentation of

Primary Sclerosing Cholangitis (PSC)

CASE: The patient is a 69 year-old women with seven days of worsening,

episodic right-upper-quadrant abdominal pain. The abdomen was soft, non-

distended and tender to deep palpation in the right upper quadrant. AST and

ALT were elevated in the 400's, conjugated bilirubin 12, and Alkaline phos-

phatase 245. Abdominal CT was unrevealing. MRCP showed beading of the

intrahepatic biliary tree and a dominant stricture of the common bile duct.

MRCP was characteristic for PSC. Sphincterotomy was performed via ERCP

and the common bile duct successfully dilated. Cytologic brushes done at the

time of ERCPwere negative for malignancy. The patient's pain was adequately

controlled, liver function tests trended downwards, and the patient was

discharged with follow-up with the Liver Transplant team.

IMPACT: Primary Sclerosing Cholangitis (PSC) is an insidious disease with a

variable clinical presentation characterized by scarring of both intrahepatic and

extrahepatic bile ducts. PSC patients are typically asymptomatic but the

presence of large strictures can cause cholestasis leading to abdominal pain

and jaundice. Dominant strictures in PSC are associated with worse long-term
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outcomes in pat ients with PSC and increased likel ihood of

cholangiocarcinoma.

DISCUSSION: PSC is an idiopathic, progressive, cholestatic liver disease that

is characterized by inflammation and scarring of the intrahepatic and extrahe-

patic bile ducts. PSC is diagnosed by ERCP or MRCP. In a meta-analysis, the

sensitivity & specificity of MRCP for diagnosing PSC were 86% and 94%

respectively. Liver biopsy is rarely diagnostic for PSC. 50% of patients with

PSC are asymptomatic at the time of diagnosis. The predominant symptoms of

PSC are abdominal pain, pruritus, jaundice, and fatigue. Obstruction of the

larger bile ducts caused by a dominant stricture that is either too narrow to

allow sufficient choleresis or the bile ducts are obliterated by biliary sludge is

responsible for abdominal pain. A Dominant stricture is defined as a stricture

less than 1.5-mm diameter in the common bile duct or less than 1 mm in the

main hepatic ducts. 10-62% of patients with PSC will develop a dominant

stricture during their disease course. A recent study case series of 128 patients,

the mean survival of PSC patients with dominant strictures was 13.7 years vs.

23 years in those without. This survival difference was related to a 26% risk of

cholangiocarcinoma, which developed only in those with dominant strictures.

With the advent of liver transplantation, the leading cause of death in patients

with PSC is hepatobiliary or colonic adenocarcinoma. Prompt diagnosis of

cholangiocarcinoma is essential: 50% of all cases of cholangiocarcinoma are

diagnosed within the first 4 months after the diagnosis of PSC.

THE DANGERS OF HERBAL SUPPLEMENTS: A CASE OF ACUTE

LIVER INJURY FROM FENUGREEK Renee M. Dougherty; Rebecca

Mazurkiewicz. Northwell Health Lenox Hill Hospital, New York, NY. (Con-

trol ID #2906296)

LEARNING OBJECTIVE #1: Identify the clinical presentation of

fenugreek-induced acute liver injury.

LEARNING OBJECTIVE #2: Recognize the importance of reconciling

herbal medications.

CASE: A 34 year-old female without medical history who had an uncompli-

cated vaginal delivery 3 months prior presented with acute onset right upper

quadrant abdominal pain and several episodes of emesis. The patient took no

prescription medications; however, she had been taking fenugreek for the past

6-8 weeks to enhance her milk production in the setting of mild difficulty with

lactation. She denied alcohol and illicit drug use. Her physical exam revealed

right upper quadrant tenderness without organomegaly or peritonitis; no jaun-

dice or scleral icterus was seen. The patient had a severe transaminitis, with

AST/ALT levels reaching 5720/2164 during the hospital stay. Right upper

quadrant ultrasound and CT abdomen and pelvis with contrast revealed

subhepatic fluid consistent with acute liver injury without dilatation of com-

mon bile duct or stones in a post-cholecystectomy patient. HBV, HCV, HDV,

HEV, EBV IgM (IgG positive in this patient), CMV, HSV, VZV; iron studies

were normal, as were Ceruloplasmin levels, quantitative immunoglobulin

levels, kappa/lambda ratios, microsomal antibody assays, mitochondrial anti-

body, smooth muscle antibody, and ANAwere negative or normal. The patient

was managed conservatively with monitoring, hydration and pain control for

several days and the fenugreek was discontinued. Her transaminitis slowly

resolved without further intervention. She was discharged home and told to

avoid any herbal supplements indefinitely.

IMPACT: Fenugreek is a plant-based supplement traditionally recommended

for increasing milk production in lactating women, as well as numerous health

benefits as an antioxidant, anti-inflammatory, antidiabetic, and

hypocholesterolemic. Although numerous benefits have been suggested, the

toxic profile of fenugreek continues to increase as more research uncovers

toxicological effects. Hepatotoxicity has been noted, including necrosis, hep-

atitis and early liver degeneration, especially at higher doses.

DISCUSSION: This case illustrates the potential hepatotoxic effects seen with

use of fenugreek (Trigonella foenum graceum), as well as the necessity to

consider fenugreek as a possible etiology of liver injury. When a patient

presents with acute liver injury in the absence of common etiologies of acute

hepatitis, a thorough history is essential, including over-the-counter remedies,

especially non-FDA regulated herbal supplements. As no OTC supplements

are currently federally regulated, there is no monitoring system in play to track

unwanted side effects, warranting clinicians to broaden their understanding of

commonly used supplements.

THE DOWNFALL OF COGNTIVE BIAS IN A PATIENT WITH B-

SYMPTOMS Neeti Patel1; Carla Spagnoletti2. 1UPMC Montefiore/

Presbyterian, Pittsburgh, PA; 2University of Pittsburgh, Pittsburgh, PA. (Con-

trol ID #2937385)

LEARNING OBJECTIVE #1: Recognize cognitive bias as a reason for

diagnostic error in a patient with multiple admissions for nonspecific

symptoms

LEARNING OBJECTIVE #2: Identify need for further diagnostic work up

when blasts are detected on peripheral smear

CASE:A 63-year-old female, with chronic non-bloody diarrhea for 1 year, was

admitted with intermittent fatigue, shakiness, headaches, and muscle cramps

worsening over the past 6 months. ROS was positive for a 40 lb weight loss,

negative for night sweats and fevers. Her magnesium level was 1.3 mg/dl. Of

note, she has had multiple similar ED presentations, which were attributed to

similarly low Mg levels; her symptoms always improved with IV Mg. Her

prior diarrhea work up included a CT abdomen that revealed subcentimeter

mesenteric and retroperitoneal lymph nodes, followed by colonoscopy, EGD,

capsule endoscopy, and EUS with lymph node FNA; all normal. Prior history

includes hypertension, diabetes, and endometrial cancer with hysterectomy. On

exam, she had normal vitals, BMI 28, no lymphadenopathy or organomegaly.

A CBC with automated differential was ordered as "routine": WBC 9.8/Hbg

15/Plt 131 with 19% neutrophils, 16% bands, 20% lymphocytes, 15% atypical

lymphocytes, 8% metamyelocytes and 15% "other" cells. Manual peripheral

smear revealed 15% blasts. Stat flow cytometry revealed 27.6% lymphoblasts

(CD34+, CD20+), consistent with B cell acute lymphocytic leukemia (ALL)

and confirmed by bone marrow biopsy. She underwent induction

chemotherapy.

IMPACT: It is never normal to see blasts on a peripheral smear; bone marrow

biopsy should be the next step. Cognitive biases, such as anchoring and

diagnosis momentum, are common when evaluating patients with non-

specific symptoms such as fatigue, especially with an identifiable lab abnor-

mality (magnesium in this case).

DISCUSSION: Cognitive bias accounts for a large proportion of diagnostic

error. Two types are highlighted by this case: anchoring (locking on to a

diagnosis too early and failing to adjust to new information) and diagnosis

momentum (accepting a previous diagnosis without sufficient skepticism).

This patient's symptoms were repeatedly attributed to hypomagnesemia from

diarrhea which, in turn, influenced future providers' assessment. It is important
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to entertain an expanded differential for non-specific symptoms even with an

identifiable abnormal lab result. This patient's underlying problem was ALL.

Common symptoms of ALL include fatigue and easing bruising. Lymphade-

nopathy is seen in 50% of cases. Diarrhea is less common. B-symptoms are

typically mild. Thus, this diagnosis may be missed in its early phases, in part

due to bias-related diagnostic error. Automated blood cell counters are superior

to that ofmanual analysis in screening. Early white cells, such as bands, may be

a benign finding; however it is never normal to see blast forms on a peripheral

smear. Blast flags by automated cell counter are 75% sensitive in detecting

leukemia in the inpatient setting; confirmation by bone marrow biopsy is

required.

THE ENDOSCOPE IS NEAR: DIAGNOSING CMV GASTROINTES-

TINAL DISEASE IN HIV PATIENTS Nisha M. Singh; Neil Vyas. St.

Joseph's Hospital and Medical Center, Phoenix, AZ. (Control ID #2944257)

LEARNING OBJECTIVE #1: To appropriately diagnose CMV diarrhea in

HIV patients.

CASE: Patient is a 29 year old male with a past medical history of HIV who

presented with intractable diarrhea. The diarrhea had been going for past one

week and was described as watery, non-bloody, and voluminous, producing

about 2L per day. Vitals were stable. CD4 count was 86. Full stool studies were

performed which revealed stool osmotic gap of 4 consistent with secretory

etiology. Thyroid studies and cortisol levels were normal. Studies were nega-

tive for Clostridium difficile, fecal leukocytes, stool ova and parasite, and all

gastrointestinal pathogens measured by PCR in the stool. SerumCMV IgG and

IgM as well as CMV PCR were all negative. Eventually, flexible sigmoidos-

copy was performed which revealed grossly unremarkable colonic mucosa

with nonspecific patches of erythema in the sigmoid colon. Multiple random

left colon biopsies were taken and sent for pathology, the report of which came

back diagnostic of CMV.

IMPACT: Cytomegalovirus (CMV) affecting the gastrointestinal tract is an

uncommon but a serious complication of acquired immune deficiency syn-

drome (AIDS). It can affect the upper as well as the lower gastrointestinal tract.

Prior to the availability of HAART (highly active antiretroviral therapy), CMV

gastrointestinal disease occurred in up to 5 percent of patients with AIDS,

especially with CD4 counts less than 50. We present a unique case of a patient

with a new diagnosis of human immunodeficiency virus (HIV) presenting with

intractable diarrhea. Full infectious work up including stool studies was all

negative. Biopsies from a flexible sigmoidoscopy were positive for CMV

despite having a negative serum CMVantibody and PCR.

DISCUSSION: Laboratory methods for the diagnosis of CMV infection

include quantitation of CMV DNA by PCR as well as serology (IgM and

IgG antibody against CMV) and viral proteins (CMVantigen pp65) in tissue of

organs or blood. In immunocompromised patients, serology is the least helpful

of these methods because of their inability to surmount antibody production.

While not as rapid as PCR and antigenemia assays, CMV serology (CMV

IgM) is the most accessible test in the community setting and often sufficient

for diagnosis in immunocompetent individuals. PCR testing, on the other hand,

allows for rapid result reporting and is very specific, but severely falls short in

sensitivity. If PCR is negative, endoscopy ultimately needs to be performed. It

can be argued that patients with clinical illness suggestive of tissue-invasive

CMV disease should inevitably have tissue specimen obtained by biopsy to

confirm active CMV. This unique case should prompt a lower threshold to

perform early endoscopy for faster diagnosis and potential treatment, ultimate-

ly avoiding unnecessary laboratory evaluation and prolonged hospital stay.

THE FORGOTTEN BOXED WARNING: PERIPHERAL NEUROPA-

THY AS AN UNDER-RECOGNIZED AND POTENTIALLY PERMA-

NENT ADVERSE EFFECT OF LEVOFLOXACIN Davis N. Bradford1;

Jessica Taylor2. 1Boston Medical Center, Boston, MA; 2Boston University/

Boston Medical Center, Boston, MA. (Control ID #2949312)

LEARNING OBJECTIVE #1: Describe initial work-up of peripheral neu-

ropathy in primary care

LEARNING OBJECTIVE #2: Recognize peripheral neuropathy as an un-

common adverse effect of levofloxacin

CASE: A 69-year-old Haitian woman presenting with fever and right upper

quadrant abdominal pain was diagnosed with severe sepsis due to a 12 cm

pyogenic liver abscess. Despite repeated drainage, culture data and other

microbiologic testing were unrevealing. She improved slowly on broad-

spectrum intravenous antibiotics and was transitioned to oral levofloxacin

and metronidazole. Due to a persistent but shrinking fluid collection, antibi-

otics were continued as an outpatient. After 3 months of treatment, she

developed new, painful paresthesias of her bilateral hands and feet. Metroni-

dazole was stopped, but symptoms progressed. She later presented to primary

care describing worsening numbness and pain that limited household tasks and

caused gait unsteadiness. After workup for other etiologies of neuropathy

demonstrated only borderline diabetes, levofloxacin was felt to be the most

likely cause of her symptoms, which neurology consultation confirmed.

Levofloxacin was discontinued, and the patient was monitored closely for

recurrent fevers, chills, and abdominal pain off antibiotics. The patient's

peripheral neuropathy symptoms slowly improved but have not resolved.

IMPACT: In this case, levofloxacin was warranted given the patient's life-

threatening infection and lack of culture data; however, it is often chosen in

other circumstances (e.g., uncomplicated cystitis, acute bacterial sinusitis)

when lower-risk antibiotic options are available. This case reminded us that

levofloxacin should be mostly reserved for situations without alternative

treatments. When levofloxacin is used, we should discuss the potential risk

of peripheral neuropathy with our patients alongside other serious side effects.

DISCUSSION: Peripheral neuropathy is a common primary care com-

plaint but an underlying cause (e.g., longstanding HIV infection or

uncontrolled diabetes) is often apparent. Evaluation includes attention

to medications, prior chemotherapy, and alcohol use. Lab testing

consists of hemoglobin A1C, vitamin B12, TSH, serum protein elec-

trophoresis, urine protein electrophoresis, and antinuclear antibody.

Testing for HIV, syphilis, Lyme, and other underlying rheumatologic

disease may also be warranted. This vignette describes a rare case of

acute peripheral neuropathy due to levofloxacin resulting in long-term

disability. In addition to the well-known adverse effects of tendon

rupture, tendinitis, and worsening of myasthenia gravis, data from

1997-2012 showed that peripheral neuropathy made up 1% of reported

adverse effects from systemic fluoroquinolones. In 2013, the FDA

expanded its black box warning to include potentially irreverisble

peripheral neuropathy. Given its severity and lasting effect,

levofloxacin-induced peripheral neuropathy should be considered in

antibiotic selection and recognized in evaluation for neuropathy in

patients with a recent course.
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THE GOOD PATIENT A CASE OF B12 DEFICIENCY ANEMIA

CAUSED BY METFORMIN USE Junaid M. Habibullah; Nick Fitterman.

Northwell Health, Manhasset, NY. (Control ID #2928167)

LEARNING OBJECTIVE #1: Diagnosis of B12 deficiency anemia

LEARNING OBJECTIVE #2: recognize its association with metformin use

CASE: 44 year old male with insulin dependent type 2 Diabetes mellitus

and hypothyroidism presented with a chief complaint of fatigue, weakness,

dyspnea on exertion and light headedness for several weeks. He denied bloody

stools or melena. Medications included metformin for the last 3 months,

levothyroxine, simvastatin, enalapril and detemir insulin. The patient was

adherent to his medical regimen. The physical exam showed pale conjunctiva

and negative for scleral icterus, tachycardia or hypotension. On laboratory

studies, hemoglobin was 6.7 g/dL( baseline from 4months ago was 12.7 g/d)L,

with elevated LDH (8850 U/L) and low haptoglobin (<20 mg/dl). Serum B12

was low (30 pg/ml) with high levels of serum methylmalonic acid and

homocysteine. A peripheral blood smear showed no signs of schistocytes.

Fecal occult test was negative. Direct coombs C3 and poly were positive, but

IgG was negative. During the hospital course the patient received 2 units of

blood and B12 injections. The patient's hemoglobin remained stable at 7.5

g/dL and was discharged on sublingual B12 and metformin was discontinued

after 4 days. One week later the patient's hemoglobin was 11.2 g/dL on

outpatient lab work. Intrinsic factors antibodies were positive.

IMPACT: B12 deficiency is a known complication of treatment with metfor-

min. However, this usually occurs after prolonged treatment. Underlying

pernicious anemia not clinically manifested, may predispose one to more

readily experiencing clinically evident B12 deficiency shortly after starting

metformin. Type 2 DM and hypothyroidism are endocrinopathies associated

with an increased risk of pernicious anemia. Hemolytic anemia as a manifes-

tation of B12 deficiency is less commonly recognized. Elevated homocysteine

levels are felt to play an instrumental role in this process though it remains

unclear whether this is merely an association or a causal factor.

DISCUSSION: Patients with severe B12 deficiency will develop ineffective

erythropoiesis, causing early death of the erythropoietic precursor cells in the

bone marrow and the peripheral circulation. This can lead to findings consis-

tent with hemolytic anemia. High levels of homocysteine have also been linked

with hemolysis, though the proposed mechanism is still unclear. Patients' on

metformin developB12 deficiency due to poor absorption in the ileum. In large

studies using metformin up to 30% of patients developed B12 deficiency. Here

we raise concern of those with underlying endocrinopathies associated with

pernicious anemia being susceptible to clinically relevant B12 deficiency

shortly after starting metformin. In addition we point out the uncommon

manifestation of B12 deficiency as a severe hemolytic anemia. This severe

hemolysis seen in this case warrants to be observed closely and to be managed

acutely in order to prevent further complications.

THE GREAT IMITATOR : UNUSUAL CAUSE OF REVERSIBLE NE-

PHROTIC SYNDROME Arundati Rao1; Sarthak Virmani1; Christine

Vigneault2; Michael Moustakakis2. 1University of Connecticut School of

Medicine, Farmington, CT; 2Greater Hartford Nephrology, Bloomfield, CT.

(Control ID #2935002)

LEARNING OBJECTIVE #1: Recognize the features of nephrotic

syndrome.

LEARNING OBJECTIVE #2: Recognize broad differential diagnosis and

workup of nephrotic syndrome in an HIV patient.

CASE: A 52-year-old male with past medical history of HIV infection on

HAART presented with 3 day history of periorbital edema, bilateral lower

extremity swelling, weight gain, and a urine dipstick showing 3 + proteinuria.

Exam was notable for a blood pressure of 140/85mmHg and anasarca. Inves-

tigations revealed BUN 21mg/dL, S.Cr 1.3mg/dL, albumin 1.7g/dL,T. Cho-

lesterol 422mg/dL and TG 374mg/dL. A urine protein:creatinine ratio was

5266.75mg/g and 24 hour urine protein of 13.3g. He was diagnosed with

nephrotic syndrome and started on medical therapy including an ACE inhibitor

and statin.Workup revealed normal levels of IgA, ANA, ANCA, complements

and negative hepatitis serologies. FSGS was the working diagnosis and a renal

biopsy was performed that showed immune complex GN suggestive of an

infectious etiology. On further questioning, he reported a 1 day history of self

limiting rash and fever following treatment with ceftriaxone for recently

diagnosed gonorrhea 2 weeks prior to presentation. This was presumed to be

a Jarisch-Herxheimer reaction. Subsequently, RPR and FTA-ABS were found

to be positive and he was treated for secondary syphilis with penicillin. This led

to complete resolution of his nephrotic syndrome clinically with a S.Cr. of

0.8mg/dL, albumin 3.2g/dL and an undetectable urine:protein creatinine ratio.

IMPACT: Sudden onset of nephrotic syndrome in an HIV infected patient has

a broad differential including HIV associated nephropathy (HIVAN) and

FSGS. Immune deposition mediated nephrotic syndrome due to co-infections

is a rare etiology in such patients. Syphilitic infection causing nephrotic

syndrome though rare, is completely reversible and treatable. It is recommend-

ed that all patients with similar clinical picture be tested for co-infection with

syphilis.

DISCUSSION: Nephrotic syndrome is characterized by proteinuria (> 3.5

g/day), hypoalbuminemia (< 2.5 g/dL), hypercholesterolemia, and edema. In

our patient with HIV, differential for sudden onset nephrotic syndrome includ-

ed HIVAN, NSAID-associated minimal change disease, and membranous

nephropathy. Focal segmental glomerulosclerosisis the most common histo-

logic finding in HIVAN. Other differentials include cryoglobulinemia, IgA

nephropathy, amyloidosis, and immune complex glomerulopathy. The most

common manifestation of syphilitic renal disease is proteinuria. Patients can

develop nephrotic syndrome, rapidly progressive glomerulonephritis, acute

nephritic syndrome, and progressive renal failure due to gumma. Immune

complex mediated disease due to co-infections are rare. Secondary syphilis

results in immune complex deposition and a membranous nephropathy. With

appropriate treatment, this type of nephrotic syndrome is completely revers-

ible.While HIValone can cause renal dysfunction, recognition of co-infections

is crucial, particularly since the treatment is curative.

THE GREAT MASQUERADE OF SARCOIDOSIS: A CASE OF

LOFGRENSYNDROME Crystal D. Coleman; David H. Lindner; Dr. David

Linz. Naples Community Health Hospital, Naples, FL. (Control ID #2945299)

LEARNING OBJECTIVE #1: Recognize extrapulmonary manifestations of

sarcoidosis

LEARNING OBJECTIVE #2: Differentiate Lofgren syndrome from other

rheumatological disease

CASE: A 67-year-old male presented to a clinic with several months of

"lumps" on arms and legs. He had a history of polymyalgia rheumatica

(PMR), type II diabetes, and gout. Review of systems was positive for joint

pain in hands and ankles, and fatigue. He had a history of cataract surgery. He
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was taking allopurinol and Metformin. He denied family history of disease,

and was a never smoker. Lung, heart, and neurological exams were unremark-

able. Musculoskeletal exam revealed tenderness in the joints of the hands and

ankles. Lymphatic exam was notable for non-tender cervical and axillary

lymphadenopathy. Skin exam revealed a maculopapular facial rash and 2-5

cm. tender subcutaneous nodules, diffusely over arms and legs. Laboratory

analysis showed calcium level of 10.4 mg/dL (8.9-10.1 mg/dL). CT chest

revealed bilateral hilar lymphadenopathy. EKG showed sinus bradycardia.

Pulmonary function testing was unremarkable.Mediastinal lymph node biopsy

and biopsy of facial skin revealed non-caseating granulomata, consistent with

sarcoidosis.

IMPACT: In a patient with sarcoidosis, one may want to consider

extrapulmonary manifestations of the disease and a single unifying diagnosis

may explain all of their signs and symptoms. Sarcoidosis may mimic PMR

with its myalgia; therefore, the previous diagnosis of PMR should be

reconsidered.

DISCUSSION: Sarcoidosis is a systemic, non-caseating granulomatous ill-

ness. It typically affects young adults, presenting with hilar adenopathy. Up to

30 percent of patients present with sarcoid in sites such as skin, eyes, muscu-

loskeletal, heart, kidney, nervous system, and it can be associated with high

mortality. A prospective observational study showed the most frequently

occurring extrapulmonary manifestations were tied between skin lesions and

peripheral lymph nodes. Acute sarcoid arthritis presents most often as part of

Lofgren syndrome, characterized by hilar adenopathy, erythema nodosum

(EN), and acute arthritis, as seen in this patient. The most common joint

involvement is the ankles bilaterally. The acute form of arthritis rarely occurs

with lung involvement. Lofgren is seen in less than 5 to 10 percent of

sarcoidosis and is usually self-limiting. It can mimic other rheumatologic

conditions, such as PMR. Patients with PMR are typically greater than age

50, experience proximal symmetrical myalgias and an elevated sedimentation

rate (ESR) of 40mm/hour or greater. An elevated ESR can be found in patients

with Lofgren; however, patients with PMR will not present with the triad of

symptoms associated with Lofgren. Physicians should have a high suspicion

for sarcoidosis when patients present with any variation of the symptoms

discussed. While Lofgren syndrome has a good prognosis, it is essential to

diagnose sarcoidosis to prevent manifestations that can lead to patient morbid-

ity and mortality.

THE IMPACT OF TRAUMA ON PATIENT ENGAGEMENT IN DIA-

BETES Deborah Swiderski; Sabrina Esbitt. Montefiore Medical Center,

Bronx, NY. (Control ID #2938996)

LEARNING OBJECTIVE #1: Recognize the importance of trauma in-

formed care in patients with poorly controlled diabetes

CASE: A 47 year old woman with poorly controlled diabetes, hypertension,

CKD 3, smoking, and morbid obesity has been followed for over 6 years

beginning in 2011. She presents sporadically for care, at times keeping month-

ly appointments but more commonly appearing every 6-12 months. Her BP

ranges from 155-190, her BMI 42-43, her glomerular filtration rate drifted from

60 in 2011 to 35 in 2017, and her hemoglobin A1C ranges from 9.0 to 12.9.

Her family history is notable for multiple family members with severe diabetes

resulting in end stage renal disease, amputations and strokes. She admits to

variable adherence to both her diet and medication. During this time she

responded to the poor control of her medical problems with expressions of

guilt and self-deprecation. In June 2017 she presented for a routine visit with

signs and symptoms of severe depression after the death of her mother. Further

social history taken at this time revealed that the patient had been the victim of

sexual assault twice at the age of 21. She reported that her mother's death

triggered reconnection with this trauma which she had never revealed to

anyone, and the realization that "my life stopped after that, I haven't really

been living my life." She began keeping monthly appointments with her

primary doctor and therapy with a staff social worker.

IMPACT: I realized that the profound negative impact of distant trauma on

self- image and self-efficacy had a similarly profound impact on this patient's

ability to care for herself and to engage in care. Knowledge of trauma is

essential for successful care of this patient.

DISCUSSION: Trauma Informed Care, originating in research beginning in

the 1980's, is gaining widespread acceptance as a way to understand poor

outcomes in a variety of clinical situations, most commonly applied to such

conditions as addiction, chronic pain and medically unexplained symptoms in

adults, and behavioral problems in children and adolescents. Its impact on

outcomes in chronic diseases is less well articulated. It offers a "mind-body"

conceptual approach emphasizing not only the psychological sequelae of

trauma but also the neurophysiolgic changes that are now being appreciated.

It also emphasizes the importance of collaborative care with attention to both

biomedical and psychosocial problems. This case illustrates how distant trau-

ma led to the patient being dissociated from her body and thus unable to take

care of herself, or to engage in medical care. While sharing her history with her

primary provider has not led to instantaneous improvement in her diabetes it

has led to a genuine engagement in her medical care and a desire to care for

herself, both lacking before. These are essential components for success in the

management of her diabetes.

THE IMPORTANCE OF KIDNEY BIOPSY TO DIAGNOSE A RARE

NEOPLASTIC ETIOLOGY OF ACUTE KIDNEY INJURY Abhishek

Pulla1; Razan Alif1; Smeet Patel1; Armen Margaryan2; Yotam Papo3. 1Florida

Atlantic University, Boca Raton, FL; 2Kidney and Hypertension Specialists,

Delray Beach, FL; 3Medical University of South Carolina, Charleston, SC.

(Control ID #2938036)

LEARNINGOBJECTIVE #1:Recognize the importance of kidney biopsy in

a patient with acute kidney injury of unclear etiology.

CASE: An 84-year-old male with past medical history of CKD stage 4,

hypertension, and previous prostate cancer treated with chemotherapy, was

referred to the hospital with worsening renal function. Upon arrival to the

hospital his creatinine was 6.72 and he was generally asymptomatic aside from

increased urinary frequency. The patient's primary internist reported that his

creatinine had progressively worsened from his baseline of 2.5 to 4 over the

past few months. The outpatient Nephrologist discontinued the home dose of

Losartan recently without any improvement in his renal function. Review of

his history and the list of home medications did not reveal any potentially

nephrotoxic agents. Physical exam was benign. Initial laboratory results

showed an anemia with hemoglobin 8.8, a lymphocytosis of 62.8%, elevated

random urine protein to creatinine ratio of 703mg/g, and a calculated fractional

excretion of sodium 6.7%. Renal ultrasound showed bilateral renal cysts

without any evidence of obstruction. Renal size was preserved. Although

patient was noted to have elevated serum IgG kappa and lambda light chains,

with an elevated ratio of 8.71, Serum Protein Electrophoresis and
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Immunofixation were within normal limits. Serologies, including ANA and

ANCAwere negative. CT guided left renal biopsy was performed on day 4 of

admission due to minimally improved renal function despite isotonic fluids.

Preliminary biopsy results showed findings consistent with lymphoprolifera-

tive disorder. The patient was started on Prednisone 60mg/day and creatinine

improved to 5 after one week. A PET scan showed positive activity isolated to

the kidneys. A second biopsy showed a final diagnosis of small lymphocytic

lymphoma. Dialysis was deferred due to improving creatinine levels with

prednisone alone. The patient was started on Ibrutinib with a plan to taper

steroids.

IMPACT: It is important to note that acute kidney injury in hospitalized

patients is most commonly due to prerenal injury or acute tubular necrosis.

Despite these common causes, it is always important to consider other intrinsic

causes of acute kidney injury that may be easily diagnosed via kidney biopsy.

DISCUSSION: This case illustrates the potential for an acute kidney injury of

unclear etiology, regardless of baseline, to progress to irreversible kidney

disease in an asymptomatic patient if a timely kidney biopsy is not performed.

This patient's history of baseline CKD and long standing systemic hyperten-

sion may have obscured and delayed further evaluation without a biopsy. A

recent study demonstrates that a kidney biopsy results in a change in diagnosis

60% of the time and can alter treatment approach in 35% of instances.

Although a rare cause of acute kidney injury, our case of SLL illustrates the

diagnostic utility of a kidney biopsy and necessitates keeping a broad differ-

ential diagnosis in mind.

THE IMPORTANCE OF RAPID DIAGNOSIS AND TREATMENT OF

CNS VASCULITIS PRESENTING AS HYPERTENSIVE CRISIS AND

BACK PAIN Elizabeth Sharp1; Asaff Harel1; Michael Colin1; Peter Sayegh1;

Julia Blanter2. 1Lenox Hill Hospital, New York, NY; 2New York Medical

College, New York, NY. (Control ID #2937508)

LEARNING OBJECTIVE #1: Recognize unique presentations of vasculitis

in patients with connective tissue disease.

LEARNING OBJECTIVE #2: Identify appropriate imaging modalities for

diagnosis of CNS vasculitis.

CASE: A 45-year-old female with Sjogren's syndrome, polyarticular inflam-

matory arthritis, and cutaneous lupus was admitted with a maculopapular rash

thought to be due to a hypersensitivity reaction to trimethoprim-

sulfamethoxazole, which was started due to a gluteal abscess. Pt was switched

to Vancomycin with improvement of the abscess yet her course was compli-

cated by hypertensive urgency (BP 209/106) associated with headache, altered

mentation, and lethargy. Brain MRI demonstrated multifocal but posterior-

predominant T2 hyperintensities bilaterally, initially thought to be indicative of

posterior reversible encephalopathy syndrome (PRES) due to severe

hypertension. MR angiogram (MRA) of the head demonstrated normal

vasculature. Though her hypertension and encephalopthy improved

with medical management, she developed severe back pain, and tho-

racic MRI revealed an extramedullary collection indicative of a mixed

subdural and subarachnoid spinal hemorrhage. A spinal angiogram was

performed demonstrating beading in the anterior spinal artery with a

fusiform pseudoaneurysm at T10, consistent with vasculitis. Due to

new suspicion that the brain MRI findings reflected vasculitic changes,

a cerebral angiogram was performed, also revealing an irregular bead-

ing pattern. The patient began high dose methylprednisolone and

rituximab, with resolution of headaches and back pain. Repeat spinal

angiogram showed resolution of vascular abnormalities.

IMPACT: This case illustrates the diagnostic challenge of approaching a

patient with possible vasculitis. While vasculitis was initially considered, a

normal head MRA argued against it, and more sensitive and invasive tests,

such as conventional angiogram, were deferred. However, it is important to

recognize that MRA is not sufficiently sensitive to detect small vessel vascu-

litic change, and conventional angiogram is needed. Failure to promptly

diagnose CNS vasculitis may lead to severe complications.

DISCUSSION: While CNS vasculitis can occur with rheumatologic diseases

such as systemic lupus erythromatosis and Sjogren's syndrome, spinal vascu-

litis leading to hemorrhage is exceedingly rare and has only been described in

isolated case reports. This case adds to the limited data on this rare but

potentially severe entity. In addition, while the brain lesions were initially

thought to be indicative of PRES, a vasculitic etiology was possible but was

not pursued due to a normal head MRA. This case illustrates the importance of

conventional angiography in the evaluation of possible vasculitis. While head

MRor CTangiography is often used to evaluate for vasculitis, the sensitivity of

these tests in detecting vasculitis is insufficient, and conventional angiogram is

an important but underutilized tool that should be considered when there is

clinical suspicion.

THE INCONSPICUOUS BLOOD CLOT Dawn Zhao; Rashmi Advani;

Afsana Rahman; Matthew Shaines. Montefiore Medical Center, Bronx, NY.

(Control ID #2942724)

LEARNING OBJECTIVE #1: Assess for inferior vena cava (IVC) throm-

bosis in patients with bilateral lower extremity edema with computed tomog-

raphy (CT) or magnetic resonance imaging (MRI)

LEARNING OBJECTIVE #2: Recognize factors that affect treatment when

IVC thrombosis is present

CASE: 82 year-old man with relapsed metastatic diffuse large B-cell lympho-

ma was admitted for new thrombocytopenia of 58,000. Physical examination

was significant for asymmetrical bilateral lower extremity pitting edema. Vital

signs, complete metabolic panel, blood count, and albumin were unremark-

able. Venous duplex of the legs was negative for venous thrombosis. An

echocardiogram revealed an ejection fraction of 45% and left ventricular

hypokinesis. Despite a two day trial of diuretics, the lower extremity edema

progressed. CT abdomen/pelvis with intravenous contrast to assess for pelvic

venous or lymphatic obstruction showed large infrarenal IVC thrombosis with

extension into the left external iliac and femoral veins, so the patient was

started on therapeutic enoxaparin. Because he subsequently developed a large

gastrointestinal bleed on anticoagulation, he was not a candidate for local

thrombolysis or thrombectomy.

IMPACT: Bilateral lower extremity edema is most commonly caused by

abnormal heart, liver, or kidney function. IVC thrombosis is a rare but dan-

gerous cause of bilateral lower extremity edema and should be assessed in

cancer patients with otherwise negative workup with CT or MRI.

DISCUSSION: In any patient with bilateral lower extremity edema, work up

should include assessment of heart, liver, and kidney function. Although IVC

thrombosis occurs in less than 2 per 100,000 hospitalized patients and is a rare

cause of bilateral lower extremity edema, more than one third of patients with

IVC thrombosis have cancer. Other risk factors for acquired IVC thrombosis

are thrombophilias, hormone therapy, obesity, chronic inflammatory
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conditions or iatrogenic causes like IVC filters and catheters, endovascular

instrumentation, or abdominal surgery. Although classic symptoms of acute

IVC thrombosis are bilateral lower extremity edema and dilatation of superfi-

cial abdominal wall veins, these are seen in half of patients. In this patient with

malignancy and normal renal function and albumin, CT abdomen/pelvis or

MRI are the tests of choice to evaluate for venous obstruction. There is a three-

pronged approach to treatment of IVC thrombosis. First is thrombus removal

by directed thrombolysis or thrombectomy to reduce chronic venous insuffi-

ciency and post thrombotic syndrome. Second is reduction of thrombus prop-

agation with low molecular weight heparin. Cancer patients with IVC throm-

bosis should be treated with enoxaparin; guidelines recommend to

anticoagulate and transfuse platelets to maintain a goal >50,000 in those with

underlying thrombocytopenia. Third is confinement of the thrombus to the

vena cava with IVC filter and is recommended in patients with contraindica-

tions to thrombolysis.

THE INVISIBLE ENEMY Alexander M. Barbaro. Einstein-Montefiore,

New York, NY. (Control ID #2945202)

LEARNING OBJECTIVE #1: Diagnose hepatocellular carcinoma in the

absence of typical radiographic findings

CASE: A 52 year old man with a history of cirrhosis presented with swelling

on his chest after a minor trauma. He was noted to have "right clavicle

prominence" with point tenderness and erythema and was instructed to sched-

ule an x-ray. 8 weeks later he presented again with progressive abdominal and

back pain. His liver occupied the entire epigastric space and was firm, nodular,

and slightly tender. A systolic bruit was heard over the area. In addition a tennis

ball-sized, non-tender mass extended from the upper sternum with a systolic

bruit over its right border. A CT of the chest and abdomen revealed the sternal

mass extending into the anterior mediastinum and multiple lytic lesions

throughout the thoracic/lumbar spine. Radiologists favored a diagnosis of

primary sternal mass with spinal metastases or multiple myeloma, and the

liver was simply described as enlarged and cirrhotic. However, after serum

AFPwas found to be 11,000 a biopsy of the sternal mass confirmed a diagnosis

of hepatocellular carcinoma. Given the patient's advanced disease he elected

for hospice care and passed away less than one month after diagnosis.

IMPACT: This case exemplifies an atypical variant of hepatocellular carcino-

ma that can present with massive tumor burden and minimal to no intrahepatic

disease on imaging.

DISCUSSION: Hepatocellular carcinoma (HCC) is a leading cause of cancer-

related deathworldwide. Patients most commonly present with worsening liver

function, but presentation with extrahepatic disease is increasingly described in

the literature. This is especially true of infiltrative HCC (iHCC), which is an

aggressive morphological variant characterized by a pattern of many small

tumor nodules throughout the liver as opposed to the larger, more discrete

lesions typically seen. It presents a diagnostic challenge because it can be

difficult to distinguish from background cirrhosis on imaging. Asmany as 40%

of patients with iHCC present without any identifiable hepatic lesions onMRI.

In this case radiologists were confident that the absence of significant lesions

on CTscan with such a high systemic disease burden all but excluded HCC as

the primary source. The disease was considered even less likely given that

metastases to bone are seen in only 3-20%of cases. Clinical suspicion for HCC

nonetheless remained high given the patient's history of cirrhosis and the

characteristic impressive vascularity of the sternal mass and liver manifested

in audible bruits. The massively elevated AFP further supported the diagnosis,

as levels >10,000 are highly coordinated with iHCC. Although we rely heavily

on imaging for the diagnosis of HCC, this case illustrates that these tests are not

always reliable and cliniciansmust synthesize all aspects of a case andmaintain

a high index of suspicion to arrive at the correct diagnosis.

THE LUCKY CONTAMINANTAidan Hoie; Michael P. Smith. University

of Nebraska Medical Center, Omaha, NE. (Control ID #2946045)

LEARNING OBJECTIVE #1: Recognize predisposing factors for septic

bursitis in a patient with monoarticular arthritis

LEARNING OBJECTIVE #2: Assess when a patient with septic bursitis

requires surgical intervention

CASE: A 56 year-old man presented with one week of left knee pain and

decreased ambulation. He associated chills and worsening swelling and ery-

thema of his left lower extremity. The patient had a one-year history of

rheumatoid arthritis treated with methotrexate and type 2 diabetes mellitus.

He was afebrile. The left lower extremity was erythematous starting at the knee

and extending distally; there was 2+ pitting edema in the left leg; the left knee

was warmer to the touch and more tender to palpation compared to the right

knee; there was slightly decreased range of motion in the left knee compared

to the right knee. He had difficulty bearing weight on his left leg due to pain.

His white count was 9. Creatinine was 1.35, liver function tests were normal,

and blood glucose was 500. C-reactive protein was 19 and erythrocyte

sedimentation rate was 93. X-ray of the knee did not demonstrate any

abnormalities. Joint aspirate was red and cloudy with only 76 white blood

cells. He was sent home from clinic but later that night, the arthrocentesis

culture grew gram negative rods. An MRI of the knee demonstrated a small

joint effusion and a rim-enhancing anterior infrapatellar fluid collection. He

was taken to the operating room for incision and drainage of the bursa which

grew methicillin sensitive staphylococcus aureus. The original synovial

aspirate returned with stenotrophomonas maltophilia which was deemed to

be a contaminant after no growth was seen on the synovial culture obtained

in the operating room.

IMPACT: This case changed how I approach a patient with monoarticular joint

pain. Before encountering this patient, my differential would focus on

intraarticular causes without considering other relevant anatomical pathologies

that could lead to a similar clinical presentation

DISCUSSION: Asymmetric knee pain is a problem commonly en-

countered by the general internist. While many monoarticular pathol-

ogies are quick to come to mind, bursitis requires a high index of

suspicion. Like septic arthritis, septic bursitis presents with redness,

swelling and tenderness. A sympathetic knee effusion may be present;

however, the fluid is usually non-inflammatory. Predisposing factors

for septic bursitis include impaired response to infection (e.g. diabetes,

immunosuppressive therapy) and increased amount of bursal fluid due

to pathologies such as rheumatoid arthritis and tophaceous gout. An-

tibiotic treatment alone is often inadequate for septic bursitis. Many

cases require serial aspirations while others need surgical intervention.

Surgical drainage with catheter placement is indicated for cases of

superficial bursitis complicated by immunosuppression or local spread

into the joint and for cases of deep bursal infection. Excision of the

bursa may be indicated in critically ill patients with systemic

symptoms.
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THE MALIGNANT FACTS OF HYPERPROTEINEMIA Ariel Grady;

Andrew Abbott; Margaret C. Lo. University of Florida College of Medicine,

Gainesville, FL. (Control ID #2941615)

LEARNING OBJECTIVE #1: Identify atypical clinical manifestations and

poor prognostic signs of multiple myeloma

LEARNING OBJECTIVE #2: Apply proper diagnostic evaluation of multi-

ple myeloma in asymptomatic patients

CASE: A 58 years-old African-American female with sickle cell trait and

arthritis presented to establish primary care. She had no health concerns and

exam was completely normal. Social history was significant for active tobacco

use. Family history included a sister with cancer of unknown type. Labs at that

visit uncovered an elevated serum total protein (9.9g/dL), decreased serum

albumin (3.4g/dL), proteinuria (100mg/dL) and normal creatinine, calcium and

hemoglobin levels. Labs in subsequent months showed this persistent protein

gap and proteinuria. Patient remained asymptomatic. Initial workup found an

elevated 24hr urine protein (1.3g/24hrs) but immune HBV status and negative

HCVand HIV serology. Subsequent total immunoglobulins and lambda/kappa

free light chains revealed elevations in lambda free light chain, IGG and a M-

protein spike. UPEP showed monoclonal lambda light chains and IgG lambda

monoclonal paraproteins, concerning for multiple myeloma (MM). Upon

evaluation by hematology consult, the total protein increased to 12.4g/dL

and hemoglobin downtrended to 10.3g/dL. Creatinine and calcium remained

normal. A skeletal survey revealed lucencies in the proximal left humerus.

Bone marrow biopsy confirmed a diagnosis of IgG lambda MM with t(4;14)

with a beta-2-microglobulin level of 3.24 mg/L (normal range 1.1-2.4 mg/L).

IMPACT:MM is amalignant proliferation of plasma cells originating from

a single clone. MM is twice as common in African Americans and has a

median age of incidence of 70. Typical clinical manifestations include bone

pain, fatigue, renal failure, anemia, and hypercalcemia. Other common mani-

festations include recurrent infections and renal failure, occurring in 75% and

25%, respectively. However, our patient had none of these typical manifesta-

tions and only presented with an asymptomatic large protein gap and protein-

uria. Beyond African ancestry, she only had one additional risk factor -

smoking. Her history of sickle cell trait carried no risks for MM per the

literature.

DISCUSSION: This case teaches us the importance of identifying atypical

clinical manifestations of MM in highly susceptible patients. Specifically,

African Americans with a persistently elevated total serum protein and a large

protein gap should be evaluated for MM despite lack of symptoms or presen-

tation outside the typical age distribution. Evaluation for MM is imperative

when other common causes of hyperproteinemia and concomitant proteinuria

have been excluded, i.e. HBV, HCV, and HIV. Additional work-up including

24hr urine protein, SPEP/UPEP and bone marrow biopsy leads to early

treatment and decrease morbidity and mortality. However, overall outcome

and prognosis rely mainly on the presence of chromosomal aberration and high

beta-2-microglobulin levels. Our patient's MM unfortunately exhibits both.

THE MYSTERIOUS PULSATILE ABDOMINAL MASS Ashlee N.

Marcantonio; Yedla Parekha. University of Alabama School of Medicine,

Huntsville, AL. (Control ID #2942635)

LEARNING OBJECTIVE #1: Assess current illness of patient keeping past

medical history in perspective

LEARNINGOBJECTIVE #2: Expand workup and differential diagnosis for

pulsatile abdominal mass

CASE: A 65y/o Caucasian female presented to the ED with a two-month

history of a pulsatile abdominal mass. She reported a gradual increase in size of

the mass accompanied by decreased appetite and ten pound weight loss. She

denied pain, fever, nausea, and vomiting. Past medical history was notable for

Type II Diabetes and breast cancer (s/p bilateral mastectomy and chemotherapy

15 years prior). Physical exam revealed a visible, non tender pulsatile mass

approximately 6cm in diameter immediately above the umbilicus. Our initial

assessment was a rapidly expanding abdominal aortic aneurysm (AAA).

Abdominal ultrasound was ordered, which did not show an aneurysm but

did reveal multiple hypoechoic masses in the liver. A CT scan further revealed

a 7.7x7.0x6.1cm mass involving the pancreatic head, body, and tail, and

encasing the portal vein. Pancreatic tumor marker CA19-9 was elevated at

124.6 (normal is below 37). A liver biopsy was ordered to confirm metastatic

pancreatic cancer and the pathology was a surprise. The stain was positive for

metastatic breast cancer confirmed by GATA3 (confirmatory stain for meta-

static breast carcinoma). At this point our clinical assessment changed to

metastatic breast cancer and primary pancreatic cancer. After multiple discus-

sions with patient and the oncologist, we decided to go ahead with endoscopic

biopsy for confirmation of pancreatic cancer prior to starting treatment. Unex-

pectedly, the biopsy of the pancreatic mass came back as metastatic breast

cancer. The patient was then transferred to her primary oncologist for further

treatment.

IMPACT: In medical training, classic "clinical vignettes" are used frequently.

A red, inflamed toe is likely to be gout, a pulsatile abdominal mass is likely to

be an AAA. While it is important to know classic illness scripts, it is equally

important to keep a broad differential until a diagnosis is confirmed. This case

also reinforces an important point, that past medical history is always a part of

history of present illness.

DISCUSSION: There is a broad differential for pulsatile abdominal masses

that should have been considered initially, particularly in the setting of weight

loss and rapid expansion. As our clinical diagnosis kept changing and plans

kept evolving, literature search revealed that renal cell cancer is one of the most

common pathological subtypes of cancer metastasis to the pancreas. Breast

cancer with metastases to the pancreas is rare. Among those patients, lobular

carcinoma was the most common tumor histology. Keeping the past medical

history of breast cancer in perspective was also important even though the

patient had a bilateral mastectomy. This case is an excellent example of ruling

in and excluding diagnoses based on what is most likely first, and changing

assessments and plans accordingly when unexpected results are seen.

THE PERFECT STORM: EXOGENOUS THYROID INTAKE LEADS

TO ACUTE STROKE Nirjhar Dutta1; Elisheva Danan2. 1University of

Minnesota, Minneapolis, MN; 2Minneapolis VA Health Care System, Minne-

apolis, MN. (Control ID #2943121)

LEARNING OBJECTIVE #1: Recognize potential adverse effects of "nat-

ural" supplement use in an otherwise healthy patient

CASE:A 61 year-old woman with no known past medical history presented to

theMinneapolis VeteransAdministration (VA) emergency department with left

shoulder and LUQ abdominal pain for 3 days. On questioning, she reported

that she had recently lost 20 pounds and experienced palpitations for the past 4

weeks. She took no prescription medication, but used 18 different vitamins/

ABSTRACTS JGIMS636



minerals/tinctures prescribed by her naturopath, including a desiccated thyroid

supplement started 6 weeks prior (initially dosed 300mcg BID, which is

equivalent to 190mcg levothyroxine plus 45mcg liothyronine) and recently

decreased to 150mcgBID. She was found to be in atrial fibrillation with a heart

rate of 180-200 and had signs and symptoms of fluid overload. TSH was

undetectable, Free T4 was 2.07 ng/dL (0.76-1.46), Free T3 was 5.6 pg/mL

(2.3-4.2). She met criteria for thyroid storm in the setting of Afib with RVR and

HF symptoms. Admitting physicians initiated methimazole, multiple rate-

control agents, and dexamethasone to decrease peripheral conversion of T4

to T3. On hospital day 4, she developed word-finding difficulties, which

resolved after 30 minutes. CT/CTA head were negative; she was diagnosed

with a transient ischemic attack and began anticoagulation with enoxaparin. On

hospital day 6, the patient lost balance and suffered a fall, then was found to

have aphasia, LUE weakness, and disorientation. Imaging revealed a right

middle cerebral artery filling defect (M1 segment). She was transferred to the

University of Minnesota hospital for emergent mechanical thrombectomy. She

recovered near-normal function and was discharged to home following inpa-

tient physical therapy. She is now engaged in regular primary care through the

VA and has discontinued all non-prescription supplements.

IMPACT: This case reinforces the potentially severe consequences of natural

supplements, and has resulted in closer attention to over-the-counter (OTC)

and non-prescription supplements, including those recommended by non-

allopathic providers. In this case, immediate access to advanced medical care

resulted in almost no residual deficits.

DISCUSSION: According to the NIH, nearly 4 in 10 American adults use

complementary and alternative medicine, with the most common modality

being natural products such as herbs or supplements. Many of these treatments

may be beneficial, or at least low-risk, but physicians must recognize the

contents and potential adverse effects of supplements. Most OTC thyroid

supplements contain treatment doses of T4 and T3, with some exceeding

maximum doses. Tiratricol, a thyroid hormone analog, can also be purchased

OTC as a supplement and has been shown to cause thyrotoxicosis. Cases of

thyrotoxicosis have also been reported with weight loss and body-building

supplements, and with Chinese herbs. Counseling patients about supplement

use has the potential to prevent negative outcomes.

THE PERILS OF THE INCIDENTALOMA: A CASE OF LUNG CAN-

CER SCREENINGGONEWRONGKendraMoore. UCSF, San Francisco,

CA. (Control ID #2936490)

LEARNINGOBJECTIVE #1: Develop a prioritized differential for multiple

pulmonary nodules on CT

LEARNING OBJECTIVE #2: Determine which patients with positive AFB

smears should be treated with RIPE therapy prior to finalized cultures

CASE: A 57 year-old man with alcohol abuse and ongoing smoking with

80 pack-years, presented to reestablish care with shortness of breath, anorexia,

and fatigue. Exam was normal except for pale conjunctiva. After shared

decision-making, a low dose chest CT scan was ordered to screen for lung

cancer. Scan revealed an irregular 2.4 cm x 1.8 cm nodule in the right upper

lobe with central cavitation and spiculation, an adjacent 8mm nodule, and a

6mm nodule in the right lower lobe. Three sputum AFB smears, fungal and

bacterial cultures were negative; a sputum GeneXpert assay was not per-

formed. A PET CT showed hypermetabolism of the nodule alone. A fine

needle aspirate was AFB smear positive, GeneXpert assay negative, and

pathology negative for malignancy. RIPE therapy was empirically started. A

week later, the patient presented to the hospital with paranoia and altered

mental status, presumed secondary to ethambutol. The patient was admitted

and RIPE therapy was stopped. FNA cultures resulted as mycobacterium

kansasii for which treatment was deemed unnecessary.

IMPACT: This case highlights that as new cancer screening tools and recom-

mendations become widely used, it is important to continue to consider the

risks of screening, as well as maintaining a broad differential for the etiologies

of positive screening results.

DISCUSSION: While lung cancer screening saves lives, it may also uncover

other asymptomatic conditions. The differential diagnosis for patients with

multiple pulmonary nodules on CT includes both malignant and benign

etiologies. In 73% of patients with three or more nodules, the cause will be

malignancy, however, it is essential to consider additional causes including

infectious, inflammatory, vascular and toxic etiologies. This case also high-

lights the risks associated with anti-tuberculin therapy. The GeneXpert MTB/

RIF assay is now becoming widely used in clinical practice; it is important to

remember that while the sensitivity of this test is 80% and the specificity is

98% when performed on sputum, the test has not been validated in tissue

samples and the sensitivity and specificity is presumed to be lower. A positive

AFB smear with negative GeneXpert assay from the sputum may have trig-

gered providers to defer RIPE therapy until cultures resulted, or to repeat

sputum studies. In this case, however, the positive AFB smear and negative

GeneXpert assay were from a tissue sample, so the assay could not be relied

upon to rule out disease. Thus, it was appropriate to start RIPE therapy prior to

finalization of cultures, given the public health risks associated with tubercu-

losis.

THE PITFALLS OF INSUFFICIENT CLINICAL REASONING

Nathaniel Nelson1; Kenneth Zhou1; Verity Schaye2. 1New York University,

Brooklyn, NY; 2NYU School of Medicine, New York, NY. (Control ID

#2942332)

LEARNING OBJECTIVE #1: Recognize the presentation and management

of adrenal insufficiency (AI).

LEARNINGOBJECTIVE #2: Express the importance of preventing prema-

ture closure and reevaluating clinical findings in an inadequately explained

illness.

CASE: A 19 year-old man with history of anorexia nervosa presented after

collapse with pre-syncopal symptoms. He endorsed poor oral intake and a

prodrome of weakness, lightheadedness, and vomiting without loss of con-

sciousness. Additionally, he endorsed months of anorexia, fatigue, and weak-

ness leading to several hospitalizations and a psychiatric admission for an

eating disorder. On admission he had hypothermia, tachycardia, and hypoten-

sion minimally responsive to fluid. He was thin with signs of hypovolemia

without objective weakness, focal findings of infection, or hyperpigmentation.

Labs were notable for hyponatremia, hyperkalemia, and hypoglycemia. On

admission he was diagnosed with hypovolemia and metabolic derangements

secondary to an underlying eating disorder. A random serum cortisol level was

found to be undetectable, as was a morning level. Adrenocorticotropin

(ACTH) stimulation test revealed elevated ACTHwith persistently suppressed

serum cortisol, confirming primary AI. Intravenous (IV) corticosteroids were

initiated with a rapid clinical response. An adrenal antibody titer returned

positive.

JGIM ABSTRACTS S637



IMPACT: As is often the case, our team was presented with a patient with a

provisional diagnosis. The challenge in such instances is to recognize incon-

gruent data and to consider alternative explanations. We utilized the approach

of "thinking-out-loud," broadening our differential, and identifying features

better explained by other conditions, including AI. The case reminds us of the

pitfalls of premature closure and encourages the practice of "thinking-out-

loud."

DISCUSSION: Pre-syncope presents with a constellation of non-specific

symptoms commonly encountered by general internists. Our patient's presen-

tation yielded a broad differential spanning cardiovascular, infectious, and

malignant etiologies, as well as hypovolemia secondary to anorexia nervosa,

which anchored on the patient's prior diagnosis. By "thinking-out-loud," our

team recognized the electrolyte abnormalities and hypoglycemia to be consistent

with AI. The Endocrine Society Clinical Practice Guidelines recommends send-

ing diagnostic tests to excludeAI in all patients with compatible findings: volume

depletion, hypotension, fever, abdominal pain, hyperpigmentation, hypoglyce-

mia, or hyponatremia and hyperkalemia. Initial testing should include a morning

cortisol which reflects peak levels, however, an undetectable level at any time is

abnormal. In patients with symptoms consistent with severe AI or adrenal crisis,

stress dose IV steroids should be initiated pending cortisol level results. In this

case, IV steroids were not immediately initiated partly due to premature closure.

It is important to maintain a low threshold to initiate stress dose steroids in

patients with hemodynamic instability without a clear cause.

THESUPERHORMONE:API-CULUARCASEOFHEARTFAILURE

Amir Meiri; Benjamin C. Vaughan; Timothy Wymer; Vishal K. Gupta; Anas

Sarhan; Craig Noronha. Boston Medical Center, Boston, MA. (Control ID

#2936405)

LEARNING OBJECTIVE #1: Recognize a rare etiology causing the com-

mon syndromes of hyperthyroidism and heart failure.

LEARNING OBJECTIVE #2: Describe the pathophysiology of thyrotoxic

cardiomyopathy and its management.

CASE: A 33-year-old male with a history of hypothyroidism presented with

leg swelling and dyspnea. His vital signs were: BP 107/72, HR 98 BPM, RR

20 b/min, O2 sat 99% on RA. His exam was notable for: JVP 10 cm H2O,

normal cardiac exam, bibasilar crackles, lower extremity edema. Notable

admission labs were: Hb 9.9 g/dl, albumin 3.2 g/dl, BNP 1791 pg/mL, TSH

of 29.9 mU/L without a T3 or free T4 checked. CXR showed bilateral pleural

effusions. The patient was diagnosed with heart failure and diuresis was

started. Echocardiogram revealed a dilated left ventricle (LV) with moderate

systolic dysfunction. Over the past year he reported an unintentional 120-lb

weight loss, reduced sex drive, erectile dysfunction, and diarrhea. He denied

any substance use and his only medication was levothyroxine. Additional lab

data showed panhypopituitarism, elevated T3, and FT4 levels. Heart failure

work up included infectious and malnutrition causes, which were negative.

Brain MRI showed a suprasellar pituitary mass, and a final diagnosis of

systolic heart failure due to TSH-secreting macroadenoma was confirmed.

The patient was discharged on a beta blocker, hydrocortisone, and

methimazole with neurosurgery follow up for tumor resection. Ischemic eval-

uation was deferred given likely tumor etiology.

IMPACT: This case highlights a rare disease causing a constellation of

common conditions, reminding clinicians about the potential harmful effects

of hyperthyroidism on the heart.

DISCUSSION: This case highlights a rare condition and an area for further

research regarding diagnosis and management of TSH-secreting tumors and

heart failure. The prevalence of pituitary adenomas is estimated at 1 in 1000

persons with less than 1% of cases TSH-secreting tumors. Thyroid hormones

act on the cardiovascular system directly on cardiac myocytes by increasing

intracellular calcium via modulation of transcription factors and ion channels,

and hemodynamically by decreasing vascular resistance and afterload. The

mechanism of thyrotoxic cardiomyopathy is likely related to T3-induced LA

and LV hypertrophy and arterial stiffness leading to cardiac dysfunction.

Hyperthyroid states lead to increased morbidity and mortality and thus prompt

recognition and treatment to achieve euthyroid status is warranted prior to

surgical resection. This is accomplished with somatostatin analogs and beta

blockers for symptomatic management. The patient was given metoprolol

given systolic heart failure; though there is a paucity of data surrounding heart

failure management related to TSH-secreting tumors. Definitive treatment is

tumor resection but thyroid suppression is imperative to reduce surgical

morbidity andmortality. Diagnosis is challenging; thus, it is important to check

a complete thyroid function panel when a clinical presentation suggests thyroid

excess.

THERAPEUTIC PLASMA EXCHANGE PLUS INSULIN IN A CASE

OF SEVERE HYPERTRIGLYCERIDEMIA-INDUCED ACUTE PAN-

CREATITISDeepa Ramadurai1; Jessica Camacho2. 1University of Colorado,

Denver, CO; 2University of Colorado Hospital, Aurora, CO. (Control ID

#2908081)

LEARNING OBJECTIVE #1: Recognize risks and benefits of the treatment

options for both severe hypertriglyceridemia-induced acute pancreatitis and

related complications.

CASE: A 36-year-old Ethiopian male presented with five days of worsening

epigastric pain, nausea, and vomiting. He had been hospitalized a month prior

for severe acute pancreatitis (AP) secondary to hypertriglyceridemia (HTG)

with a new diagnosis of diabetes mellitus (A1c of 10.2) Triglycerides (TG)

were 725 mg/dL. This admission, TG were 7318 mg/dL and the initial

APACHE II score was 8. Computed tomography (CT) of the abdomen re-

vealed moderate to severe pancreatitis without complication and small bowel

obstruction versus ileus. On hospital day 2 he developed worsening abdominal

distension, low urine output, rise in creatinine to 1.5, and

hyperkalemia to 5.8 mmol/L with peaked T waves on EKG. APACHE

II score at this time was 14. After transfer to the ICU, an insulin drip

was initiated for HTG. Following endotracheal intubation, paralyzed

bladder pressure was found to be 30 mmHg. Bedside decompressive

laparotomy was performed with subsequent normalization of renal

function. One session of therapeutic plasma exchange (TPE) was

completed with improvement in TG to 470 mg/dL. TG increased to

1449 mg/dL two days later and then decreased below 500 mg/dL after

day 8 with continuation of the insulin drip. His course was compli-

cated by respiratory failure requiring a tracheostomy and he underwent

two surgical abdominal washouts. He was transitioned to subcutaneous

insulin, transferred out of the ICU on day 30, and discharged on day

32.

IMPACT: Insulin and TPE effectively reduce TG in HTGAP. Despite known

benefit of TPE initiation within 48 hours of admission to prevent severe

complications of AP, no guideline or consensus exists on number of TPE

sessions to treat HTGAP. Despite this patient's 15% mortality risk based on

ABSTRACTS JGIMS638



peak APACHE II score, HTGAP was successfully treated with one session of

TPE and concurrent insulin. TPE was limited given concern for immunoglob-

ulin and coagulation factor depletion in repeated abdominal debridement.

DISCUSSION: HTG is the third most common cause of AP, with a weighted

mean prevalence of 14%. Risk increases from 5% in HTG>1000 mg/dL to 10-

20% in HTG >2000 mg/dL. No documented correlation exists between initial

TG and prognosis, however, reducing TG to <500 mg/dL improves clinical

outcomes. Considering the different mechanisms, availability, and cost of these

therapies, it is likely beneficial to perform an initial session of TPE for rapid TG

clearance followed by insulin therapy to maintain TG below 500 mg/dL. Oral

fibrates and statins in combination with strict blood glucose control are

imperative to prevent recurrence.

THEREWILLBE BLOOD: THEDILEMMAOFTREATING PAROX-

YSMAL NOCTURNAL HEMOGLOBINURIA IN THE PRESENCE

OFNEWDRUG-ELUTING STENTS TimothyWigand; He Qiu; Lawrence

Belletti. Zucker School of Medicine at Northwell/Hofstra, Manhasset, NY.

(Control ID #2938672)

LEARNINGOBJECTIVE #1:Recognize the challenge of treating PNHwith

coronary artery thrombisis

CASE: A 58 year old woman with HIV, HTN, HLD, hypothyroidism initially

presented with chest pain and was found to have a myocardial infarction (MI)

and had a drug-eluting stent (DES) placed to the mLAD. She was started on

dual antiplatelet therapy (DAPT) with aspirin and clopidogrel. A week later,

she presented to a different hospital with chest pain and found to have in-stent

thrombosis. DES were placed and ticagrelor was initiated in place of

clopidogrel. On this second hospitalization, she was found to have pancytope-

nia which on outapient workup was noted to be secondary to PNH. Approx-

imately a month from the initial MI, she had persistent headaches and vague

flank pains which on inpatient evaluation was then found to have extensive

thrombosis involving intracranial, pulmonic, splenic and hepatic veinous sys-

tems. The patient was started on a heparin drip and continued on aspirin and

ticagrelor. Prior to intiating eculizamab therapy, the patient received meningo-

coccal vaccination and started on amoxicillin for prophylaxsis. Her hospital

course was complicated by intracranial hemorrhage (ICH) while bridging to

coumadin and emergent suboccipital craniotomy was completed. The patient

was continued only on aspirin and received 3 doses of eculizamab as the

patient had an additional ICH which did not require surgery. She was

discharged only on aspirin with the plan to continue eculizamab infusions as

an outpatient. To date, she has not had a recurrent hospitalization and has had

symptomatic improvement.

IMPACT: In the rare presentation of an uncommon disease, coronary artery

thrombosis as a harbinger of Paroxysmal Nocturnal Hemoglobinuria (PNH)

provides a unique dilemma in the era of advancing percutaneous intervention,

anticoagulation, and immunotherapy. The challenge of deciphering optimal

medical therapy for the hypercoaguable PNH patient with a new drug-eluting

stent (DES) is presented to discuss the first case to our knowledge of a patient

receiving DES, DAPT, anticoagulation and eculizamab therapy.

DISCUSSION: This case highlights the risk of providing both antiplatelet and

anticoagulation therapy in the patient with PNH presenting with coronary

vessel and systemic thromboses. As observed in this case, the dreaded com-

plication of life-threatening hemorrhage is a major adverse event of therapy for

which these patients are highly susceptible to experience. There is no

established management for those who have received a DES in the initial

presentation of PNH however current advancement in understanding optimal

management of coexisting atrial fibrillation and coronary stent may provide

guidance. Observation of this patient surviving systemic thrombosis and

intracranial hemorrhage with coexisting coronary stent with only aspirin and

eculizumab therapy is the first case that we are aware of to occur and

demonstrates the new frontier of management of PNH in the new age of

immunotherapy and PCI.

THEY CALL ME MELLOW YELLOW Kanika G. Nair. George Wash-

ington University, Washington, DC. (Control ID #2945698)

LEARNING OBJECTIVE #1: Identify the differential for solid pancreatic

masses

LEARNING OBJECTIVE #2: Diagnose and treat autoimmune pancreatitis

CASE: A 44 year-old woman visiting from Germany with a history of non-

Hodgkin's lymphoma in remission presented with worsening right upper

quadrant abdominal pain, pale diarrhea, and jaundice for 1 week. The pain

was constant and radiated to the back. Her abdomen was tender to palpation in

right and left upper quadrants without rebound or guarding and without

hepatosplenomegaly. Her skin was jaundiced and sclera were icteric. Labora-

tory studies were significant for elevated lipase, liver transaminases, alkaline

phosphatase, and bilirubin, with direct bilirubin greater than indirect bilirubin.

Ultrasound of the abdomen revealed a heterogenous 3.4 x 3.4 x 3.2 cmmass in

the pancreatic head worrisome for malignancy. A CT scan of the abdomen

showed that the mass was sausage shaped and had a peripheral hypodense rim

suggestive of autoimmune pancreatitis. A biliary drain was placed for urgent

pain control so that the patient could return to Germany. In Germany, she was

diagnosedwith autoimmune pancreatitis based on elevated serummarkers. She

was treated with steroids with a favorable response.

IMPACT: Pancreatic masses are often incidental findings for an internist and

very concerning for malignancy. However, it is important to consider other

diseases and not anchor on a common diagnosis.

DISCUSSION: Solid pancreatic masses may be a primary exocrine pancreatic

cancer, a pancreatic neuroendocrine tumor, metastatic disease, lymphoma, chron-

ic pancreatitis, or autoimmune pancreatitis (AIP). AIP is distinguishable on CT

imaging with effaced borders creating a "sausage-shaped pancreas" and a

capsule-like rim surrounding the pancreas. Any portion of the pancreas may be

affected, but the head is most commonly enlarged. There are two types of AIP.

Type 1 AIP is associated with IgG4-related disease, which creates a

fibroinflammatory condition. Type 2 AIP has similar features as type 1 AIP,

but is not associated with elevated IgG4 levels. The Japanese Diagnostic Criteria

for AIP require that there be radiologic imaging concerning for AIP and at least

one of the following: laboratory studies with elevated IgG level or autoanti-

bodies, or histologic evidence of pancreatic lymphoplasmacytic infiltration and

fibrosis. The Mayo Clinic Diagnostic Criteria also includes having a favorable

response to steroid therapy. First line treatment for both type 1 and type 2 AIP is

glucocorticoids with a prolonged taper over a period of 3 to 6months. Rituximab

may be used as well, though the efficacy is not well studied.

THIS IS NOT YOUR EVERYDAY PLEURAL EFFUSION SYED M.

HASAN1; Nida Ahmed1; Shan Shah1; Zunirah Ahmed2. 1University of Ala-

bama at Birmingham (UAB), Montgomery, AL; 2UAB Montgomery, Mont-

gomery, AL. (Control ID #2945651)
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LEARNING OBJECTIVE #1: Recognize recurrent pleural effusion as an

initial symptom of underlying Rheumatoid Arthritis (RA).

CASE: A 34-year-old lady with past medical history of sickle cell disease

presented with shortness of breath, chest and leg pain for two days. Her

shortness of breath started a week ago which progressively worsened to

dyspnea on rest associated with productive cough and fever. Pain in her chest

and leg was sharp, severe intensity and consistent with her previous sickle cell

crisis. She seemed in moderate distress with the fever of 101.2 F, HR 115/min,

O2 saturation of 88% on room air and decreased right lower lobe breath sounds.

Laboratory data was significant for WBC 12/μL, Hgb 6.0 gm/dl, HCT 17.9%,

retic count 23% and LDH 297U/L. Chest X-ray revealed right basilar consol-

idation along-with pleural effusion concerning for parapneumonic effusion.

She was started on ceftriaxone and azithromycin after sending cultures and

received 2U PRBC transfusion. She reported symptomatic pain relief, but her

shortness of breath did not improve. CT scan of chest with contrast showed

massive right-sided pleural effusion. Around 700cc of clear amber colored

fluid was drained via thoracentesis. The fluid analysis was consistent with

exudative pleural effusion. She reported symptomatic improvement and was

subsequently discharged. However, the patient returned in one week with

worsening dyspnea. Repeat chest X-ray demonstrated re-accumulation of

right-sided pleural effusion. Approximately 825cc of fluid was drained which

was exudative in nature. Follow up chest X-ray in two days showed re-

accumulation of pleural effusion for the third time. She underwent a battery

of test for recurrent pleural effusion. ANA screen was negative. However, RF

and Anti-CCP were positive and the patient was diagnosed with Rheumatoid

Arthritis (RA). She was initiated on steroids and showed marked clinical

improvement on six weeks clinic follow up.

IMPACT: This case demonstrates an unusual initial presentation of rheumatoid

arthritis. It is imperative for clinicians to recognize systemic inflammatory

disorders as the possible etiology for recurrent pleural effusions.

DISCUSSION: Rheumatoid arthritis(RA) is a systemic inflammatory disorder

that affects 1% of the population. The most common initial presentation is joint

involvement. Extra-articular manifestations include subcutaneous nodule for-

mation, vasculitis and lung disease. In rare cases, respiratory symptoms may

precede articular symptoms. Pulmonary manifestations include parenchymal

disease, pleural thickening and effusions. Pleural effusion in RA is symptom-

atic only in 3% patients. Isolated symptomatic pleural effusion due to RA is not

well-reported. Treatment revolves around therapeutic thoracentesis in asymp-

tomatic patients and steroids in symptomatic patients. Persistent pleural effu-

sions result in severe pleural thickening require decortication. This case high-

lights isolated symptomatic pleural effusion as an initial presentation of RA.

THIS PAINKILLER IS APAINUzair Mushtaq1; Zoraiz Mushtaq2; Mubeen

S. Cheema1. 1UTHSCSA, SAN ANTONIO, TX; 2King Edward Medical

University, Lahore, Pakistan. (Control ID #2942957)

LEARNING OBJECTIVE #1: Recognize fentanyl as a drug implicated in

causing serotonin syndrome.

LEARNING OBJECTIVE #2: Treat the potentially fatal fentanyl induced

serotonin syndrome for a prompt neurological recovery.

CASE: 40 years old man with history of alcoholic cirrhosis presented with an

episode of hematemesis. On examination, he was tachycardic, jaundiced and

had mild tenderness to palpation of the epigastrium. Initial laboratory workup

showed hematocrit of 17, creatinine of 1.8, INR of 2.8 and elevated liver

enzymes. Gastroenterology was consulted and performed endoscopy after

intubation. EGD showed gastropathy with no evidence of on-going bleed,

after which he remained stable. 6 hours after the intubation he became febrile

(T 101F), tachycardic (150s) and hypertensive to 180/90. On examination he

was sedated, intubated and had diffuse bilateral upper and lower extremity

rigidity with global hyper-reflexia and clonus in bilateral lower extremities. A

preliminary diagnosis of serotonin syndrome was made. He was taking

duloxetine, Zofran and tramadol as outpatient and was started on fentanyl for

pain control after intubation. After a complete review of his medications, a

diagnosis of fentanyl induced Serotonin syndrome was made. Fentanyl was

discontinued immediately and he was started on benzodiazepines and cypro-

heptadine; which resulted in complete normalization of physical exam and

vital signs in 8 hours.

IMPACT: Fentanyl is an analgesic used in outpatient and inpatient settings.

Serotonin syndrome due to fentanyl use is a rare but potentially fatal condition.

It is imperative that hospitalists recognize this, as discontinuation of fentanyl,

and initiation of adequate therapy results in a prompt clinical recovery.

DISCUSSION: Serotonin syndrome (SS) is a life-threatening syndrome in the

setting of increased CNS serotonergic activity. Serotonin modulates attention,

behavior and thermoregulation in CNS. SS is seen in therapeutic medication

use and intentional poisoning with serotonergic medications. It occurs within

6-24 hours of medication adjustment and resolves within 24 hours with

adequate treatment. It is highly under-reported since the diagnosis is clinical

and clinical presentation is often non-specific. Presentation is a triad of altered

mental status (agitation), neuromuscular abnormalities (hyperreflexia, clonus,

rigidity) and autonomic hyperactivity (tachycardia, hypertension and arrhyth-

mias). Several over-the-counter and prescription drugs may be associated with

SS, especially inhibitors of serotonin reuptake (SSRI and SNRI). Fentanyl is an

analgesic used for both acute and chronic pain. It causes opioid-mediated

release of serotonin and also inhibits its reabsorption. It is now being recog-

nized as a medication that can cause serotonin syndrome especially when used

in conjunction with SSRI. Treatment for the potentially fatal fentanyl induced

SS is discontinuation of fentanyl, initiation of benzodiazepines and cyprohep-

tadine; which results in prompt resolution of symptoms and recovery.

TICKED OFF: A CASE OF ANAPLASMOSIS AND LYME CO-

INFECTION Jennifer Ahn; Irene Swanenberg; Nancyanne Schmidt; Michael

Janjigian. New York University School of Medicine, New York, NY. (Control

ID #2946838)

LEARNING OBJECTIVE #1: Recognize how to diagnose tick-borne co-

infections based on clinical presentation and lab findings.

CASE: A 43-year-old man presented with one month of progressively wors-

ening malaise and polyarthralgias to the point that he could not walk or hold

utensils. He reported that shortly after removing a tick from his thigh while in

upstate New York he developed fevers, anorexia, dizziness, and memory

problems in addition to the rheumatic symptoms above. He denied any rashes

or inflamed joints. On exam he was ill-appearing, had a fever of 102F but had

no rashes, no joint erythema or effusions, and no cardiac murmurs. Laboratory

values were significant for a hemoglobin of 9.2 g/dL, iron level of 55μg/dL,

total iron binding capacity of 247μg/dL, a ferritin of 372 ng/mL, an erythrocyte

sedimentation rate of 124 mm/hr, and a c-reactive protein of 116 mg/L. A

peripheral smear was negative for hemolysis or Maltese crosses suggestive of

babesiosis. EKG and imaging studies were unremarkable. On admission, he
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was started empirically on doxycycline for presumed tick-borne illness without

coverage for babesiosis due to the negative peripheral smear and hemolysis

labs. Over the course of his hospitalization the patient's fatigue slowly im-

proved and by follow up one week later he was completely asymptomatic. His

Lyme and anaplasma titers both returned positive.

IMPACT: Rates of co-infection with babesiosis and anaplasmosis range from

4-28 percent in endemic regions of the United States. Lyme disease is a tick-

borne illness transmitted by the Ixodes scapularis tick in Eastern and North

Central regions of North America. I. scapularis is also the vector for Babesia

microti and Anaplasma phagocytophilum. Those who are co-infected have

similar clinical manifestations including malaise, fever, myalgias, and arthral-

gias, but can have more prolonged courses and severe symptoms.

DISCUSSION: Our patient presented with non-specific malaise, a largely

unremarkable physical exam and an isolated anemia without any evidence of

hemolysis. Babesiosis may cause hemolysis and anaplasmosis may cause

leukopenia, thrombocytopenia, and elevated transaminases. Typically patients

present with the rash of erythema migrans without remembering a tick bite,

however the rash is only present in 80% of cases. Absence of rash and

unusually severe rheumatic complaints should not decrease the suspicion for

tick-borne illnesses under otherwise typical circumstances. Serologic testing

was warranted due to the absence of an erythemamigrans rash, and a history of

travel to an endemic region with possible exposure to multiple tick-borne

illnesses. Empiric therapy is indicated while definitive testing is pending.

TICKS AND TRICKS: EMPIRIC ANAPLASMOSIS MENINGITIS

COVERAGE INENDEMICAREASNicholas Duca; Tyler Chapman; Priya

Yenebere. Penn State HesheyMedical Center, Hummelstown, PA. (Control ID

#2946387)

LEARNING OBJECTIVE #1: Recognize the clinical presentations of pa-

tients with sepsis and fever of unknown origin due to Tick Born Illness

LEARNING OBJECTIVE #2: Identify common pitfalls in the early treat-

ment of Anaplasmosis

CASE:A 67 year old man presented to the emergency department with eleven

days of fatigue, weakness, headache and night sweats. He reported a mechan-

ical fall, and injury to his head but did not lose consciousness. The patient

works on a neighbor's farm cutting wood, and has a history of tick bites. His

medical history was unremarkable, and reported taking no daily medications.

In the emergency department, the patient was febrile and hemodynamically

unstable. Given concerns for sepsis and his worsening headache, Bacterial

Meningitis was of great concern. Despite prompt initiation of broad spectrum

antibiotics, he remained febrile for days. He underwent an exhaustive workup

for Fever of Unknown Origin. Cerebral fluid studies were unremarkable and

blood cultures were negative throughout his admission. Given his persistent

headaches and fever for two days, Doxycycline was added to his antibiotic

regimen, and his symptoms resolved within 24 hours. The only positive

serological testing for infection was for Anaplasma. The patient continued to

improve symptomatically and was sent home to complete a 14 day course in

total of Doxycycline.

IMPACT: This case demonstrates the difficulty in early diagnosis of Anaplas-

mosis. We were reminded that the typical antibiotics for bacterial meningitis

don't cover for tick born illness. In the future, we will strongly consider empiric

coverage with Doxycycline in an area endemic with tick born disease. This

case also taught us a lesson that can be applied to medicine in general, in

regards to anchoring bias. For example, in the above case, the patient's

headache led us to complete likely unnecessary diagnostic testing. In the

future, we will pay attention to the details but keep our differential broad to

insure each diagnosis is worked up in a timely manner.

DISCUSSION:Meningitis is a serious illness that requires prompt initiation of

broad spectrum antibiotics to cover pathogens that are stratified based on age

group and risk factors. However, the standard of care antibiotics given for

empiric coverage, does not often cover for Tick Born Rickettsial Diseases

(TBRDs) such as Anaplasmosis and Ehlrichiosis. Retrospective studies have

shown that Physicians in general, under estimate the severity of illness that

TBRDs can cause, and they are left out of the differential, thus delaying

treatment. Furthermore, these patients may present acutely ill and not able to

verbalize risk factors such as tick exposures. Waiting until titers for TBRDs

turn positive to initiate treatment is unacceptable, and studies have shown

delayed treatment with Doxycycline leads to increased morbidity and mortal-

ity; thus patients presenting with Meningitis should be treated empirically with

Doxycycline in endemic areas.

TISSUE IS THE ISSUE: A CURIOUS CASE OF SPHENOID SINUS

METASTASIS AND DIC Joseph Raycroft; Elizabeth Kessler. University of

Colorado, Denver, CO. (Control ID #2946262)

LEARNING OBJECTIVE #1: Diagnose acute disseminated intravascular

coagulation (DIC) based on clinical assessment and laboratory values

LEARNING OBJECTIVE #2: Recognize the importance of obtaining a

timely tissue biopsy in the context of initiating anti-cancer therapy

CASE: A 63 year old male with a history of high grade prostate adenocarci-

nomawith bonymetastases presented in the outpatient settingwith three weeks

of headaches and non-traumatic ecchymoses and was found to have worsening

thrombocytopenia. A non-contrasted computed tomography (CT) of the head

revealed bilateral subdural hematomas for which he was instructed to present

to an emergency department for urgent evaluation. Partial right cranial nerve

three palsy and several bleeding diatheses were noted on physical examination.

Laboratory data demonstrated a precipitous decline in platelet count (from 130

x 109/L to 39 x 109/L) over a six week time period and a fibrinogen level of 60

mg/dL, consistent with acute DIC. Additional imaging revealed a right sphe-

noid mass invading the right cavernous sinus. He was supported with blood

products, and otolaryngology performed a biopsy of the right sphenoid mass;

pathology was consistent with metastatic prostate carcinoma. Additional labs

demonstrated an accelerated rise in his prostate specific antigen (PSA, from

163 ng/mL to 283 ng/mL in two weeks) despite androgen deprivation therapy,

indicating castrate-resistant disease; subsequently, he was started on additional

prostate cancer therapy with clinical improvement and stabilization of his

coagulation parameters.

IMPACT: This case changed the manner in which I think about the timing of

obtaining a tissue sample in the setting of highly active cancer. Because

treatments such as systemic corticosteroids can influence pathology results, it

is important to avoid starting any potentially active therapy until a biopsy is

obtained.

DISCUSSION: The patient was meeting criteria for acute DIC based on his

clinical presentation of bleeding as well as laboratory evidence of thrombocy-

topenia and coagulation factor consumption. DIC is a harbinger of active

malignancy and requires prompt evaluation and management to halt

coagulatory dysfunction. Due to the exceedingly rare metastasis of prostate

cancer to the sphenoid sinus (only eight well-characterized cases reported in
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the literature), biopsy of the sphenoid mass was required to rule out a second

primary malignancy prior to initiating anti-cancer therapy. Prematurely starting

empiric anti-cancer therapy prior to tissue diagnosis may have altered pathol-

ogy results or prolonged this patient's DIC and thus resulted in adverse

outcomes, highlighting the need for a thoughtful tissue biopsy in this situation.

TITLE HIV-ASSOCIATED CEREBRAL ANEURYSMS: A CASE RE-

PORT OF AN INCIDENTAL FINDING Kwan Cheng; Anjali Nigalaye;

Veevek Agrawal; Eve Merrill. Mount Sinai Beth Israel, New york, NY.

(Control ID #2946784)

LEARNINGOBJECTIVE #1: Understand that cerebral aneurysms are more

common in patients with HIV

LEARNING OBJECTIVE #2: Recognize that most patients with cerebral

aneurysm are asymptomatic

CASE: A 28 year-old woman with AIDS and a CD4 count of 178 cells/mm3,

not on antiretroviral therapy, presented with odynophagia for 2 weeks as well

as increased swelling in her neck and inguinal area. She denied any

neurological symptoms. On physical examination, the patient had

extensive cervical lymphadenopathy with no other significant findings.

EGD revealed esophageal candidiasis and HSV esophagitis. Flucona-

zole, acyclovir, dolutegravir, and emtricitabine/tenofovir were started.

CT neck with contrast to evaluate the lymphadenopathy incidentally

showed an enlargement of the right internal carotid artery with suspi-

cion for aneurysm. MRA confirmed a 17 mm x 19 mm x 19 mm right

supraclinoid internal carotid artery aneurysm extending to the origin of

the right ophthalmic artery. The sizable intracranial aneurysm

prompted immediate angiography that revealed a right ophthalmic

and left anterior cerebral artery aneurysm. She was transferred to the

neurosurgical service with plans to place a pipeline stent in the right

ophthalmic aneurysm. The procedure was postponed due to MRSA

bacteremia and the patient was lost to follow-up after discharge.

IMPACT: Cerebral aneurysm in patients with HIV has been mentioned in

literature but mainly in the pediatric population. It is still under-recognized as a

potential neurological complication in adult patients with HIV. Clinicians

should be aware that cerebral aneurysms are more common in patients with

HIV compared to the general population and that prompt evaluation is war-

ranted given the emergent nature of cerebral aneurysms.

DISCUSSION: Patients with HIV/AIDS often have a myriad of com-

plications affecting many organ systems. Thirty to forty percent of

adults with AIDS have a neurological complication in their lifetime,

neoplasm and infection being the most common. A recent cohort study

found the prevalence of cerebral aneurysms in HIV patients to be 13.

9 % compared with 2% in the general population. [1] The exact

pathogenesis of cerebral aneurysm formation in patients with HIV is

unclear. Current hypotheses include non-HIV viral vasculitis, direct

HIV invasion of endothelial cells, and molecular mimicry resulting

in an autoimmune response. There are currently no screening or

treatment guidelines on HIV-associated carotid aneurysms, but they

are often treated surgically or through endovascular repair. Cerebral

aneurysms may occur in patients with AIDS and most are asymptom-

atic before they rupture. Further research on the appropriate screening

and management of this complication in patients with AIDS is

warranted.

TO BLEED OR TO CLOT, THAT IS THE QUESTION: MANAGE-

MENT OF A LEFT ATRIAL THROMBUS IN THE SETTING OF AN

ELEVATED BLEEDING RISK Ricardo A. Nieves; Jill Allenbaugh. Uni-

versity of Pittsburgh Medical Center, Pittsburgh, PA. (Control ID #2924313)

LEARNINGOBJECTIVE #1:Recognize the role of shared decision making

when addressing anticoagulation in patients who have both bleeding and

clotting risks

LEARNING OBJECTIVE #2: Demonstrate that shared decision-making

models improve patient knowledge, and assist in identifying patient value

congruent choices

CASE: The patient is a79-year-old male with a history of hemorrhagic stroke,

DVT, and paroxysmal atrial fibrillation status post LARIAT procedure pre-

senting with a new left atrial thrombus on follow up TEE. Patient's history had

been complicated by bleeding and clotting events including two prior ischemic

CVAs, paroxysmal atrial fibrillation, lower extremity DVT, intraparenchymal

hemorrhage secondary to apixaban therapy (for DVT), IVC filter placement,

and recent MRI of the head suggestive of amyloid angiopathy. The advent of

numerous complications from his comorbidities led to the election of a LAR-

IAT procedure for stroke protection from his paroxysmal atrial fibrillation.

Follow up TEE on the day of admission demonstrated a 1.1 x 1 x 2.6 cm

thrombus in left atrial appendage, adjacent to a region incompletely closed by

the LARIAT procedure, thought to be due to the failed procedure. Following

extensive discussions regarding the risks and benefits of further action, the

patient was placed on a heparin bridge and elected to pursue an open-heart

MAZE procedure for treatment of both his paroxysmal atrial fibrillation and

left atrial thrombus.

IMPACT: This case presented a management challenge with a clear

need for anticoagulation and yet high bleeding risk. CHA2DS2-VASc

score of 6 indicated a 9.7% risk/year along with a 13.6% risk of

stroke/TIA/embolism, while a HASBLED score of 4 indicated an 8.9%

risk in of a bleeding event. Given merit of both approaches to

management, a meeting with the patient, his family, generalists and

specialists was arranged to determine a consensus on the best ap-

proach to navigating the challenges of the case.

DISCUSSION: Atrial fibrillation is the most common arrhythmia worldwide.

It carries an increased risk of stroke along with mortality and morbidity leading

to questions of initiating anticoagulation while balancing risks and benefits.

Scores such as CHA2DS2-VASc and HASBLED assist in these decisions;

however, do not account for patient's input/wishes. While both routes carry

risks and benefits, decisions in such difficult clinical situations must be

founded on a shared decision-making model between provider and patient.

Evidence shows that shared decision-making tools and strategies improve

patient knowledge of outcomes, risks and congruence of eventual decisions

with their personal values. Difficult choices, such as one outlined in this case

have no right or wrong answer as both paths carry risks and benefits; however,

the one thing that providers can always address, is the inclusion of their patients

in a shared decision-making process to address their preferences, expectations,

and questions.

TO CLOSE OR NOT TO CLOSE: PFO IN CRYPTOGENIC STROKE

Renee Tehrani1; Pranay S. Shah2; Roseline Okigbo2; Fabio Dorville1. 1St.

Luke's University Health Network, Plymouth Meeting, PA; 2St. Luke's Uni-

versity Hospital, Bethlehem, PA. (Control ID #2935506)
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LEARNING OBJECTIVE #1:Manage patients with cryptogenic stroke and

PFO

LEARNING OBJECTIVE #2: Recognize high risk features of a patent

foramen ovale

CASE: A 19-year-old student with no significant past medical history present-

ed with complaints of slurred speech, right-sided weakness, diplopia, impaired

balance and difficulty writing with his right hand, all of one day duration. He

denied history of alcohol, tobacco or illicit drug use. He was on no medica-

tions. On examination, blood pressure was stable, neurologic deficits included

lightheadedness with positional changes, bradykinesia with right finger tap-

ping and dysmetria with finger-to-nose testing. Routine labs, EKG and telem-

etry were unremarkable. CTA head/neck was negative for acute bleed, vascular

abnormality or stenosis. MRI brain revealed acute bilateral posterior circula-

tion infarcts without hemorrhage or mass effect, suggestive of an embolic

source. Bilateral lower extremity dopplers were negative for DVT. TTE

showed an ejection fraction of 60%with a mild right to left shunt. TEE showed

a small PFO with trace right to left shunt without an acute clot. Hypercoagu-

lability panel revealed low Protein S Antigen and elevated anti-cardiolipin

IgM. Hewas initiated on anticoagulation with apixaban. Surgical closure of the

small PFOwith mild shunt was not entertained at that time. Three days later, he

was discharged with almost complete resolution of his neurologic deficits.

IMPACT: This case changed my thinking by teaching me when to consider

referring a patient for PFO closure versus medical management alone in setting

of cryptogenic stroke. Certain high risk features such as atrial septal aneurysm

and/or moderate to large-sized shunt may indeed warrant PFO closure. Other

concurrent risk factors including DVT, arrhythmia and thrombophilia must

also be investigated for as they are often present.

DISCUSSION: The clinical relevance of PFO in cryptogenic stroke can be

influenced by concurrent risk factors such as arrhythmia, DVT and

thrombophilia. Appropriate investigation for these risk factors is essential.

Concern was raised for benefit of PFO closure in addition to anticoagulation

in our young patient with acute stroke and underlying hypercoagulable state. It

is unclear in this case whether the underlying hypercoagulability resulted in the

embolization of a cardiac clot versus a paradoxical DVT that fully embolized

via the PFO. Certain high risk features such as atrial septal aneurysm and/or

moderate to large-sized shunt may indeed warrant PFO closure. The CLO-

SURE, RESPECT and most recently, REDUCE trials reveal conflicting evi-

dence for PFO closure versus medical management alone in individuals with

high risk features. The procedure is not without complications, including atrial

fibrillation and device failure. For the above cited reasons, management of

these patients remains highly controversial and discussion must be held with

the patient about risks, benefits and individual preferences.

TOOOLD FOREGGALLERGYACASEOFANAPHYLAXIS IN THE

ELDERLY Theodore K. Lee1; Margaret P. Huntwork1; John C. Carlson2, 1.
1Tulane University School of Medicine, New Orleans, LA; 2Tulane School of

Medicine, New Orleans, LA. (Control ID #2944005

LEARNINGOBJECTIVE #1:Recognize that food allergies may arise at any

age.

LEARNING OBJECTIVE #2: Consider oral mite anaphylaxis, or "pancake

syndrome," in the differential diagnosis of anaphylaxis.

CASE: A 78-year-old woman presented to an urgent care center with diffuse

urticarial rash, facial edema, tongue swelling, and wheezing. Shortly after

arrival, she had a syncopal episode. She received intramuscular epinephrine,

antihistamines, and glucocorticoids. She was diagnosed with anaphylactic

shock. Symptoms resolved rapidly with these treatments and she was

discharged home from the hospital after 48 hours of observation. Past medical

history is significant for allergic rhinitis and allergic asthma, but no history of

food allergy. She did not report an insect sting, new medications, or use of

over-the-countermedications. One hour prior to the onset of her symptoms, she

ate a muffin and an egg dish in a local restaurant. She was seen in allergy clinic

ten days after her hospitalization. She had evidence of specific IgE to dust mite

species Dermatophagoides pteronyssius (9.1 kU/L) and Dermatophagoides

farina (13.5 kU/L) as well as egg white (0.69 kU/L). She did not have specific

IgE to cayenne pepper or egg yolk. She had consumed milk since her reaction;

milk was not tested. Her tryptase level was 3.8 ng/mL (within normal limits).

Scrambled egg skin prick testing returned positive with a 6mm x 6mm wheal.

Prick-to-prick testing with flour from the restaurant was negative. She

underwent open scrambled egg challenge. Thirty minutes after ingestion of

1/3 egg, she developed acute rhinorrhea, throat clearing, throat tightness, and

chin erythema. Intramuscular epinephrine was administered. Symptoms re-

solved completely in ten minutes. She was diagnosed with a new-onset egg

allergy.

IMPACT: Adult onset of egg allergy is described in a few case reports; the

prevalence is rare. The incidence of egg allergy in 2 year-old children is about

1.3%, and, conservatively, 50% of egg allergies in children resolve by 74

months of age. Consistent exposure to baked egg promotes the development of

clinical tolerance. Clinical reactivity was unexpected in this patient despite

positive testing because she reported eating eggs her entire life, exposure that

should have promoted tolerance.

DISCUSSION: In our differential diagnosis of anaphylaxis we also considered

oral mite anaphylaxis, or "pancake syndrome," which is characterized by a

severe allergic reaction after consumption of wheat flour contaminated by dust

mites. Unrefrigerated pancake mix infested with dust mites is frequently

implicated. Patients have IgE to dust mites, and are often prick positive to

the contaminated flour. Oral mite anaphylaxis has been reported in at least 55

individuals; this is higher than the reported cases of new-onset egg allergy in

adults. Confirmation requires exclusion of alternate causes, even when im-

probable, such as egg allergy in this patient.

TRAPPED IN THE GAME OF THRONES, A CASE OF NMDA

RECEPTOR-INDUCED PSYCHOSIS Christopher Andrade; Pooja

Hebbal; Isaac Leader; Ilisse Perlmutter; David Hirschl. Montefiore Medical

Center, Bronx, NY. (Control ID #2946665)

LEARNING OBJECTIVE #1: Recognize differential diagnoses for psycho-

sis, particularly in young women.

LEARNINGOBJECTIVE #2:Describe the pathophysiology behind NMDA

receptor encephalitis.

CASE: A previously healthy 26 year-old bank employee was brought by her

husband for altered behavior. He reported she had been suffering from fever,

night sweats, joint and abdominal pain for three weeks. Over the past few days

she had become increasingly paranoid and delusional, believing that she was

being discriminated against at work and that she was trapped in an episode of

the "Game of Thrones" series. She used marijuana but no other illicit drugs or

alcohol. She was admitted to the psychiatry ward and started on antipsychotics.

After 10 days marked by remarkably bizarre behavior despite escalating doses

of anti-psychotics, the patient was transferred to medicine. There shewas noted
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to have a flat affect, selective mutism, and leukocytosis. Testing for HIV,

HTLV, Lyme, Lupus and Syphilis was negative, while an assay for NMDA

Receptor (NR1) antibody returned positive. A right ovarian mass typical for a

dermoid cyst was revealed on CT of the pelvis, and she improved after

treatment with intravenous steroids, immunoglobulins, and oophorectomy.

IMPACT: In young women without significant personal or family psychiatric

history, bizarre behavior should prompt consideration of testing for NMDA

receptor encephalitis, an uncommon but easily identified and potentially re-

versible cause of psychosis.

DISCUSSION: Internists often encounter patients with altered mental status,

most commonly due to infection, withdrawal, intoxication or electrolyte dis-

turbances. When bizarre behavior and delusions prompt a diagnosis of psy-

chosis, a careful search for underlying reversible causes must be undertaken

before ascribing them to a primary psychiatric disorder such as schizophrenia.

Prodromal symptoms are characteristic of NMDA receptor antibody enceph-

alitis, with the vast majority of patients in a recent study experiencing non-

specific symptoms similar to a viral illness including headache and fever prior

to psychiatric evaluation. Anti-NMDA receptor encephalitis is a recently

described illness caused by auto-antibodies to N-methyl-D-aspartate receptors

found along membranes of nerve cells. There is a high degree of association

with underlying ovarian teratoma, a germ cell tumor which can contain mature

tissue of any of the three germ layers. The presence of CNS tissue within a

mature cystic teratoma results in the expression of NMDA receptors and the

subsequent development of autoantibodies. These antibodies result in reduced

receptor expression on neuronal cells and leads to behavioral changes. For

patients with teratoma, early removal appears to confer the most favorable

prognosis, while 79 percent of all patients who underwent immunosuppression

based treatment in one case series had a good outcome.

TREATED LATENT TB INFECTION—NOT JUSTA RED HERRING

Ileannette M. Robledo; Jose C. Barrientos; Patricia Dharapak. Mount Sinai

Beth Israel, New York, NY. (Control ID #2945578)

LEARNING OBJECTIVE #1: Diagnose pleural tuberculosis (TB) in a

patient that has prior completed treatment for latent TB.

CASE: A 26 year-old US born man presented with 10 days of fevers, night

sweats, dyspnea and right-sided pleuritic chest pain. Four years ago, he

completed a year of chemoprophylaxis with isoniazid (INH) after a Filipino

roommate was diagnosed with active pulmonary tuberculosis. Two weeks

before presentation, he travelled to Austin, TX and reported exposure to bats.

And one week previously, he reported contact with a friend with influenza. On

admission, the patient was nontoxic, afebrile and had decreased breath sounds

at the right lower lung field. A CXR showed a right pleural effusion and a

calcified right upper lobe granuloma. A chest CT showed a large right pleural

effusion with tree-in-bud and nodular opacity in the right upper lobe. Pleural

fluid analysis revealed a lymphocytic exudate: pH 7.63, protein 4.6 g/L, LDH

1497 u/L, WBC 10350 c/μL (62% lymphocytes). Adenosine deaminase

(ADA) was 18.2 units/L and serum protein was 6.9 g/L. Sputum and pleural

fluid AFB stains were negative and pleural fluid PCR was negative for

Mycobacterium Tuberculosis (MTB). Pleural fluid cytology was unremark-

able. HIV, Aspergillus Ag, Histoplasma Ag, beta-D glucan, Coccidioides,

Anaplasma, EBV and CMV serologies were negative. Autoimmune work-

up, protein electrophoresis, and angiotensin converting enzyme were also

within normal limits. A bedside closed-pleural biopsy revealed necrotizing

granulomas. He was empirically initiated on RIPE and discharged after 2

weeks of airborne isolation. Eight weeks later, the pleural fluid culture grew

pan-susceptible MTB.

IMPACT: While INH therapy is effective in decreasing the risk of future

tuberculosis, reactivation can still occur even in immunocompetent patients

after completion of therapy. Providers should maintain a high index of suspi-

cion for MTB in those with a prior latent TB diagnosis and suggestive clinical

findings even when chemoprophylaxis was completed.

DISCUSSION: While 6-12 months of INH therapy is effective in decreasing

the risk of future tuberculosis, our case illustrates that tuberculosis can still

reactivate even in those who are immunocompetent and completed INH

chemoprophylaxis. In one study, there was only a 75% risk reduction in the

subsequent 5-year incidence of tuberculosis compared to placebo when 52

weeks of INH therapy were completed. With 24 weeks of prophylaxis, the risk

reduction was reduced to 65%. However, a prevention efficacy of up to 90%

can be achieved with medication compliance—the total dose taken appears to

be more important than the continuity of therapy. Our case also demonstrates

the challenges of the diagnosis of pleural TB especially when the laboratory

data appear discordant; in pleural TB, the fluid pH is typically < 7.3 and pleural

fluid ADA is typically elevated > 40 U/L. Keeping a high index of suspicion in

the setting of a suggestive clinical presentation and risk factors is the best

diagnostic strategy.

TREATING ERYTHRODERMA SHOULD NOT BE A RASH DECI-

SION LindsayMcCullough; Robert R. Leverence;Margaret C. Lo. University

of Florida College of Medicine, Gainesville, FL. (Control ID #2945484)

LEARNING OBJECTIVE #1: Identify the risk factors and sinister causes of

erythroderma

LEARNING OBJECTIVE #2: Properly diagnose lymphoma-induced

erythroderma

CASE: A 77-years-old male presented with a diffuse, severely pruritic rash

rapidly progressing in five weeks. Multiple ointments did not improve the rash.

He had weight loss (20lbs in five weeks), chills and tender inguinal lymph-

adenopathy (LAD). History includes heart disease, smoking and high-risk

sexual behavior. Vital signs were normal except for tachycardia. A desquamat-

ing rash was widespread with scattered focal superficial erosions, worst in

inguinal, neck and peri-rectal regions without bullae or blisters. He had

bilateral conjunctival injections, erythematous mucous membranes and a

2cm superficial ulceration on penile shaft. Cardiopulmonary and ab-

dominal exam were normal. Labs showed mild leukocytosis (11.5

thou/mm3) but normal CMP and CXR. On admission, rash was treated

with aquaphor, mupirocin and vancomycin. Erythromycin ointment

was given for bacterial conjunctivitis. PCR of penile ulcer showed

HSV-2; oral acyclovir was started. HIV, gonorrhea/chlamydia and

syphilis were negative. All 4 blood cultures grew out MRSA. Two

skin punch biopsies favored eczematous dermatitis. His LAD persisted

despite acyclovir and antibiotics. Subsequent CT chest revealed bulky,

diffuse mediastinal, hilar and axillary LAD. Peripheral flow cytometry

suggested T-cell lymphoma. Axillary lymph node biopsy confirmed

this diagnosis.

IMPACT:Rash is a common presentation, often regarded as benign dermatitis.

Our case teaches the importance of identifying sinister types of rash and

uncovering its true cause.
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DISCUSSION: Unlike dermatitis, erythroderma is a generalized severe red-

ness or scaling of the skin, covering 80-90% of total body surface area. It is

often rapidly progressive and associated with systemic symptoms i.e. fevers,

chills, malaise, pruritus and alopecia. Erythroderma is not a diagnosis, but

rather a manifestation of an underlying process. Etiologies include psoriasis or

eczema exacerbation, drug reactions, staph scalded skin, hypereosinophilic

syndrome, cutaneous T-cell lymphoma and paraneoplastic syndromes. Impor-

tant diagnostic clues are timing (i.e. medication reactions progress quickly) and

intensity of pruritus (i.e. severe in Sezary syndrome). In addition to a skin

exam, onemust evaluate for organomegaly, LAD, palmar-plantar keratoderma,

extropion and signs of infection or heart failure. Lab data are often unhelpful.

Repeated skin biopsies are warranted but can cause diagnostic errors, as seen in

our case. Literature reports skin biopsies diagnosing malignancy only 53% of

the time. Clinicians must not be complacent with benign biopsies, especially if

clinical picture does not support biopsy results. Given our patient's systemic

symptoms, persistent LAD and no atopic history, a lymph node biopsy was

critical. Proper classification and evaluation of rash is imperative to expedite

treatment and improve prognosis of malignancy-induced erythroderma.

TREATING THE BACK AT THE EXPENSE OF THE STOMACH: A

CASE OF GASTRIC PERFORATION AND HIGH DOSE STEROIDS

Krystle Hernandez; Ana I. Velazquez; Orysia Kozicky; Erica Grabscheid.

Mount Sinai Beth Israel, New York, NY. (Control ID #2945396)

LEARNING OBJECTIVE #1: Recognize early clinical features of gastric

perforation in patients taking steroids and NSAIDS.

CASE:A 70 year old man with no significant history presented for lower back

pain for 1 month. The pain was intermittent, 10/10 in severity, sharp, and

involved the bilateral lower back radiating down the buttocks. His pain

progressively worsened limiting the patient's ability to ambulate. The patient

reported constipation for 4 days and urinary urgency, but he denied any trauma,

fevers, chills, urinary or bowel incontinence, saddle anesthesia, weakness,

numbness, or tingling. The patient denied history of smoking or alcohol use.

Initial evaluation was remarkable for ESR of 46 mm/hr (nl 0-22 mm/hr). A

lumbar spine X-ray showed chronic left L2 and L3 transverse processes

fractures and chronic appearing loss of L2 vertebral height. As the patient

was thought to have musculoskeletal strain, the patient was conservatively

treated with 2 doses of naproxen 500mg PO, muscle relaxants, and lidocaine

patch and referred for physical therapy. However given his pain remained

uncontrolled for over 24 hours, an MRI of the lumbar spine was performed

which revealed acute L2 vertebral body fracture with spinal cord compression.

He was started on Dexamethasone (16mg PO daily) and scheduled for surgical

decompression. On hospital day 6 and day 4 of dexamethasone the patient

developed malaise, vague epigastric and right shoulder pain. Vital signs,

physical exam, and KUB were normal. CT of the abdomen showed large

volume of extravasated contrast and free air within the lesser sac consistent

with gastric perforation. He underwent emergent laparotomy but ultimately

died 3 days later from multi-organ failure due to complications of gastric

perforation.

IMPACT: This is an unfortunate case of gastric perforation induced by

iatrogenic factors, NSAID use followed by short term high dose steroids, in

a patient without other risk factors. The patient's epigastric and shoulder pain

were significant indicators of diaphragmatic irritation from gastric contents and

should have prompted immediate evaluation for gastric perforation.

DISCUSSION: Studies have shown that concomitant use of systemic steroids

with high doses of NSAIDs is associated with a 12-fold increased risk of upper

gastrointestinal complications. Physicians must heighten their clinical suspi-

cion when evaluating patients receiving high-dose steroids who report new

abdominal symptoms, and lower their threshold to pursue diagnostic imaging

to establish a cause. In our case, earlier identification of signs of gastrointestinal

irritation could have led to earlier termination of systemic steroids and surgical

intervention.

TROUBLE FROM ABOVE Ann Schraufnagel1; Joseph Martinez1; Scott L.

Hagan1, 2. 1University of Washington, Seattle, WA; 2Puget Sound VA Health

Care System, Seattle, WA. (Control ID #2910873)

LEARNING OBJECTIVE #1: Recognize referred scrotal pain

LEARNING OBJECTIVE #2: Diagnose and treat pylephlebitis

CASE: A 75-year-old man with diabetes and diverticulosis presented with

months of worsening abdominal pain associatedwith nausea, night sweats, and

anorexia. He was febrile to 101 F. His abdomen was diffusely tender to

palpation. Notable laboratory studies were a white blood cell count of 10,500

cells/mL and negative blood cultures. Abdominal CT scan revealed an acute

right posterior portal vein thrombosis and no features of cirrhosis. He was

started on therapeutic enoxaparin. His abdominal pain remained unchanged,

and after seven days he reported progressive, severe scrotal pain. His fevers

worsened to 103 F. Besides bilateral tenderness, his scrotal exam and ultra-

sound were normal. A repeat CT scan on day nine showed extension of the

thrombosis into the main portal vein, retroperitoneal lymphadenopathy, and

heterogeneous liver perfusion suggesting liver abscesses. He was diagnosed

with pylephlebitis and started on ceftriaxone and metronidazole. His fevers and

pain improved rapidly. He completed a six week course of moxifloxacin and

continued warfarin indefinitely.

IMPACT: Pylephlebitis is a rare cause of abdominal pain and fever. Early

recognition and treatment with antibiotics and anticoagulation leads to de-

creased mortality. We present the first reported case of pylephlebitis presenting

with referred scrotal pain, likely caused by irritation of the genitofemoral nerve

as it tracks through the retroperitoneum. This case highlights that scrotal pain,

in the absence of local erythema, warmth or edema may represent disease at a

distant site.

DISCUSSION: Pylephlebitis, or infective thombosis of the portal venous

system, is an uncommon complication of abdominal infections. Patients typ-

ically present with fever, abdominal pain, and nausea. Diagnosis is made based

on clinical presentation, imaging showing portal venous thrombosis, and blood

culture results. Between 23-88% of cases present with bacteremia. The infec-

tion is often polymicrobial, and the most common isolates are Bacteroides

fragilis and Escherichia coli. Up to 25% of cases result in death through

progression to liver abscesses and septic shock. The mainstay of treatment is

prolonged antibiotics. Several retrospective studies show a trend towards

increased survival with the use of anticoagulation in conjunction with antibi-

otics. This patient had symptoms of referred scrotal pain from pylephlebitis.

Pain in visceral organs can be referred to and cause tenderness in cutaneous

sites that receive innervation from the same spinal cord segments. Abdominal

aneurysms, nephrolithiasis, retroperitoneal tumors and appendicitis are known

causes of referred scrotal pain. In our patient, retroperitoneal inflammation

likely irritated the genitofemoral nerve, which supplies the scrotum, as it

courses anterior to the psoas muscle. This case is an important reminder that
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scrotal pain, without local signs of pathology, can represent various diseases in

the abdomen.

TUBERCULOSIS MAY EXIST EVERYWHERE, AND IT CAN HARM

THE PATIENT BUT ALSO YOURSELF Risa Yoshimoto1; Mitsunori

Iwase2. 1TOYOTAMemorial Hosipital, Toyoya, Japan; 2TOYOTA Memorial

Hosipital, Toyota, Japan. (Control ID #2945465)

LEARNING OBJECTIVE #1:When suspecting ascites of unknown origin,

tuberculous peritonitis (TBP) should be included for differential diagnosis.

LEARNINGOBJECTIVE #2: Laparoscopy is useful for definitive diagnosis

for TBP, but infectious control should also be considered.

CASE: A 79-year-old woman was referred for ascites, who originally

presented with abdominal distention and loss of appetite. Her past

medical history included left adnexectomy and right breast cancer of

stageIIIB taking aromatase inhibitor. Her vital signs were normal.

Blood tests revealed an elevated WBC counts, CRP level and

CA125 level (1224 U/ml) and other tumor markers were negative.

Abdominal and chest CT showed ascites from the pelvis to upper

abdomen but did not admit exacerbation of breast cancer or gastroin-

testinal cancer. Microbiologic testing, cytological examination and

PCR for tuberculosis of ascites were negative. FDG-PET detected

FDG accumulation at lymph nodes of greater omentum, mesentery,

gastric wall and mediastinum. Importantly, T-SPOT.TB test was posi-

tive. Chest X-ray had no apparent miliary tuberculosis or signs of Tb

infection, and Gaffkey test were also negative. Diagnostic laparoscopy

was conducted for biopsy and detecting primary lesion which revealed

small nodular lesions disseminating on the peritoneal and

infradiaphragmatic surfaces. Pathological evaluation showed epithelioid

granuloma and Langhans giant cells with necrosis. Finally, she was

diagnosed as TBP and a combination-drug regimen of rifampicin,

isoniazid, and pyrazinamide was initiated. At follow-up, there was

no sign of recurrence.

IMPACT: TBP is often difficult to diagnose as the early symptoms are non-

specific. Although preoperative diagnosis is difficult, laparoscopy can be

helpful for the final diagnosis. TBP should be included in the differential

diagnosis of unknown ascites which might save the patient and yourself from

infection.

DISCUSSION: TBP is one of the extra-pulmonary tuberculosis which

affects about 0.04% of Tb patients. Laboratory tests and CT show

similar results to carcinomatous peritonitis. Surprisingly, it has been

reported 67% of TBP have no findings in chest X-ray. Detection of

Mycobacterium tuberculosis itself is the gold standard for diagnosis,

but the detection rate of ascites culture or staining is low and time-

consuming. Laparoscopy has sensitivity of 93% and specificity of 98%

for detecting thickened peritoneum, military nodules, widespread ad-

hesion and necrosis lesions. Importantly, only laparoscopy can define

the presence or absence of malignancy. Although there are only a few

literatures about infection control of Tb, active Tb and tuberculous

pharyngitis were reported to be infectious. Infection risk should be

assessed for each patient before conducting laparoscopy. Preoperative

diagnosis is difficult, but TBP should be included in the differential

diagnosis of unknown ascites which might prevent the patient and

yourself from infection.

TURNER'S SYNDROME: NOT JUST A PEDIATRIC DIAGNOSIS

Cameron Bell2; Hugo Narvarte1. 1University of South FloridaMorsani College

ofMedicine, Tampa, FL; 2University of South Florida, Tampa, FL. (Control ID

#2943198)

LEARNING OBJECTIVE #1: Diagnose Turner's syndrome presenting in

adulthood.

LEARNINGOBJECTIVE #2: Recognize the potential for healthcare gaps in

patients with Turner's syndrome.

CASE:A 20 year old woman with no significant past medical history present-

ed with concerns over her height. She reported menarche at age 15, occurring

every 30 days and lasting for 7 days. Menarche occurred at a later age than her

relatives. Axillary, pubic hair and breast development were normal, but she did

note an early cessation of vertical growth and was significantly shorter than her

female relatives. She reported normal cognitive development. On physical

exam her height was 4' 10" and was otherwise unremarkable including normal

female secondary sexual characteristics. TSH, CBC, and BMPwere normal. A

karyotype was ordered which revealed abnormal female karyotype with mono-

somy x, consistent with Turner's Syndrome.

IMPACT: This case highlights the importance of including Turner's syndrome

in the differential diagnosis of delayed onset of puberty with associated short

stature. Patients diagnosed with Turner's syndrome have lifelong requirements

for surveillance and management. Early diagnosis has the ability to alter

disease course and improve clinical outcomes.

DISCUSSION: Turner's Syndrome is an important diagnostic consideration in

women presenting with short stature and/or delayed onset of puberty or

amenorrhea. It can also present in adulthood with recurrent pregnancy loss. It

occurs in 1:2500 to 1:3000 live-born girls. Despite the fact that the diagnosis

may not be at the forefront of an internist's differential, up to 35% of patients

are not diagnosed until adolescence or adulthood. The diagnosis is made with

blood karyotype. Patients presenting with Turner's Syndrome have unique

screening and treatment considerations. Current treatment guidelines include

screening echocardiography, renal ultrasonography, close attention to bone

health, regular laboratory testing of liver enzymes, and consideration of early

estrogen replacement. A recent study in 2009 by Devernay et. al examined

follow up rates of women with Turner's syndrome as they transitioned to

adulthood. Out of 568 patients surveyed, only 3.5% had all appropriate

assessments in a 4 year period, demonstrating the large gaps in care that are

a risk for these patients as they transition to adulthood. Internists are crucial in

managing the care of these patients. Turner's Syndrome should be included in

differential diagnosis of adult patients presenting with short stature, recurrent

pregnancy loss, amenorrhea, or delayed puberty. As Turner's syndrome affects

multiple systems, it requires a team based approach with attention to the

transition to adulthood to avoid gaps in care.

TWO "PS" IN A POD: PORPHYRIA AND PRES Jamie L. Jones1; Maria

Tudor2; Suraj Patel1; Howiada H. Salim1. 1University of Tennessee Chatta-

nooga, Chattanooga, TN; 2UT College of Medicine, Chattanooga, TN. (Con-

trol ID #2946585)

LEARNING OBJECTIVE #1: Recognize rare etiologies of chronic abdom-

inal pain

LEARNING OBJECTIVE #2: be aware of association between porphyria

and Posterior Reversible Encephalopathy Syndrome (PRES)
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CASE: 23-year-old Caucasian female with no pertinent past medical history

presents with new onset convulsive seizure. Brain MRI showed scattered areas

of cortical and subcortical signal abnormality with a distribution most compat-

ible with Posterior Reversible Encephalopathy Syndrome (PRES). The seizure

was thought to be provoked by PRES with malignant hypertension requiring

multiple medications for control. On review of systems, patient reported

intermittent severe epigastric/periumbilical pain associated with nausea and

vomiting that started 6 months ago. Patient denied weight loss during that time

but reported a 10-pound weight loss the week prior to admission. Extensive

work up for the chronic abdominal pain, including abdomen/pelvis CT and

MRI, EGD and H. Pylori serology, were non-diagnostic. Urine pregnancy and

drug screens were negative except for cannabinoids. Work-up for secondary

causes of HTN with renal ultrasound and aldosterone/renin blood levels were

negative. Porphyria was higher on our differential with severe abdominal pain

of unclear etiology. A porphyria panel was ordered, patient was loaded with

two days of carbohydrate D10 followed by 4 days of hemin with significant

improvement. Porphyria panel showed elevated urinary PBGs as following:

porphobilibinogen 34.2 (0.0-1.5 mg/24hr), uroporphyrin 1,581 (0-24ug/24hr),

coproporphyrin H 78 (0-24ug/24hr), heptacarboxyporphyrin 105 (0-4 ug/

24hr), hexacarboxyporphyrin 18 (0-1ug/24hr), pentacarboxylporphorinogen

81 (0-4 ug/24hr).

IMPACT: This case helps facilitate a broader differential for chronic abdom-

inal pain and brings attention to associations between rare medical conditions.

It also highlights less common causes of Posterior Reversible Encephalopathy

Syndrome (PRES).

DISCUSSION: Porphyria is a rare inherited condition of heme synthesis with

abdominal pain being the most common presenting symptom. Because of

sympathetic over-activity, patients can present with malignant HTN, tachycar-

dia, autonomic dysfunction, neurologic, or psychiatric symptoms. Our patient

presented with seizures, HTN, tachycardia, HR of 160 BPM and abdominal

pain. Porphyria is rarely associated with posterior reversible encephalopathy

syndrome (PRES), which is a condition caused by the failure of the posterior

circulation to auto regulate, resulting in cerebral edema, headaches, nausea and

seizures. Posterior reversible encephalopathy syndrome (PRES), which can be

found in patients' MRI during an acute attack accounts for the seizure activity.

Porphyria management includes intravenous hemin, which decreases produc-

tion of heme precursors, and supportive treatment. This case raises awareness

of porphyria screening in cases of unexplained abdominal pain and its rare

association with seizures presenting with PRES and malignant HTN.

TWO RARE DISEASES, ONE PATIENT: ADDISON'S DISEASE AND

HEREDITARY HEMOCHROMATOSIS Nicole Molin; Brian Fulmer;

Melissa Whipple; Satbir Singh; Deepika Reddy; Santosh Reddy. University

of Utah, Salt Lake City, UT. (Control ID #2939573)

LEARNING OBJECTIVE #1: Recognize Hemochromatosis as a rare cause

of adrenal insufficiency and the potential to co-exist with Addison's disease

and initiate appropriate treatment.

CASE: A 28 year old man presented to the ED with hypotension and tachy-

cardia following a syncopal episode. Initial lab evaluation showed

hyponatremia to 125, hyperkalemia to 5.3, hematocrit of 47.4, serum cortisol

<0.5, ACTH 886 (normal 7-69), TSH 11.91, free T4 1.0, and negative anti-

TPO antibody. On admission, the patient had orthostatic hypotension and

ashen grey skin tone. Cosyntropin stimulation test resulted in a peak cortisol

level<0.5. Imaging revealed markedly atrophic adrenal glands bilaterally with

no organomegaly. Further testing was significant for a 21 hydroxylase (21-

OHA) antibody level of 3.8 (normal 0-1), ferritin of 650 and homozygous

H63D hemochromatosis mutations. The patient was diagnosed with new onset

Addison's disease as well as Hereditary Hemochromatosis (HH) and was

referred to outpatient endocrinology and hematology for further evaluation.

He was discharged on hydrocortisone 20mg in the morning, 10mg at night and

0.1mg fludrocortisone daily. On follow up with endocrinology, hydrocortisone

was tapered to 10 mg in the morning and 5 mg at night given the significant

improvement in symptoms and with the continuation of treatment, symptoms

continued to improve and labs normalized, including TSH. On follow up with

hematology, the elevated ferritin was attributed to its effect as an acute phase

reactant, however they will continue to follow closely for symptoms of iron

overload, given the patients homozygous H63D hemochromatosis mutations.

IMPACT: This case illustrates the importance of thinking through rare causes

of adrenal insufficiency in addition to common causes like Addison's Disease

and the importance of initiating appropriate medical management when two

rare diseases present simultaneously.

DISCUSSION: Initially, the patient was thought to have possible autoimmune

polyendocrine syndrome type 2 given the elevated 21-OHA antibody and

subclinical hypothyroidism, despite absence of anti TPO antibody.1 The over-

all picture was complicated by the presence of HH. The presentation of

Addison's with HH is not well reported in the literature. An extensive literature

review resulted in one case report2 and one study looking at mineralocorticoid

and glucocorticoid status in hemochromatosis for which they did not find an

association.3 The prevalence of both diseases are relatively low, Addison's

disease is 22.1 per 100,0004 and HH is 1 in 500.5 Treatment for patients with

Addison's and HH should focus first on steroid replacement for adrenal

insufficiency, which in this case resulted in significant improvement in symp-

toms and electrolyte levels.Management of HH should include close follow up

to monitor for complications of iron overload. Treatment with phlebotomy or

iron chelation is recommended if patients are symptomatic or have a ferritin

level>300ug/L in men and >200ug/L in women.6

UH OH…IMMUNOSUPPRESSED WITH A RASH Laura McNamara1;

Sabrina Mukhtar1; Sumedha Chablani1; Brianna Rossiter2. 1University of

Pittsburgh School of Medicine, Pittsburgh, PA; 2UPMC, Pittsburgh, PA. (Con-

trol ID #2939611)

LEARNING OBJECTIVE #1: Illustrate anchoring bias.

LEARNING OBJECTIVE #2: Describe an atypical case of Primary Cuta-

neous Anaplastic Large Cell Lymphoma (PCALCL).

CASE: A 76-year-old male with a renal transplant on tacrolimus and myco-

phenolate mofetil presented with two-weeks of scalp burning and itching.

Physical exam was significant for left facial swelling with crusting and vesic-

ular lesions of the left scalp in the C2 dermatome. The patient was started on IV

vancomycin. Initial infectious work-up was negative. Infectious disease and

dermatology followed, and the patient was discharged on 14-days of

valacyclovir and cephalexin for presumed herpes zoster with superimposed

cellulitis. Two days later, he re-presented with fevers to 104F, serous drainage,

and increased facial swelling. Wound cultures grew pseudomonas aeruginosa

and coagulase negative staphylococcus. Piperacillin-tazobactam was added

and narrowed to ciprofloxacin. With improving pain and swelling, the patient

was discharged on a 14-day course of ciprofloxacin. Seven days later, the
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patient was re-admitted for progressive left facial pain and swelling, as well as

depressed mood. He had oozing and crusting of the left scalp and new pink

papules and vesicles extending beyond the C2 dermatome onto the left fore-

head and cheek. Given these changes, dermatology biopsied the area. Biopsy

revealed a primary cutaneous CD30 positive T-cell lymphoproliferative disor-

der, likely PCALCL. The patient and his family declined further treatment and

he transitioned to hospice care.

IMPACT: When caring for medically complex patients, consult services

provide the expertise for diagnoses and evidence-based management plans.

One potential pitfall is premature closure. While it is important to trust the

expertise of consultants, it remains equally essential to develop and maintain a

broad differential. In the described case, our anchoring bias from prior admis-

sions and consultants initially limited the expansion of our differential diagno-

sis beyond herpes zoster.

DISCUSSION:Given that immunosuppressed patients are at increased risk for

herpes zoster and its complications, the diagnosis seemed reasonable. The

annual incidence of herpes zoster in the general population is 5.2 per 1000,

but this incidence is 10-100-fold higher in solid organ transplant recipients. In

contrast, PCALCL, a T-cell subtype of primary cutaneous lymphoma, has an

annual incidence of 0.5-1 per 100,000. Classic presentation is an asymptom-

atic, solitary violaceous or erythematous nodule or plaque of the head or

extremity. Five-year survival is 85-90%, largely due to spontaneous regression

in 25% of cases and the effectiveness of methotrexate therapy. In immunosup-

pressed patients, however, the presentation of primary cutaneous lymphomas

can be atypical, and the condition can progress rapidly. Keeping this in mind,

and in consideration of our case, it is important to maintain a broad differential

when evaluating a new rash in an immunosuppressed patient so as to avoid the

potential barriers to adequate diagnosis.

UNCOMMON ENDOCRINE EMERGENCY: THYROID STORM

Takaaki Kobayashi; Margarita Chernovolenko; Cristina Schreckinger; Natalya

Berezovskaya. Mount Sinai Beth Israel, New York, NY. (Control ID

#2936897)

LEARNING OBJECTIVE #1: Diagnose thyroid storm clinically and begin

empirical treatment without waiting for serum test results.

CASE: A 43-year-old female with no past medical history presented with

sudden onset of bilateral foot swelling and palpitation. Two days prior to

admission, she developed diarrhea. On the day of admission, she woke up

with significant bilateral leg swelling and came to the emergency room. She

denies fever, neck pain, or chest pain. Physical examination was signifi-

cant for tachycardia and bilateral lower extremity swelling. Initial blood

and basic metabolic panels were within normal ranges. An electrocardio-

gram revealed a sinus rhythm, and a chest X-ray was unremarkable.

Thyroid storm (TS) was suspected clinically, and serum thyroid function

tests (TFTs) were sent to an outside lab. Propylthiouracil, hydrocortisone,

and beta blockers were initiated immediately. On the following day, TSH

levels were less than 0.003 μIU/mL with elevated free T3 and T4 levels.

Thyroid receptor antibodies were present, and an ultrasound showed

diffusely a hypervascular, heterogeneous, and enlarged thyroid gland.

She was diagnosed with Grave's disease and discharged with methimazole

and propranolol.

IMPACT: A diagnosis of TS is often based on suspicious but nonspecific

clinical findings. It is important to initiate specific treatments without waiting

for serum tests, given its high mortality rate, particularly where TFTs cannot be

performed in the hospital immediately.

DISCUSSION: TS is a rare, life-threatening condition that is characterized by

severe or exaggerated clinical manifestations of thyrotoxicosis. Although TS

can develop in patients with longstanding, untreated hyperthyroidism, it is

often precipitated by an acute event, such as thyroid surgery, trauma, infection,

acute iodine loading, or parturition. Clinical symptoms of TS include tachy-

cardia, hyperpyrexia, central nervous system dysfunction, and gastrointestinal

symptoms. Its diagnosis is based on the presence of severe, life-threatening

symptoms in a patient with biochemical evidence of hyperthyroidism. While

there is no universally accepted criteria for its diagnosis, a scoring system

introduced by Burch and Wartofsky is often applied. It comprises thermoreg-

ulatory dysfunction, central nervous system effects, gastrointestinal-hepatic

dysfunction, cardiovascular dysfunction, heart failure, and precipitant history.

Mortality rates are high and may approach 10%-20%. The immediate goals are

to decrease thyroid hormone release, decrease circulating thyroid hormone

levels to reduce heart rate and support the circulation, and treat the precipitating

condition.We should consider the five "Bs" for treatment: block synthesis (i.e.,

anti-thyroid drugs); block release (i.e., iodine); block T4 to T3 conversion (i.e.,

high-dose propylthiouracil, beta blockers, and steroids); beta blockers; and

block enterohepatic circulation (i.e., cholestyramine).

UNCONTROLLED HYPERTENSIVE URGENCY WITH MAHA,

THROMBOCYTOPENIA, RENAL FUNCTION IMPAIRMENT

MASKING ATYPICAL HEMOLYTIC UREMIC SYNDROME Rahul

Dasgupta1; Adarsh Sidda1; Juliann Koleszar1; Rupesh Raina2. 1Summa, Cop-

ley, OH; 2Summa Health, Akron, OH. (Control ID #2945397)

LEARNING OBJECTIVE #1: Diagnosis of aHUS in patients with hyper-

tension associated with MAHA, thrombocytopenia, and renal function impair-

ment is critical for prevention of serious outcomes

CASE:A 40 year old man presented to emergency department with acute onset

of chest tightness, blurry vision, dizziness and abdominal pain. Past

medical history included hypertension; he was recently released from

prison. Patient stated that he had not taken medications for 18 months.

At admission, patient was noted to have blood pressure of 240/161,

creatinine of 12.5, hemoglobin of 9.4 and platelet count of 27. Sig-

nificant physical exam findings included tachycardia. Patient was

admitted under the diagnosis of hypertensive emergency. Despite IV

labetalol drip and breakthrough hydralazine, BP remained elevated.

Ultrasound of retroperitoneal space revealed diffuse bilateral renal

echogenicity, consistent with medical renal disease. Within 24 hours,

patient developed anuric AKI (AKIN classification Stage III), mental

status changes, and thrombocytopenia. To differentiate from TTP,

ADAMST13 analysis was obtained. ADAMST13 activity was 85%.

Suspicion for aHUS masked by hypertensive episode was presumed,

thus plasmapheresis (1:1 FFP exchange) was instituted with alternate

renal replacement therapy. Despite 5 plasmapheresis treatments, plate-

let count stayed <80. Various regimens of anti-hypertensive drugs

failed to stabilze blood pressures. Anti-complement therapy with

eculizumab, a humanized monoclonal antibody of C5, led to resolution

of thrombocytopenia within a week. In contrast, his kidney function

only began to improve after 6 weeks of treatment, with serum creat-

inine decreasing from 12 mg/dl to 4mg/dl with improvement in renal
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output and solute control. Patient is now getting hemodialysis 1/week

with probable improvement in ATN secondary to TMA/aHUS. The

blood pressures stabilized within two weeks of treatment, allowing de-

escalation antihypertensive medications.

IMPACT: In patients with triad of acute renal failure, MAHA, and thrombo-

cytopenia, ulization of ADAMST13 activity was helpful in differentiating

between TTP and other etiologies of TMA. While patient recieved ecluzimab,

this case highlights how to stabilize patients when first line therapy is not

available.

DISCUSSION: HUS should be suspected when hypertension is accompanied

with MAHA, thrombocytopenia, renal function impairment and/or complica-

tions of vascular permeability. The diagnosis of aHUS was recognized when

the patient presented with acute renal failure, MAHA and thrombocytopenia.

Hypertension of aHUS can be quite unstable, presumably due to the dynamic

nature of acute lesions of TMA. It should also be suspected when hypertension

is severe and difficult to control. Correct diagnosis is essential for management

of aHUS and prevention of serious outcomes. When presented with patients

with severe hypertension and thrombotic microangiopathy, ADAMTS13 ac-

tivity may prove to be a promising tool in differentiating TTP from TMA due

to other etiologies.

UNCOVERING A RARE ORGANISM: 16S RRNA AND

PARVIMONAS MICRA Deirdre Lewis1; Monica Ahuja2; Daniel J. Skiest2.
1Baystate Medical Center, Northampton, MA; 2Baystate Medical Center,

Springfield, MA. (Control ID #2935074)

LEARNINGOBJECTIVE #1: Recognize Parvimonas Micra as a rare cause

of joint and spinal infection

LEARNING OBJECTIVE #2: Recognize 16S rRNA PCR as an important

adjunct to traditional microbiological methods in identifying organisms

CASE: A 61 year old female with past medical history of type 2 diabetes

mellitus, osteoarthritis, May Thurner Syndrome presented to the hospital with

severe back and left hip pain associated with weakness and difficulty ambu-

lating. Upon evaluation she was afebrile and had no saddle anesthesia. Plain

films and CT scan of the lumbosacral spine were negative. She was treated

symptomatically and discharged. She then sustained a fall due to weakness and

returned for further evaluation. MRI on admission showed degenerative dis-

ease at L2-L3 and L5-S1 with bilateral nerve root compression with a question

of discitis. The patient underwent CT-guided biopsy of the area. While routine

cultures demonstrated no growth, 16s rRNA sequencing identifiedParvimonas

Micra in tissue aspirate. The patient was treated with 6 weeks of IV penicillin

with resolution.

IMPACT: This case adds to the literature by highlighting the use of 16S RNA

PCR in identifying fastidious organisms such as Parvimonas micra vertebral

osteomyelitis.

DISCUSSION: Parvimonas Micra is a commensal, fastidious, anaerobic,

gram positive coccus found naturally in the mouth and GI tract. It is implicated

in polymicrobial infections in the mouth and skin abscesses, however it is

rarely identified as a monomicrobial infection. When acting as the sole path-

ogen Parvimonas most commonly causes infection of bone, joints, and heart

valves. Risk factors include recent dental work, diabetes, and cancer.

Parvimonas is difficult to culture. A series of 30 cases of Parvimonas infection

noted that blood cultures were positive only 57% of the time, and the majority

of those cases were of endocarditis. Culture of the site of infection is more

likely to be successful in identifying the organism, however it is not infallible.

A case report describing a rare case of septic arthritis with Parvimonas noted

that the organismwas only able to be identified with 16s rRNA PCR, similar to

our case. The 16s rRNA gene sequencing is a relatively new microbiological

identification method. The 16s rRNA, a heavily conserved bacterial gene

sequence which has been stable overtime, is amplified by PCR allowing the

identification of up to 8,168 species. It also has an increased rate of detection of

bacterial species when compared to conventional means. However, it is not

without concerns which include incorrect speciation, failure to detect species,

and inability to discriminate among genera. Its use as an adjunct to conven-

tional means is increasingly being recognized, particularly for rare and fastid-

ious species which are challenging to culture such as Parvimonas. This case

describes a rare case of vertebral osteomyelitis secondary to Parvimonas

Micra. It also illustrates the usefulness of the 16s rRNA gene sequencing as

an adjunct to conventional microbiological methods.

UNDERTHEMICROSCOPE: ACTIVE URINARY SEDIMENT IN AN

ELDERLY WOMAN WITH ACUTE KIDNEY INJURY Jo Henderson-

Frost1; Christine Prifti2; Rebecca E. Berger2. 1Massachusetts General Hospital,

Newton, MA; 2Massachusetts General Hospital, Boston, MA. (Control ID

#2946612)

LEARNING OBJECTIVE #1: Construct a differential diagnosis and initial

work-up for intra-renal acute kidney injury

LEARNING OBJECTIVE #2: Recognize the signs and symptoms of acute

glomerulonephritis

CASE: A previously active 92-year-old woman presents with three weeks of

fatigue. She had a history of mild intermittent asthma and hypertension. She

had been on stable doses of atenolol, lisinopril, and hydralazine for years until

one month prior to admission, when consistently elevated blood pressures

prompted an increase in hydralazine dose and addition of amlodipine after

which she reported new bilateral lower extremity edema. Three weeks prior to

admission, she had onset of rhinorrhea, non-productive cough and fatigue and

was prescribed azithromycin for an upper respiratory infection. Her cough

persisted and loss of appetite and fatigue worsened. The patient was afebrile,

heart rate 58, blood pressure 151/87 mmHg, oxygen saturation 92% on

ambient air. She had diffusely diminished breath sounds with scattered

wheezes, 2+ bilateral lower extremity edema, and no rashes or petechiae.

Potassium was 5.1 mmol/L, blood urea nitrogen 83 mg/dL, and creatinine

4.8mg/dL (baseline 1.0). Urinalysis had a specific gravity of 1.012, 2+ protein,

3+ leukocyte esterase, >100 red blood cells and 50-100 white blood cells per

high power field. Urine sediment had many dysmorphic red blood cells, white

blood cells, red blood cell casts and muddy brown granular casts. There was no

hydronephrosis on ultrasound. Further workup notable for positive

myeloperoxidase (MPO) anti-nuclear cytoplasmic antibody (ANCA)with high

titer. The patient was diagnosed with MPO-ANCAvasculitis likely secondary

to hydralazine. She was treated emergently with pulse-dose solumedrol 500mg

IV daily for three days followed by a long prednisone taper and started on

cyclophosphamide 150mg daily. She underwent seven sessions of plasma

exchange and dialysis for six months, after which renal function recovered.

IMPACT: While initial management of acute kidney injury often includes

cessation of nephrotoxic medications, in cases of confirmed glomerulonephri-

tis, careful review of medications associated with ANCA vasculitis is

warranted.
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DISCUSSION: In acute kidney injury, hypertension and lower extremity

edema may increase suspicion for glomerular pathology, but the diagnosis

hinges on urine sediment. The findings of hematuria, proteinuria, and red blood

cell casts are concerning for acute glomerulonephritis, causes of which include

IgA nephropathy, infection-associated glomerulonephritis, cryoglobulinemia,

systemic lupus erythematosus, anti-glomerular basement membrane disease,

and ANCA vasculitis. Initial work-up includes complement levels, ANCA,

MPO, proteinase 3, anti-GBM, ANA, anti-dsDNA, HIVand hepatitis B and C

serologies, and nephrology consultation. Hydralazine is a known cause of

ANCA-associated vasculitis that leads to acute crescentic glomerulonephritis.

With prompt cessation of the medication and initiation of immunosuppression,

renal recovery may be possible.

UNINTENDED CONSEQUENCES: A CASE OF SYSTEMIC LUPUS

ERYTHEMATOSIS, LOW HEALTH LITERACY, AND THE NEED

FOR PATIENT-CENTERED CARE Kristina Little; Peter Kleinschmidt;

Joan Addington-White; David Feldstein; Linda Baier. University of Wiscon-

sin, Madison, WI. (Control ID #2940855)

LEARNING OBJECTIVE #1: Recognize risk factors to low health literacy

LEARNING OBJECTIVE #2: Assure adequate contraception in times of

diagnostic uncertainty

CASE: A 20-year-old African American G2P2002 female was undergoing

evaluation for suspected SLE. For roughly 5 months she had been suffering

from swelling, pain, rash over her ears and face, sicca symptoms, generalized

alopecia, mouth ulcers and photosensitivity. This was the fifth clinic she was

referred to in 5 months and she seemed bewildered by the course of her care.

She was first evaluated in Urgent Care facilities and treated with antibiotics for

presumed impetigo/otitis media. After 4 months of continuing symptoms, she

was referred to Dermatology where her rash was biopsied and she was

diagnosed with discoid Lupus Erythematosus. She received a course of oral

steroids. By the time she established with an internist she was found to be

pregnant. The patient assumed her previous therapies and Lupus diagnosis

would be harmful to her fetus and had an abortion. She reported that no one

discussed contraception during her multiple medical visits. She felt she had

made a difficult decision while confused about her medical course and condi-

tion. She was saddened, but thought the abortion was necessary.

IMPACT: This case changed the way I assess a patient's understanding of their

medical care. I consider their level of education and previous life experiences. I

tell patients that I encourage questions about their disease and about each

diagnostic study and treatment I recommend. This case also highlighted the

importance of addressing sexual and reproductive issues with every patient,

especially in times of diagnostic uncertainty. I also encourage contraception in

all my patients.

DISCUSSION:Health literacy (HL) encompasses the ability to obtain, process

and understand health information that leads to informed health decisions. In

2004, the Institute of Medicine published "Health Literacy: A Prescription to

End Confusion." At that time it was estimated that 90 million US adults lacked

the HL skills to navigate the health system. Risk factors for lower HL include

the elderly, lower educational level, poverty, non-native speaker of English,

and compromised health status. Individuals with lower HL scores enter the

health care system when they are sicker. This case illustrates the importance of

having a medical home and a PCP. This patient needed a place where she was

known and felt comfortable reaching out for answers. Establishing with a PCP

earlier would have led to discussion on avoiding pregnancy during this

complicated time of uncontrolled symptoms. Women with chronic medical

conditions are at high risk for an unintended pregnancy and may receive

fragmented care from multiple providers. These patients may be at higher risk

for adverse maternal and fetal outcomes. Most of these women are eligible for

long-acting reversible contraceptives. The PCP can play a pivotal role in

coordinating care and serving as a reference, especially during times of

diagnostic uncertainty.

UNRESOLVING PANCREATITIS MASKING SIGNET RING CELL

CARCINOMA Nida Waheed; Leigh Cagino; Dianne L. Goede. University

of Florida, Gainesville, FL. (Control ID #2945908)

LEARNING OBJECTIVE #1: To recognize that not all transudative effu-

sions are benign

LEARNING OBJECTIVE #2: To review the challenges of diagnosing

gastric malignancies

CASE: A 63-year-old woman was admitted for abdominal pain, nausea,

vomiting, shortness of breath, weight loss, and poor oral intake. Physical

examination revealed an ill-appearing woman with decreased breath sounds

in bilateral lung bases and epigastric tenderness. Initial workup revealed an

elevated lipase, bilateral pleural effusions, and diffuse enlargement of her

pancreas with peri-pancreatic edema suggestive of acute pancreatitis visu-

alized on CT scan. The patient had no history of alcohol use, and biliary

obstruction as a cause of pancreatitis was ruled out. Thoracentesis re-

vealed transudative pleural fluid. A TTE showed a normal ejection frac-

tion. Surprisingly, pleural fluid cytology was significant for malignant cells

expressing BER-EP4 and mCEA suggesting metastatic mucinous malig-

nancy. Subsequent EGD noted severe gastric wall thickening causing a

partial obstruction. Pathology results from stomach biopsy noted poorly

differentiated adenocarcinoma with signet ring features, diffuse type. A

palliative pleural catheter was placed for relief of dyspnea, and the patient

was discharged to hospice care.

IMPACT: This case highlights the need to consider atypical causes of common

diagnoses, such as pancreatitis and transudative pleural effusions, when con-

ventional therapy does not provide clinical improvement.

DISCUSSION: Work up for effusion etiology relies upon Light's criteria to

distinguish between transudative and exudative effusions. Common

transudative effusion etiologies include heart failure, nephrotic syndrome,

and hepatic hydrothorax. Atypical causes of transudative effusions include

malignancy, amyloidosis, sarcoidosis, hypothyroidism, and trapped lung. Pleu-

ral effusions caused by pancreatitis are exudative with a majority (68%) being

left-sided and less often bilateral (22%). They are characterized by elevated

amylase, protein greater than 30gm/L, and a pleural fluid to serum LDH ratio

greater than 0.6. This patient's bloody transudative effusion had negligible

amylase, protein, and LDH. This was atypical for pancreatitis and malignancy.

Pleural fluid cytology alone diagnoses malignant effusions in 60% of cases,

and it played an important role in diagnosing a malignant effusion in our case

as she had no other findings to suggest gastric malignancy. Of note, she had an

EGD performed for weight loss evaluation 25 days prior to presentation which

revealed gastric metaplasia. However, EGDs have between a 16% to 22% false

negative rate for gastric cancer screening. The Sydney System was developed

to optimize diagnostic yield of gastric biopsies and recommends obtaining two

biopsies in the antrum and two in the corpus. Given variable operator
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compliance with the Sydney System, clinicians should consider the number

and location of biopsies while considering diagnostic results.

UNUSUAL CASE OF CONCURRENT MYELOPROLIFERATIVE

NEOPLASM AND CATASTROPHIC ANTI-PHOSPHOLIPID SYN-

DROME Mihir Bikhchandani. California Pacific Medical Center, San

Francisco, CA. (Control ID #2944974)

LEARNINGOBJECTIVE #1:Understand the presentation andmanagement

of catastrophic anti-phospholipid syndrome

CASE: A 63 year-old female with no past medical history presented

with acute, diffuse abdominal pain preceded by one episode of

hematochezia. Interestingly, the patient had a niece with anti-

phospholipid syndrome (APS). Upon presentation, the patient was

febrile, tachycardic and hypoxic. Exam was pertinent for a distended,

mildly tender abdomen. Initial work-up revealed leukocytosis and

thrombocytosis, acute kidney injury, and markedly elevated transami-

nases (AST 667, ALT 1643). A quad-phase CT was obtained after

initial CT showed a possible portal vein thrombus. It showed extensive

thrombi in the portal, splenic and superior mesenteric veins, small

bowel ischemia, and a mobile thrombus in the descending thoracic

aorta. The patient was started on a heparin drip and underwent

transjugular intrahepatic portosystemic shunt and thrombectomy of

the aforementioned occluded veins. Her hospital course included shock

requiring vasopressors as well as hypoxemic respiratory failure requir-

ing intubation. Hypercoaguable work-up revealed a positive cardiolipin

IgA antibody. Notably, the presence of the JAK2 V617F mutation was

detected, suggesting the patient had a myeloproliferative neoplasm as

well. Her hospital course was further complicated by a right cerebellar

infarct with mild hemorrhagic conversion and worsening shock liver

from intrahepatic portal vein thrombi and systemic hypotension. De-

spite undergoing treatment with high-dose steroids, plasmapheresis,

IVIG, and hydroxyurea, the patient passed away.

IMPACT: This case highlights the high mortality and severe complications

seen in CAPS. Our patient developed acute liver disease and later cirrhosis

from portal vein clots, small bowel infarct from mesenteric venous thrombi

complicated by transfusion-dependent gastrointestinal bleeding, and a stroke

from a thrombus in her cerebral vasculature. This degree of widespread

multiorgan clotting explains the high mortality rate above 30%. Early recog-

nition of CAPS is crucial because aggressive, early treatment leads to improved

survival.

DISCUSSION: CAPS is a subset of APS defined by thrombi in three

or more organs with biopsy confirmation of a microthrombus or

presence of anti-phospholipid antibodies. Fewer than 1% of patients

with APS progress to CAPS with the majority presenting with

multiorgan failure. Our case was unusual in that in addition to CAPS,

our patient also had a myeloproliferative neoplasm as evidenced by

the JAK2 V617F mutation which can also cause arterial and venous

thrombi. In addition to anti-coagulation, our patient received high-dose

steroids and plasmapheresis to remove the anticardiolipin antibody that

is thought to be the mediator of thrombus formation. This modality of

treatment was chosen based on retrospective analysis from the CAPS

registry showing a recovery rate of 78% when the combination of

anti-coagulation, glucocorticoids, and plasmapheresis was used.

UNUSUAL INITIAL PRESENTATION OF INTRA-ABDOMINALMA-

LIGNANCY Aditya Singh1; Ankita Luthra2; Asaad Nakhle1. 1Henry Ford

Hospital, Detroit, MI; 2Brookdale University Hospital and Medical Center,

Brooklyn, NY. (Control ID #2938588)

LEARNING OBJECTIVE #1: Cutaneous metastases of internal malignancy

are not only rare, but they're also unlikely to be the first sign of cancer.

LEARNING OBJECTIVE #2: The frequency of malignancy in non-healing

wounds and ulcers is high enough to consider a biopsy after three months of

appropriate wound treatment.

CASE: Our patient was a 50-year-old Caucasian female with a past medical

history of abdominoplasty who presented to our hospital due to non-healing

abdominal wall ulcers. She reported a history of abdominoplasty in six years

prior to her presentation where the surgical wound never completely healed

and had intermittent fowl smelling discharge requiring antibiotic treatment.

Currently, the wound had been worsening over the past one month along with

increased pruritus and drainage. Examination of her skin ulceration showed an

indurated tender plaque, measuring 4x6 cm which was present near umbilicus

with satellite erythematous to violaceous papules coalescing into nodules. Few

of those nodules had superficial erosions and yellow crusting. A punch biopsy

of the lesion showed features of metastatic adenocarcinoma, and immunohis-

tochemical staining was consistent with high-grade serous carcinoma of

Mullerian origin. Evaluation for a primary origin included CT of the chest,

abdomen, and pelvis which showed mediastinal and axillary lymphadenopa-

thy, moderate ascites, and granulomas in spleen. Uterus and adnexa were

grossly unremarkable, and no intraabdominal mass was found. Paracentesis

was performed and the ascitic fluid was positive for malignant cells consistent

with metastatic adenocarcinoma. Tumor marker CA 125 was significantly

elevated, while CEA and CA19-9 were normal. In the absence of a pelvic

mass, this was thought to be primarily a peritoneal adenocarcinoma. Neoadju-

vant chemotherapy was planned, but the patient had a complicated course with

sepsis, worsening heart failure, and eventually death.

IMPACT: There are multiple known skin manifestations for different

types of malignancy. Abdominal wall metastasis after resection of

intraabdominal cancer have been described in the past, but it usually

occurs in the setting of a known diagnosis of malignancy. There was

no evidence in the literature about cutaneous ulcers being the first sign

of internal malignancy. This case highlights the importance of main-

taining a high level of suspicion for any non-healing skin lesion after

appropriate wound care.

DISCUSSION: This is a case of an immunocompromised female who had a

non-healing wound after undergoing a surgical abdominoplasty. Despite ap-

propriate wound care and antibiotic therapy for suspected soft tissue infection,

wound ulcers failed to improve. A skin biopsy six years later showed a possible

peritoneal adenocarcinoma, but the patient was not a candidate for treatment

due to her multiple comorbidities and advanced disease.

UNUSUAL PRESENTATION OF PRIMARY BIL IARY

CHOLANGITIS Maria Silva. Weiss Memorial Hospital, Chicago, IL. (Con-

trol ID #2946310)

LEARNINGOBJECTIVE #1:Recognize unusual symptoms associatedwith

Primary Biliary Cholangitis (PBC) in order to choose the appropriate path for

diagnosis
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LEARNING OBJECTIVE #2: Manage PBC appropriately with early phar-

macologic intervention to avoid progression of the disease

CASE: 61-year-old female, with history of hypertension and depression,

complaining of worsening fatigue and weakness, inability to walk, decreased

appetite and severe gingivitis not improving despite appropriate hygiene that

started 2 years prior to admission. It was thought to be related to depression for

which her medications were adjusted but weakness continued to worsen over

time. Her social history was unremarkable. Vital signs were normal, patient

was somnolent, unable to cooperate with a full neurologic exam due to severe

fatigue and weakness in all extremities, advanced gingivitis and multiple

cavities were noted. Workup showed anemia of 10.4 g/dL, alkaline phospha-

tase of 696 IU/L and rest of the CBC, liver function tests and thyroid studies

within normal limits. Patient showed signs of xerostomia and dysphagia

confirmed by a swallow evaluation. MRI of brain and cervical spine were

unremarkable. Abdominal ultrasound was normal. Due to xerostomia accom-

panied by systemic symptoms, autoimmune studies were obtained showing

positive antimitochondrial antibodies that raised suspicion for primary biliary

cholangitis. Liver biopsy showed active ductitis, ill-defined granuloma and

lobular inflammation consistent with PBC, grade 3, stage III. Treatment with

ursodeoxycholic acid and cholesterol lowering agents were started prior to

discharging the patient.

IMPACT: In this case multiple factors fooled the medical team. Once results

started to reveal the diagnosis, it became clear for us how important it is to keep

rheumatologic causes present when we are trying to solve medical enigmas

since they can be masked by so other possible pathologies and, in some cases

like this one, early intervention can be the only available tool we have to slow

down the natural progression of such a devastating disease.

DISCUSSION: Primary Biliary Cholangitis is a chronic cholestatic liver

disease caused by immune-mediated destruction of the small intralobular bile

ducts, it affects mainly middle-aged women, presents with fatigue, pruritus and

dry eyes and oral mucosa, although other manifestations can also be associated.

This case illustrates how challenging it can be to recognize and diagnose PBC

due to the wide variety of symptoms that can easily be associated with other

conditions present in this patient. An elevated alkaline phosphatase accompa-

nied by positive antimitochondrial antibodies suggested PBC, later confirmed

by liver biopsy. Ursodeoxycholic acid slows disease progression, prevents

portal hypertension and appearance of esophageal varices, decreasing the need

for liver transplantation, with a better response when started on early stages of

the disease (I and II) when compared to late stages, highlighting the importance

of an early diagnosis of PBC.

URETERO-PELVIC JUNCTION OBSTRUCTION PRESENTING

WITH COFFEE AND ALCOHOL-INDUCED FLANK PAIN Andrew

R. kulek1; Diane L. Levine2. 1Wayne State University, Ferndale, MI; 2Wayne

State University, Detroit, MI. (Control ID #2946754)

LEARNING OBJECTIVE #1: Diagnosis and treatment of adult Uretero-

pelvic junction obstruction (UPJO) and recognition of early clinical features.

LEARNINGOBJECTIVE #2: Reinforce developing broad differential diag-

nosis to prevent cognitive error

CASE: A 28-year-old doctoral student presented to ED with sharp, localized

right flank pain after consuming 3 alcoholic beverages. The pain was episodic

and triggered by stress and consumption of coffee and alcohol and alleviated

by ice/cold compresses, but not by NSAIDS. His decision to seek treatment

from the ED was prompted by "the most intense pain he has felt". He denied

history of urinary tract infections, STIs or renalithiasis. PMH was significant

multiple visits to the PCP over past decade for similar complaints which were

diagnosed as musculoskeletal (MSK) back pain. Labs 5 years prior showed

normal renal function,however, blood work within year of the ED visit showed

creat 1.64 and GFR 56. Patient did not smoke, consumed 1-3 alcoholic drinks

weekly and consumed multiple cups of coffee daily. The patient was afebrile

and in severe distress with right flank percussion tenderness. Serum creat 1.49,

BUN 22, and eGFR 56. U/Awas normal. Urologywas consulted. Non-contrast

CT showed dilatation of the right pelvicalyceal system with hydronephrosis.

Patient was discharged with a diagnosis UPJO. Diuretic renography demon-

strated 76% function of the left kidney and 24% of the right, warranting

pyeloplasty and recanalization. Retrograde pyelogram at surgery revealed

etiology to be crossing vessels. Eight weeks post-op creat was 1.21 and GFR

80 with marked improvement in split renal function (left 58%, right 42%).

IMPACT: The patient's prolonged UPJO symptoms and delayed diagnosis

suggest cognitive errors including anchoring bias (selectively accepting clini-

cal data that support a desired hypothesis while ignoring data that do

not,confirmation bias(clinging to initial impression even as conflicting data

accumulate), and premature closure. Developing a broad differential diagnosis

and asking , " Is there any evidence that is at odds with the working diagnosis

and what serious conditions might this be, can prevent cognitive errors.

DISCUSSION: UPJO is due to intrinsic or extrinsic obstruction and may be

congenital or acquired (e.g. due to urolithiasis, post-operative stricture, malig-

nancies). UPJO is most commonly diagnosed in the pediatric age group but can

present in adults. Our patient developed Dietl's crisis–an acute episode abdom-

inal pain and hydronephrosis caused by pressure from increased blood flow of

aberrant renal artery compressing ureter). The gold standard for diagnosis and

repair are MAG3-renography and robotic pyeloplasty. The difficulty in diag-

nosing this disease is that lab values and pain may only be evident during an

acute crisis precipitated by innocuous consumption diuretics such as alcohol or

caffeine. Thus, one must maintain a strong index of suspicion to diagnosis this

condition which left untreated can result in hydronephrosis and loss of renal

function.

URINARY INCONTINENCE AFTER A FALL WHILE

ANTICOAGULATED: EFFECT OFA HEMATOMA IN AN UNLIKE-

LYLOCATIONH. Keels S. Jorn.Mayo Clinic, Jacksonville, FL. (Control ID

#2944697)

LEARNING OBJECTIVE #1: Recognize potential for atypical presentation

of internal bleeding in patients on anticoagulants

LEARNING OBJECTIVE #2: Recall 3 or more potential causes of new

onset urinary incontinence after a fall

CASE: A 79-year-old woman, on warfarin for atrial fibrillation and

clopidogrel for non ST segment MI (HAS-BLED Score =2, CHA2DS2-

VASc =3) fell onto her buttocks while trying to pick up a not-quite-dead

cockroach in her bathroom. About 12 hours after the fall she developed new

onset large volume urinary incontinence and was directed to the emergency

room. In the ER her gait, lumbar and sacral sensory dermatomes were within

normal limits. Lumbar spine film excluded compression fracture. She was

discharged with pain medication. About 24 hours after the fall she developed

vaginal bleeding, refused to return to the ER so was seen by her PCP. She had

remote hysterectomy for benign disease. On pelvic exam there was purple
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discoloration of the perineum vulva and vagina was swollen. CTAngiogram

abdomen and pelvis demonstrated a vaginal hematoma 4 x 5 cm without

evidence of arterial bleeding, abutting a distended bladder. Hemoglobin was

13.4 and INR 2.2. Warfarin was held and clopidogrel switched to ASA 81mg.

Close follow up over 7 days showed stability of Hgb and decrease in vaginal

bleeding, improvement in continence. GYN consultation and examination 8

days after the fall noted increased vulvar discoloration suggestive of tracking of

blood, advised continued conservative management, approved restarting war-

farin. Patient continues to recover with conservative management.

IMPACT: This case impacted me in several ways, thankfully reinforcing some

beliefs I have long held. Though I had never seen hematoma present in this

way, I was suspicious of it based on her history. Listening to the patient is

critical. I remain extremely appreciative of the collaborative multi disciplinary

system in which I work where I was able to obtain CTabdomen and pelvis the

same day requested and avoid sending the patient back to the emergency room

as well as receive advice from colleagues for her care.

DISCUSSION: While spinal cord injury is perhaps most worrisome cause of

new bladder function changes after a fall, this case demonstrates that internal

bleeding/ hematoma is another consideration, particularly in a patient on

antiplatelet plus anticoagulant medications. The literature on vaginal hemato-

mas is almost exclusively perioperative or peripartum settings so this case is

atypical in the age of the patient and mechanism of hematoma development. It

serves as a reminder of the risks of antithrombotic medications and for unusual

sites of bleeding in aggressively anticoagulated patients who fall. Management

in this case was extrapolated from management of hematomas in surface

locations and from literature on peripartum and perioperative hematomas.

While cauda equina syndrome and sacral or pelvic fracture could cause urinary

incontinence, pelvic hematoma should be a consideration in patient is a risk for

bleeding.

URINARY RETENTION LEADS TO SURPRISING MRI FINDINGS

Lynn Anderson; Michael McShane. Cambridge Health Alliance, Cambridge,

MA. (Control ID #2946779)

LEARNING OBJECTIVE #1: Review the epidemiologic implications of

HTLV-1 in the differential of spinal cord disease

LEARNING OBJECTIVE #2: Describe the clinical features of HTLV-1 and

key differentiating features from multiple sclerosis

CASE: A 48-year-old recently immigrated woman from Venezuela without

significant past medical history presented with several years of severe consti-

pation and urinary frequency. She reported one bowel movement per month

and need for laxatives to move her bowels. She also reported voiding every two

hours, andwas found to have a post-void residual of 600cc, prompting the need

for self-catheterization at home. When the patient followed up for a

urodynamic study two weeks later, it was significant for detrusor sphincter

dyssynergia—involuntary contractions of the external urethral sphincter during

detrusor activity causing outlet obstruction, raising concern for neurologic

etiology. Upon further questioning, the patient endorsed involuntary jerking

movements of her legs at night. On initial exam by neurology, the patient was

found to have brisk reflexes in upper and lower extremities, with upgoing toes

on the right, and bilateral clonus at the ankles. MRI of the cervical and thoracic

spine, however, was normal. MRI of the brain showed nonspecific

supratentorial white matter hyperintensities, which were predominantly sub-

cortical. Further work-up found her to be negative for HIV, Treponema, and

Lyme. Her B12, TSH, copper, and ANAwere also within normal limits. The

patient was found to be positive for Human T-Lymphocyte Virus (HTLV-1),

and was diagnosed with HTLV-1 myelopathy.

IMPACT: This case serves to remind providers who care for immigrant

populations from Central and South America, the Caribbean, Japan, and parts

of Africa of the prevalence of HTLV-1 and need to include it in the work-up of

myelopathy.

DISCUSSION: HTLV-1 myelopathy, formerly known as tropical spastic

paraparesis, presents with weakness of lower extremities. Bowel and bladder

dysfunction are common, and hyperreflexivity as well as a positive Babinski

can present early on. The presentation may mimic that of multiple sclerosis

(and indeed HTLV-1 shares a demyelination pathogenesis), though as in the

above case, there is no optic neuritis nor relapsing and remitting course. There

is no treatment for HLTV-1 myelopathy, though it does progress slowly.

Patients require screening for lymphoma and leukemia. While the worldwide

prevalence of the virus is estimated at 20 million, only 5% are thought to

develop disease.

UTERINELEIOMYOMALEADINGTODEEPVENOUSTHROMBO-

SIS AND PULMONARY EMBOLISM Yijie Xu. Yale Primary Care Resi-

dency Program, New Haven, CT. (Control ID #2942655)

LEARNING OBJECTIVE #1: Recognize venous thromboembolic disease

as an uncommon sequelae of large leiomyomatous uterus

LEARNINGOBJECTIVE #2:Manage a patient with poor adherence to care

CASE: 45 year old woman with abnormal uterine bleeding-leiomyoma

(AUB-L) presented to clinic with abdominal pain for one week. She had

an unprovoked DVT/PE (2008, negative hypercoagulability work up) and

a family history of DVTs (sister and paternal grandmother). She previ-

ously declined therapuetic interventions for her AUB and was lost to

follow up for 2 years. She now re-presented to care with a worsening

abdominal pain without other GI or GU symptoms. Initial exam showed

uterus size consistent with 32 weeks of pregnancy with irregular contours.

Her labs showed hemoglobin of 7.9g/dL (10.7g/dL in 2015). CT of the

abdomen and pelvis showed fibroid uterus (32x22x12cm, previously

18x11x13cm on ultrasound 2014) causing IVC compression without ve-

nous thrombosis. She was lost to follow up, but presented to the ED 3

months later with progressive abodminal pain and PO intolerance. In the

ED, vitals signs were within normal limits. Exam was notable for fibroid

uterus and trace bilateral lower extremity edema. The labs showed hemo-

globin 6.3g/dL, MCV 61fL, ferritin 9ng/mL. Repeat CT abdomen and

pelvis showed occlusive thrombus throughout left gonadal vein and

nonocclusive thrombus extending into left renal vein, with IVC compres-

sion by the fibroid uterus. Venous duplexes showed chronic DVTs in

bilateral lower extremities. Hysterectomy was planned, and CTA chest as

part of presurgical risk stratification showed acute and chronic pulmonary

emboli with dilated central pulmonary arteries. Subsequent echocardiogram

showed elevated RVSP at 37mmHg with mildly increased right ventricular

size and decreased function. She underwent uterine artery embolization

with IVC filter placement with subsequent total abdominal hysterectomy

and bilateral salpingectomy. She was discharged on rivaroxaban for treat-

ment of her DVT and PE, with plan for lifelong anticoagulation. Pathol-

ogy was consistent with leiomyomas without malignant changes.

IMPACT: Leiomyomas as rare, though modifiable, risk factor for VTE
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DISCUSSION: Leiomyoma is the most common pelvic tumor in women,

affecting 5-21% of women worldwide. Although rare, there are case reports of

large leiomyomas causing venous compression and subsequent thrombus

formation. While her personal and family history is concerning for genetic

predisposition for thrombophilia despite a negative hypercoagulability work

up, themass effect from the uterus and subsequent venous stasis is a modifiable

risk factor in clot formation treatable with hysterectomy. Her case is also

challenging because of a lack of continuity of care due to poor adherence with

follow up. She has increased motivation following her hysterectomy given the

severity of the VTE and an understanding of the physical manifesations. The

choice of rivaroxaban, with a once daily dosing and no monitoring required,

also attempts to reduce pill burden and improve adherence.

VARICELLA ZOSTERVIRUS VASCULOPATHY: A CASE OF CERE-

BROVASCULAR ACCIDENT IN AN IMMUNOSUPPRESSED PA-

TIENT Faith Villanueva; Lauren D. Lynch; Aaron J. Franke; Robert R.

Leverence. University of Florida, Gainesville, FL. (Control ID #2945389)

LEARNING OBJECTIVE #1: Recognize the clinical presentation of VZV

(Varicella Zoster Virus) vasculopathy in the absence of cutaneous findings

LEARNING OBJECTIVE #2: Diagnose and treat VZV vasculopathy in an

immunosuppressed patient

CASE: A 24-year-old man with history of AIDS (CD4+ count 1.0) presented

with acute onset left-sided hemiparesis and facial weakness. Physical exam

was significant for 1/5 strength in his left upper and lower extremity, left facial

nerve palsy, and absence of lower extremity deep tendon reflexes. Outside of

known cutaneous Kaposi's sarcoma, he had no new cutaneous findings. Brain

MRI revealed acute right pontine infarct, leptomeningeal enhancement of the

bilateral occipital lobes, and acute right lacunar thalamic infarct. CTA revealed

40% narrowing of the basilar artery. CSF studies were positive for VZV DNA

with normal cell counts. He completed a 21 day course of IVacyclovir for VZV

vasculopathy with marked improvement in neurological function. Aweek after

discharge, he presented with acute encephalopathy with disconjugate gaze. He

was found to have a complete basilar artery occlusion, leading to coma and

respiratory failure requiring mechanical ventilation. Two weeks after admis-

sion, decision was made by family to proceed with comfort care, and he passed

shortly after extubation.

IMPACT: In the immunosuppressed patient, the differential diagnosis for a

focal neurological deficit is extensive. For the general internist, this case

reveals the importance of recognizing VZV vasculopathy as a significant cause

of cerebrovascular accident in the immunosuppressed patient, even in the

absence of painful, vesicular, dermatomal rash. Prompt diagnosis with MRI,

CTA, and CSF and treatment is essential to minimize morbidity and mortality.

DISCUSSION: The classical presentation of cerebrovascular accident associ-

ated with VZV vasculopathy begins with Herpes Zoster Ophthlamicus follow-

ed by acute contralateral hemiplegia. However, clinical presentations are

widely variable, including headache, altered mental status, ataxia, hemisensory

loss, and in this case, hemiparesis and ipsilateral facial weakness. Especially in

the immunosuppressed patient, absence of rash should not deter diagnostic

evaluation of VZV vasculopathy. Typical MRI findings include multifocal

lesions in grey-white matter junctions, and CTA findings include segmental

arterial narrowing with post-stenotic dilatation of vessels. In the immunosup-

pressed patient, CSF cell counts may be unremarkable, and thus quantitative

PCR for VZVDNAoffers superior sensitivity in this population. If suspicion is

high, empiric treatment with high dose IV acyclovir should be initiated while

awaiting CSF results to minimize morbidity and mortality. Initial treatment

should include atminimum 14 days of IVacyclovir, and additional 2-4weeks if

there is no clinical improvement. Unfortunately, VZV vasculopathy is often

chronic and protracted, and patients are are high risk of developing new

neurologic deficit despite IV acyclovir treatment.

VERTEBRAL ARTERY DISSECTION: HIDDEN IN PLAIN SIGHT

Shravya Vinnakota1; Korosh Sharain2. 1Mayo Clinic Rochester, Rochester,

MN; 2Mayo Clinic, Rochester, MN. (Control ID #2946001)

LEARNING OBJECTIVE #1: Recognize the subtle clinical signs of

vertebrobasilar insufficiency

LEARNING OBJECTIVE #2: Understand the limitations of a CT head for

acute ischemia

CASE: A 57-year-old male presented with progressively worsening nausea

and vertigo for 3 weeks. This was associated with intermittent headaches

recurring every few days. Prior to symptom onset, he slipped and landed on

his back, causing a whiplash injury. He denies direct trauma to the head or loss

of consciousness. He had no improvement in symptoms with Ibuprofen. His

medical history is significant for sensory seizures secondary to a benign

intracranial dysembryoplastic tumor, well-controlled on Levetiracetam for

several years. Physical exam revealed right-sided horizontal nystagmus. A

non-contrast head CT was negative for acute pathology. His nausea and

vomiting improved with conservative measures. However, he continued to

have intermittent vertigo, therefore, an MRI angiography of the head and neck

was obtained and revealed a right vertebral artery dissection (VAD) and acute

infarction of the right cerebellum. He was initiated on daily Aspirin and high-

intensity statin therapy. CTAngiography of the abdomen/pelvis was obtained

to look for associated conditions and was negative. The patient was discharged

with outpatient neurology follow-up. His symptoms gradually resolved and he

underwent surveillance imaging after 3 and 6 months which demonstrated a

stable evolving infarct.

IMPACT: This case highlights the importance of recognizing the subtle

signs of vertebrobasilar insufficiency. Clinical features can include

local symptoms like headache, neck pain or focal neurological deficits;

however, these are often mild or absent. Recent literature suggests a 3-

step bedside oculomotor exam (HINTS-head impulse test, nystagmus

and test of skew) is more sensitive than early MRI for ischemic

strokes. Non-contrast head CT has only 16% sensitivity for detecting

acute ischemia. For an internist, it is crucial to consider vascular

dissections in the differential for headache and vertigo in a young

adult, especially with any trauma to the head.

DISCUSSION: Spontaneous artery dissections are uncommon but account for

25% of strokes in the young. Etiology can be varied and difficult to identify.

Trauma of varying degree, especially in the setting of underlying risk factors,

has been linked to VAD. Subsequent ischemia is more common than hemor-

rhage as it is thought that emboli from thrombus formation at the dissection site

are the cause for the ischemic sequelae. Diagnosis is made with CT angiogra-

phy or MRI with angiography of the head and neck. In the setting of ischemia,

thrombolytics are indicated in the initial 4.5-6 hours. Additionally, antithrom-

botic therapy with antiplatelet/anticoagulant drugs is recommended for at least

6 months. Endovascular interventions or surgery are considered for patients

with subarachnoid hemorrhage or recurrent ischemic symptoms while on
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antithrombotic therapy. Secondary preventive measures should target cardio-

vascular risk factors.

VITAMIN B12 DEFICIENCY MASQUERADING AS TTP-TO TREAT

OR NOT TREAT? Amulya Yellala; Naga Sai Krishna Patibandla; Rupin

Shah; Prerna Mewawalla. Allegheny General Hospital, Pittsburgh, PA. (Con-

trol ID #2946816)

LEARNING OBJECTIVE #1: Recognize the unusual presentations of B12

deficiency as the treatment is simple and can avoid unnecessary therapies.

LEARNING OBJECTIVE #2: Awareness of the disorders that can mimic

TTP.

CASE: 41yr old Jehova's witness male presented to our ER with several

episodes of pre-syncope associated with lightheadedness,nausea for 4 wks.He

reported having dyspnea on exertion,fatigue,decreased apetite and 30 pound

weight loss over 6 months. Physical exam revealed conjunctival pallor. Initial

lab work revealed hemoglobin 4.9 g/dl,MCV 97.9, RDW 25.5,WBC 3.44

k/mcl,platelet count of 56k.BMP was normal.The patient refused any blood or

blood products.Further work up revealed LDH 6,378U/L,low haptoglobin and

normal T.Bili. Reticulocyte count was low.Peripheral blood smear was remark-

able for schistocytes and macro-ovalocytes.Anemia panel revealed normal

Iron,elevated ferritin,low TIBC and transferrin saturation.Vitamin B12 was

undetectable.MMAwas significantly elevated.ADAMTS13 activity was nor-

mal at 76%.Anti-parietal cell and anti-IF antibodies were both positive. Treat-

ment with vitamin B12 resulted in dramatic hematologic improvement withHb

7.9 g/dl 2wks later and 8.7 g/dl 4wks later.

IMPACT: TTP is associated with significant mortality and the diagno-

sis can be supported by a deficient ADAMTS-13 activity but the long

turnaround time limits its utility.Alternative underlying causes,like

Vitamin B12 deficiency should be explored at presentation is all cases

of suspected TTP. Aggressive therapies such as TPE may be avoided

by increasing physician awareness regarding VitB12 deficiency in-

duced thrombotic microangiopathy.

DISCUSSION: TTP is a rare hematological emergency characterized

by the pentad of thrombocytopenia, microangiopathic hemolytic ane-

mia, neurological symptoms, renal injury and fever and invariably

fatal if untreated. Prompt intervention with plasma exchange mini-

mizes moratlity. Rare reports have described "pseudo-TTP" driven by

extreme hematologic abnormalities resulting from deficiency of Vita-

min B12. Distinguishing between these entities can pose a diagnostic

and therapeutic challenge. The pathogenesis of cobalamin deficiency

induced thrombotic microangiopathy (TMA) involves homocysteine

causing endothelial injury and dysfunction leading to entrapment of

RBC in microcirculation and schistocyte formation. In the face of

schistocytosis with anemia and thrombocytopenia, the reticulocyte

count should be measured first. No increase in reticulocyte count

and a very high LDH level suggest intramedullary hemolysis. A

number of pseudo-TTP case reports suggested that very high levels

of LDH are suggestive of B12 deficiency rather than TTP. An elevated

MCV, macro-ovalocytes and neutrophil hypersegmentation seen on

peripheral smear are all suggestive of vitamin B12 deficiency.Our case

represents an unusual presentation of pernicious anemia and he being

a Jehova's witness,rejected blood products with helped us in diagnos-

ing this condition before initiating aggressive management.

WASTING AWAY: A RARE CAUSE OF LOWER EXTREMITY PAIN

Elizabeth Mullins1; Anne Linker2, 1. 1UCSF, San Francisco, CA; 2The Mount

Sinai Hospital, New York, NY. (Control ID #2934657)

LEARNINGOBJECTIVE #1: Search for underlying etiologies when there is

a history of osteoporosis/multiple pathologic fractures in a male patient.

LEARNING OBJECTIVE #2: Maintain a high level of suspicion when

glucosuria is out of proportion to serum glucose in a non-diabetic.

CASE: A 75 year old man with history of multiple hip fractures related to

ground level falls and chronic hepatitis B presented with subacute decline in

functional status due to worsening left hip pain. At the time of presentation he

was completely bedbound related to pain. Medications included opiates,

gabapentin and tenofovir. Vital signs were normal. Internal/external left hip

rotation was limited by severe pain. Sensation to light touch was intact with 4/5

strength in his lower extremities, and 3+ reflexes diffusely. Perianal sensation

was intact with normal rectal tone. Laboratory workup showed a non-anion

gap metabolic acidosis with a bicarbonate of 16 mmol/L and a creatinine of

0.96 mg/dL. Urinalysis showed 2+ proteinuria and 4+ glucosuria. Serum

glucose was 128 mg/dL and hemoglobin A1C was 4.6. CT of the abdomen

and pelvis showed chronic degenerative changes with no new fractures.

Further workup showed a 25-OH vitamin D level of 15.7 ng/mL, corrected

calcium of 7.9 mg/dL, and amino aciduria, consistent with osteomalacia from a

tenofovir-induced Fanconi's syndrome. The patient switched antivirals and

initiated mineral/vitamin repletion. Due to insurance he was transferred for

evaluation for total hip replacement, with plans to follow up with nephrology

for long-term management.

IMPACT: It is important to conduct a thorough workup when multiple

pathologic fractures are observed in a man. One should evaluate for

secondary causes of osteoporosis or osteomalacia. Glucosuria out of

proportion to serum blood glucose should raise suspicion for Fanconi

syndrome. Fanconi syndrome can be hereditary, but it can also be

related to paraproteinemias like MGUS and MM. It can also be

acquired in patients using tenofovir or ifosfamide. General medicine

provider should be aware of this complication in patients on tenofovir.

Providers should monitor patients for side effects from long term

tenofovir use via urinalysis every six months.

DISCUSSION:Osteomalacia is a disorder of decreased bonemass due to poor

mineralization of newly formed bone. Patients with limited sun exposure,

vitamin D deficiency, and malabsorption are at higher risk. Osteoporosis and

osteomalacia are both associated with low bone mineral density (BMD).

Calcium, phosphate, and alkaline phosphatatase levels are normal in osteopo-

rosis, but abnormal in osteomalacia.[i] Fanconi syndrome (a type II renal

tubular acidosis) is a defect in the proximal convoluted tubule results in failure

to reabsorb glucose, bicarbonate, phosphate, amino acids, and uric acid.

Prolonged phosphate wasting can lead to osteomalacia in adults even when

they have normal vitamin D and calcium levels. [i] Bingham CT, Fitzpatrick

LA. "Noninvasive testing in the diagnosis of osteomalacia." Am J

Med.1993;95(5):519.

WEDGED ROCKS IN REAL TIME WITH POCUS Noelle Northcutt.

Denver Health, Aurora, CO. (Control ID #2946234)

LEARNING OBJECTIVE #1: Utilize Bedside Point-of-Care Ultrasound to

diagnose acute cholecystitis.
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LEARNING OBJECTIVE #2: Recognize how bedside point-of-care ultra-

sound technology improves care of the evolving acute inpatient.

CASE:A 45 yo woman with no significant medical history presented to urgent

care with 10 hours of diffuse upper abdominal pain. She denied drinking

alcohol, smoking, or using illicit drugs, and did not take any medications. Vital

signs were notably all within normal limits. Pertinent physical exam: right

greater than left upper abdominal tenderness to palpation, normal bowel

sounds, no rebound or guarding. Labs revealed normal white blood cell count,

normal AST, normal ALT, normal Alk Phos, with mildly elevated lipase to 484

U/L (nml 73-342 U/L). Consultative abdominal ultrasound showed mobile

gallstones without gall bladder wall thickening, a negative Murphy's sign, and

a non-dilated ductal system. She was admitted to medicine for evolving non-

alcoholic pancreatitis and IV pain control. At admission 8 hours after presen-

tation, the patient had 10/10 epigastric pain. Vital signs were notably all within

normal limits. Pertinent physical exam revealed exquisite right upper quadrant

tenderness with mild palpation, voluntary guarding, and rebound tenderness.

Bedside point-of-care ultrasound (POCUS) focused on the gallbladder identi-

fied the development of pericholecystic fluid and increased gallbladder wall

thickness. Computed tomography confirmed interval development of gallblad-

der distention with fat-stranding around the fundus, gallbladder wall thicken-

ing, and pericholecystic edema with a wedged stone in the distal cystic duct.

Surgery scheduled emergent cholecystectomy.

IMPACT: This case contributes to internists' understanding of how bedside

point-of-care ultrasound performed by internal medicine physicians (IM-

POCUS) positively impacts decision-making in the care of inpatients.

DISCUSSION: This case illustrates the potential for bedside IM-POCUS in

the care of an acute medical inpatient with undifferentiated abdominal pathol-

ogy. Positive sonographic findings of gallbladder distention, a thickened wall,

pericholecystic fluid and a sonographic Murphy's sign with visible gallstones

integrated into an appropriate clinical context made for a confident diagnosis of

acute cholecystitis. As more POCUS applications are validated in the inpatient

setting, irradiation and redundant studies can be avoided. IM-POCUS posi-

tively impacts care by: Combining sonographic assessments feasible to obtain

at the bedside (i.e the presence or absence of pericholecystic fluid) with real-

time physical exam findings (i.e. RUQ tenderness, guarding); Expediting care

when the presence of pathologic findings can be confirmed at the bedside and

communicated quickly to consultants; Incorporating bedside visual technology

so that patients better understand the process of care. The internist utilizing

POCUS returns to the bedside while innovating care improvements.

WERNICKE'S ENCEPHALOPATHY SECONDARY TO BARIATRIC

SURGERY Kim Phung L. Nguyen; Vandana Pai; Pratyaksha Sankhyan;

Jennifer Treece. East Tennessee State University, Johnson city, TN. (Control

ID #2945850)

LEARNING OBJECTIVE #1: To recognize that although Wernicke's en-

cephalopathy is most commonly associated with alcoholism or starvation, it is

possible for it to occur following bariatric surgery as the underlying etiology of

Wernicke's encephalopathy is thiamine deficiency.

LEARNING OBJECTIVE #2: Diagnose Wernicke's encephalopathy by

characteristic magnetic resonance imaging (MRI) images.

CASE: A 37-year-old female presents following gastric bypass surgery with

poor oral intake, worsening altered mental status and ataxia. Computed to-

mography (CT) of the head was negative for any acute intracranial

abnormalities. Despite supplemental nutritional support, her mental status

continued to deteriorate, and the patient was ultimately intubated for airway

protection. The patient's MRI showed mildly increased fluid-attenuated inver-

sion recovery (FLAIR) signal intensities within the bilateral medial thalami and

third ventricle periaqueductal region, which was considered classic, though not

diagnostic, of Wernicke's encephalopathy. The patient's Wernicke's encepha-

lopathy was secondary to thiamine deficiency, which improved following high

dose intravenous thiamine repletion.

IMPACT: Thiamine deficiency and subsequent Wernicke's encephalopathy

needs to be considered for patients who present with altered mental status and

ataxia even if they are not alcoholics and are not starving, as seen in the

presented patient who is status-post bariatric surgery.

DISCUSSION: Though uncommon, with only a small number of cases

presented in scientific literature, there is an association that has been found

between patients who undergo bariatric surgery and the subsequent develop-

ment of Wernicke's encephalopathy. Here we present a case of altered mental

status of multiple etiologies, which seeks to highlight the importance of

including thiamine deficiency and subsequent Wernicke's encephalop-

athy in the list of differential diagnoses. While an essential component

of most altered mental status evaluations, studies have shown that CT

head scans have not proven to be a useful tool in diagnosing

Wernicke's encephalopathy. Though the absence of these findings does

not rule against the diagnosis, MRI abnormalities suggestive of the

presence of Wernicke's encephalopathy include a symmetrical increase

in T2 signals in the mammillary bodies, periventricular regions of the

thalamus, the periaqueductal regions of the midbrain and around the

third ventricle. A simple and timely intervention, of introduction of

thiamine, can prevent significant morbidity in these patients.

WERNICKE'S ENCEPHALOPATHY: THECASEOFTHEMYSTERI-

OUS TRAVELER Herman Carneiro; Amy Fitzpatrick. Boston Medical

Center/Boston University School of Medicine, Boston, MA. (Control ID

#2935414)

LEARNING OBJECTIVE #1: Recognize and treat Wernicke's encephalop-

athy appropriately

CASE: A 41-year-old German man with no significant past medical history

presented after a general tonic-clonic (GTC) seizure whilst on a business trip.

Upon arrival to the emergency room (ER), he was tachycardic at 120 bpm and

hypertensive at 155/78 mmHg. Physical examination was notable for diapho-

resis, tremulousness, and hyperreflexia. Notable blood tests: Plts 97 K/UL,

AST 158 U/L, ALT 88 U/L, ALP 74 U/L. Computed tomography scan of the

head showed no acute process. In the ER, the patient had another GTC seizure

and was treated for presumed alcohol withdrawal. Of note, he denied a history

of alcohol abuse, withdrawal seizures, or recreational drug use. His last drink

was 1 hour prior. In the intensive care unit, he was treated with a lorazepam

infusion and intermittent doses of phenobarbital. He also received thiamine

500 mg intravenously (IV) three times a day for 5 days, then 250 mg IV daily

for one day prior to transfer to the floor. After transfer, his thiamine was

decreased to 100 mg orally twice a day. The patient subsequently deteriorated

markedly with development of altered mental status (AMS), tremulousness,

nystagmus, and ataxic gait. He was diagnosed withWernicke's encephalopathy

(WE) and thiamine was uptitrated to 250 mg IV daily. The patient improved

rapidly with complete resolution symptoms within 24 hours. Thiamine 250mg
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IV was continued for 4 days after which he was discharged on oral thiamine

200 mg daily.

IMPACT: WE is under recognized and can present with a variety of symp-

toms. It is a medical emergency necessitating immediate intravenous or intra-

muscular thiamine. Thiamine must be given prior to dextrose administration.

Dose reductions should not be made if any neurological symptoms are present.

If symptoms develop after a dose reduction, thiamine should be uptitrated

immediately. Transition to oral maintenance thiamine should only be made

once patients are back to their neurological baseline.

DISCUSSION: WE is an acute, potentially reversible, neuropsychiatric syn-

drome caused by a deficiency in thiamine. Left untreated, WE can lead to

permanent brain damage and even death. A combination of poor diet, increased

thiamine use to metabolize the high carbohydrate and caloric content of

alcohol, and low thiamine stores in damaged livers can lead to depletion of

total body thiamine stores in 2-3 weeks and precipitateWE. The classic triad of

nystagmus and ophthalmoplegia, AMS, and gait ataxia is only present in 15%

of patients. Other presentations include stupor, hypotension, papilledema,

seizures, hearing loss, and hallucinations. Late stage symptoms include hyper-

thermia, hypertonia and spastic paresis, choreic dyskinesias, and coma. The

recommended thiamine repletion regimen is 500 mg IV three times a day for 3-

5 days, followed by 250 mg IVonce a day for 3-5 days. Patients may transition

to maintenance oral thiamine 100 mg to 250 mg daily once they are back to

their neurological baseline.

WHAT A TRIGGER POINT INJECTION WILL DO Jenny Placido

Disla1; Celine E. Satija1; Jason Rubinov2; Erica Grabscheid2. 1Mount sinai

Beth Israel, NewYork, NY; 2Mount Sinai Beth Israel, New York, NY. (Control

ID #2945768)

LEARNING OBJECTIVE #1: Recognize anterior cutaneous nerve entrap-

ment syndrome as a possible diagnosis in chronic abdominal pain.

CASE: 32 y/o female with history of gangrenous gallbladder s/p chole-

cystectomy presents with intermittent RLQ abdominal pain for years. Pain

was described as pinpoint, 10/10 of intensity and stabbing in quality. At

times it also affected her RUQ and back. She denied weight loss,

vomiting, diarrhea, change in bowel habits, hematochezia, BRPBR, skin

rash or fever/chills. Patient had previously presented to multiple outside

hospitals without any significant findings that could explain her clinical

presentation. Patient underwent an extensive and relatively invasive work-

up including exploratory laparotomy which showed a mildly inflamed

appendix with minimal stranding for which an appendectomy was per-

formed. Patient didn't have any improvement of symptoms after surgical

intervention. On physical exam she was exquisitely tender in the RLQ-

about 3cm in diameter, just above inguinal line, otherwise had a non-acute

abdomen. VS: B/P: 105/55, HR 72, RR 18, O2 99%, Tmax 97.2. Her

labs were notable for normocytic anemia with Hgb 11.6/MCV 88. WBC

7.1 and AST/ALT 13U/L/13U/L were within normal limits. Imaging

studies including CT abdomen/pelvis and transvaginal ultrasound were

all within normal limits. Colonoscopy was also performed with completely

normal findings. Given persistent pinpoint abdominal pain/tenderness and

relatively negative workup, it raised a concern for anterior cutaneous

entrapment syndrome. Pain management was consulted and patient

underwent ultrasound guided trigger point injections. Patient had immedi-

ate resolution of symptoms.

IMPACT: In the setting of chronic, recurrent abdominal pain without a clear

etiology or presence of red flag symptoms, ACNES should be considered as a

possible diagnosis. It is an uncommon syndrome and failure of recognition

may lead to unnecessary workup when a trigger point injection may have been

sufficient.

DISCUSSION:Anterior cutaneous nerve entrapment syndrome (ACNES) is a

commonly underdiagnosed and undertreated chronic pain. In a patient with

abdominal pain and negative diagnostic workup, the prevalence of abdominal

wall pain ranges from 15 to 30%. ACNES is characterized by the entrapment

of the cutaneous branches of the lower thoracoabdominal intercostal nerves at

the lateral border of the rectus abdominis muscle, which may cause severe,

often refractory, chronic pain. ACNES is one of the most frequent causes of

chronic abdominal wall pain, commonly confused with visceral pain. Unlike

visceral pain, ACNES is characterized bymaximal tenderness over a small area

of the abdominal wall (less than 2cm in diameter), sometimes involving more

than one location. If ACNES is suspected, trigger point injection or anesthesia

injection with immediate resolution of symptoms is the most common way to

confirm the diagnosis. Other treatment options include NSAIDS, ultrasound-

guided block, chemical neurolysis and anterior neurectomy.

WHAT CAN'T TUBERCULOSIS DO? A CASE OF TUBERCULOUS

PERITONITIS Anand Shah2; Kristen Zhelnin1; Rebecca Allyn1, 2. 1Denver

Health Medical Center, Denver, CO; 2University of Colorado, Aurora, CO.

(Control ID #2944471)

LEARNING OBJECTIVE #1: Recognize the presentation and diagnosis of

tuberculous peritonitis (TBP)

CASE: A 29-year-old man presented with several weeks of fevers, right upper

quadrant abdominal pain, and abdominal distension. The patient had been

evaluated at multiple clinics previously and discharged with reassurance. He

had grown up in Kenya and had been living in the US for many years. He had a

recent prolonged trip to Saudi Arabia. He had a history of a prior positive PPD,

treated with isoniazid 8 years ago. He had normal vital signs and a tender,

distended abdomen. Computed Tomography (CT) scan of the abdomen re-

vealed hepatomegaly, ascites, and peritoneal thickening. Paracentesis yielded

ascites that demonstrated a very elevated leukocyte count of 5,904 with 71%

lymphocytes, a protein of 5.3 g/dL, a serum-ascites albumin gradient (SAAG)

of 0.4 mg/dL, negative cytology, a normal adenosine deaminase (ADA) level,

and negative bacterial and acid fact bacilli (AFB) cultures. Sputum smears for

AFB were also negative. A biopsy of the omentum demonstrated granulomas,

chronic inflammation, and rare acid-fast bacilli. Cultures are pending. HIVand

hepatitis testing were negative. Hepatic function was normal aside from a low

albumin. CT scans of the chest/abdomen/pelvis did not show any evidence of

malignancy. The patient was started on drug therapy for presumed TBP and

discharged with follow up.

IMPACT: Extrapulmonary TB can present in many ways and a high index of

suspicion is needed for diagnosis. New onset ascites in a patient without liver

disease and with risk factors for TB should prompt further workup.

DISCUSSION: The abdomen is a common site of extrapulmonary TB. The

peritoneum, gastrointestinal tract, liver or lymph nodes can be involved. TBP

was previously found to represent 6.1% of all extrapulmonary TB cases in the

US. Risk factors include cirrhosis, HIV infection, and peritoneal dialysis. It is

theorized to occur from reactivation of a latent focus of infection via hema-

togenous spread from a pulmonary source even without active pulmonary
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disease. It can also be caused by transmural translocation after ingestion of

bacilli or through lymphatic channels from infected abdominal lymph nodes.

Presentation of TBP consists of nonspecific symptoms and exam findings.

Most commonly, patients present with ascites, abdominal pain, fever, and

weight loss. Often, symptoms have been present for weeks before the diagnosis

is made. Diagnosis can be challenging due to the nonspecific nature of

symptoms. Imaging commonly demonstrates ascites, peritoneal thickening,

and lymphadenopathy. Ascites often has an elevated white blood cell count

with lymphocytic predominance, low protein concentration, a SAAG less than

1.1 g/dL, and negative AFB smears and culture. Measurement of ascitic ADA

has sensitivities and specificities reported as high as 100% and 97% respec-

tively. The gold standard of diagnosis remains laparoscopy with biopsy grow-

ing Mycobacterium on culture with caseating granulomas on histologic exam-

ination.

WHAT IF IT COMES BACK? A CASE OF RECURRENT MENINGI-

TIS Vy Anh Mai1; Dorothy Knutsen1; Anjali Niyogi2. 1Tulane University

School of Medicine, NewOrleans, LA; 2Tulane University, New Orleans, LA.

(Control ID #2944669)

LEARNINGOBJECTIVE #1:Gain familiarity with the clinical diagnosis of

Mollaret's meningitis

LEARNING OBJECTIVE #2:Understand the controversial role of suppres-

sive therapy in Mollaret's meningitis

CASE: A 48-year-old woman experienced 1 week of frontal headache, pho-

tophobia, nausea and vomiting with associated stiff neck, back and bilateral leg

pain. She reported having yearly episodes of meningitis since 1990. Her first

episode was bacterial, but all others were reported to be viral in nature. When

she initially presented to the ED, she was diagnosed with a viral syndrome and

sent home. She later developed a fever of 104F with a lactate of 2.8 mmol/L.

CTof the brain was normal. Lumbar puncture revealed an opening pressure of

32 cm H2O. Cerebrospinal fluid (CSF) was clear, glucose 56 mg/dL, protein

181.9 mg/dL, RBC count 17/UL, and WBC count 692/UL, with a differential

of 94% lymphocytes, 1% neutrophils, 4%monocytes and 1% eosinophils. CSF

and blood cultures showed no growth. CSF Cryptococcal antigen, West Nile

IgM and IgG were not detected. HIV 1 &2 screening were negative. Since her

admission, her serum labs remained within normal limits. She was initially

started on ceftriaxone, ciprofloxacin and acyclovir for empiric coverage. These

antibiotics were de-escalated after 24 hours as she had rapid clinical improve-

ment. Infectious diseases consultants recommended discontinuation of antibi-

otics or antivirals. Pain management complicated her hospitalization but she

was discharged on hospital day 4. After discharge, CSF was found positive for

HSV-2 by polymerase chain reaction, confirming suspicion of Mollaret's

meningitis. She was referred to an outpatient ID provider who did not recom-

mend prophylactic therapy with valacyclovir.

IMPACT: Fever and signs of meningitis on exam often set off alarms for

internists when evaluating patients. Milder forms of aseptic meningitis can

mimic the life-threatening bacterial meningitis on clinical presentation. History

of prior episodes of aseptic meningitis may assist in making the diagnosis of

Mollaret's meningitis.

DISCUSSION:Mollaret's Meningitis is a rare form of benign recurrent aseptic

meningitis. The disease is self-limited and patients will typically present with at

least 3 or more episodes of fever and meningismus lasting 2-5 days. The time

of recurrence can vary between weeks to years. Despite being rare, it should be

considered in all patients with recurrent meningitis. The most common cause is

HSV-2 and analysis with PCR is the standard for diagnosis. Treatment has been

controversial regarding suppressive therapy, but a randomized control trial

proved that valacyclovir prophylaxis did not reduce recurrent meningitis

compared to placebo. The prophylactic group had a higher risk of recurrence

once valacyclovir was discontinued, likely from a rebound viral effect. While

chronic anti-viral suppressive therapy has improved the quality of life in other

patients with Mollaret's meningitis, more evidence is needed to support this

practice.

WHAT YOU SEE IS NOTALWAYSWHAT YOU GETA RARE DIAG-

NOSIS OF PRIMARY PANCREATIC LYMPHOMA AS CAUSE OF

PANCREATIC MASS Isabel C. Guerrido Martinez; Geeta Varghese. Mount

Sinai Beth Israel, New York, NY. (Control ID #2946499)

LEARNING OBJECTIVE #1: Distinguish between different causes of pan-

creatic masses such as pancreatic adenocarcinoma and primary pancreatic

lymphoma

CASE: 42 year old Hispanic male with history of diabetes mellitus type 2 who

presented with diffuse abdominal pain radiating to the back associated with

anorexia and a 50lb weight loss in the past 3 months. Patient had no family

history of cancer. He was a former smoker with no history of alcohol or drug

abuse. Physical examwas remarkable for diffuse abdominal tenderness with no

palpable masses or organomegaly. Laboratory tests revealed an elevated LDH

of 440 otherwise normal CBC, liver enzymes, lipase and bilirubin levels.

Serum viral markers including HIV, HBsAg and HCVAb were non-reactive.

CTabdomen/pelvis showed a 3.0 x 2.4 cmmass around the tail of the pancreas

with several enlarged para-aortic and mesenteric lymph nodes. He was referred

to Gastroenterology and underwent an MRCP, which showed no definite

pancreatic mass or pancreatic ductal dilatation but showed plaque like lymph-

adenopathy superior to the pancreatic tail encasing the splenic artery. Patient

underwent EUS with FNA of a celiac lymph node. Cytopathology report

showed CD20+ monoclonal B cell population consistent with B-cell lympho-

ma. A CT guided core biopsy of retroperitoneal lymph node was performed

and pathology showed diffuse large B cell, Non-Hodgkin's lymphoma. Patient

was referred to oncology and initiated on R-CHOP for 6 cycles.

IMPACT: Pancreatic carcinoma is usually first among differential diagnoses

with presence of pancreatic mass on imaging. However, Primary Pancreatic

Lymphoma (PPL) is a rare disease that may present as an isolated mass

mimicking pancreatic carcinoma, which presents a diagnostic challenge. Given

that PPL is treatable with a higher curative rate, it is important to make this

diagnostic distinction.

DISCUSSION: PPL is considered to be a rare cause of pancreatic masses,

accounting for less than 1% of lesions. The most common presenting symp-

toms of PPL are nonspecific and include abdominal pain, abdominal mass,

weight loss, jaundice, acute pancreatitis, small bowel obstruction and diarrhea.

Constitutional symptoms such as fevers, night sweats and chills are rarely

present. PPL usually presents as amass in the head of the pancreas, but can also

be present in the body and tail, as seen in this patient. Clues that favor PPL

diagnosis include lack of jaundice, elevated LDH, and normal CA 19-9.

Imaging studies are helpful for initial evaluation of pancreatic masses; howev-

er, a cytohistological analysis through biopsy is necessary for diagnosis and

treatment. The majority of PPL tumors are diffuse large B cell lineage. First

line therapy is chemotherapeutic regimen of cyclophosphamide, doxorubicin,
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vincristine and prednisolone with addition of rituximab if CD20-positive to

increase remission rate. Patients with PPL managed with chemotherapy have

better prognosis in comparison to adenocarcinoma.

WHAT'S NERVE GOT TO DO WITH IT? Joseph C. Mulhall; Michael P.

Smith. University of Nebraska Medical Center, Omaha, NE. (Control ID

#2946117)

LEARNING OBJECTIVE #1: Recognize the broad spectrum of presenta-

tions of Guillain-Barre syndrome

LEARNING OBJECTIVE #2: Identify the key findings when evaluating

radicular back pain

CASE: A 64 year-old man presented with two days of difficulty walking

secondary to shooting pain in his buttocks that radiated down the back of his

legs bilaterally and one week of constipation. He had positive straight leg test

bilaterally. He had four out of five strength with dorsiflexion of both feet and an

otherwise normal strength exam. He had absent lower extremity deep tendon

reflexes bilaterally and hypoesthesia on the plantar region of his left foot.

Severe central canal narrowing at the L4-L5 level and contrast enhancement of

the cauda equina nerve roots at the L4-L5 level were revealed on lumbar spine

MRI. He underwent an L4 and L5 laminectomy with medial facetectomy for

nerve root decompression. Postoperatively, he developed hypoesthesia of his

feet, ankles, and hands as well as progressive ascending muscle weakness of

his extremities followed by swallowing difficulty and shortness of breath. A

repeat MRI revealed increased leptomeningeal and nerve root enhancement

within the lumbosacral canal and along the margins of the distal thoracic cord

and conus medularis. His progressive lower motor neuron deficits with new

respiratory symptoms were consistent with a diagnosis of Guillain-Barre

syndrome.

IMPACT: This case changed the way I view the presentation of Guillain-Barre

syndrome. The combination of autonomic dysfunction with lower extremity

nerve pain, while not uncommon on presentation, differs from the classic

symptomology of stocking hypoesthesia with progressive weakness. This case

illustrates the wide range of presenting symptoms of Guillain-Barre, and the

rapid progression of the disease process

DISCUSSION: Radicular back pain is a complaint commonly encoun-

tered by the general internist. A methodical approach to determining

the cause of the neuronal irritation is crucial in identifying the under-

lying cause of this problem. The most common etiology of lumbosa-

cral radiculopathy is anatomical nerve root compression but non-

anatomical causes must be considered. Guillain-Barre syndrome is a

rare autoimmune condition with an idiopathic cause. However noted

associations commonly include viral illnesses, surgeries, and vaccines,

most notably the flu vaccine. Pain due to nerve root irritation can be a

presenting feature during the acute phase of Guillain-Barre in two-

thirds of patients. Seventy percent of patients have associated

dysautonomia, with constipation/diarrhea being the most commonly

reported. Decreased or absent reflexes are present in approximately

ninety percent of patients at presentation. Significant complications

can result from delayed diagnosis and treatment of Guillain-Barre,

with up to 30% of patients requiring ventillatory support. It is essen-

tial that the general internist be able to differentiate this rapidly

progressive cause of radicular back pain from the more common, less

severe causes of back pain.

WHAT'S WRONG WITH THE RIGHT EYE? A CASE OF TRAUMA

ASSOCIATED CAROTID CAVERNOUS SINUS FISTULA Xin Zhang;

Emily Leasure. Mayo Clinic, Rochester, MN. (Control ID #2937853)

LEARNING OBJECTIVE #1: Diagnose post traumatic direct carotid-

cavernous sinus fistula (CCF)

LEARNING OBJECTIVE #2: Recall collagen vascular diseases as other

etiology of direct CCF

CASE: A 63-year-old woman presented to primary care clinic for abdominal

pain, but when prompted due to an abnormal appearing right eye, admitted to

10 days of right eye heaviness. Her past medical history was notable for a car

accident 2 months prior resulting in clavicular, rib, L1 fracture status post

percutaneous T11-L3 fixation. Review of systems was significant for pulsatile

tinnitus since car accident. She denies vision change and diplopia. Physical

exam revealed right eye chemosis, right proptosis, and bruit over right temple.

Due to concern of traumatic carotid-cavernous sinus fistula (CCF), magnetic

resonance angiography head and neck was obtained. It confirmed the presence

of right direct CCF. Genetic testing for COL3A1 gene, which is associatedwith

Ehlers Danlos syndrome vascular type, was negative. Patient underwent cere-

bral angiography and coil embolization of the fistula. Her symptoms quickly

improved post-procedure.

IMPACT: This case showcases the importance of longitudinal primary care

physician and patient relationship. The patient did not notice her right eye

findings, until primary care provider astutely mentioned the subtle signs.

Furthermore, it is an important reminder of potential late trauma associated

complications.

DISCUSSION: Direct CCF is a high flow, arterial-venous (AV) fistula be-

tween internal carotid artery and cavernous sinus venous plexus. This is

distinct from indirect CCF which are low flow AV fistulas supplied by

branches of external or internal carotid arteries. Direct CCF occurs in estimated

3.8% of people with traumatic skull base fractures. Another common etiology

is collagen vascular diseases, such as Ehlers-Danlos. Patients usually present

with ocular complaints related to increased ophthalmic venous congestion and

ocular ischemia. Symptoms include pulsatile tinnitus, exophthalmia, chemosis,

decreased visual acuity, headache, and diplopia. Pulse synchronous bruit has

been reported to be present in 50% of patients with CCF fistula. Diagnosis can

usually be made clinically and is confirmed by angiography. Interventional

neuro-radiological approaches are the mainstays of treatment and are effica-

cious in 90% of cases. The main goals of treatment are symptom relief and

preservation of arterial blood flow to the brain. It is important to counsel

patients of potential complications of carotid sacrifice, emboli, and arterial

dissection in Ehlers-Danlos patients.

WHATS THE DILI: DELINEATING LIVER ENZYMES Phillip S. Bell;

Deepa Bhatnagar. Tulane University School of Medicine, New Orleans, LA.

(Control ID #2943965)

LEARNING OBJECTIVE #1: Recognize patterns of liver function test

abnormalities

LEARNINGOBJECTIVE #2:Discuss the role of biopsy in the evaluation of

liver injury

CASE: A 37-year-old woman with HIV, diabetes, latent tuberculous and

bipolar disorder presented with acute onset right upper quadrant pain associ-

ated with nausea, vomiting, and fatigue. She had a cholecystectomy one year
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ago. Her sclerae were icteric and excoriations were seen on her chest and

abdomen. No hepatomegaly or splenomegaly were appreciated. She was

tender to palpation in her right upper quadrant only. No asterixis was noted.

Her electrolytes, creatinine, white blood cell count, hemoglobin and platelet

count were within normal limits. Her total bilirubin was elevated to 6.1 and her

liver function tests were as follows: AST 1327, ALT 734, ALP 273, Total

protein 7.1, Albumin 2.8 PT 13, and PTT 23. Ammonia was normal. An

abdominal ultrasound demonstrated a normal liver size, normal common bile

duct, and an absent gallbladder. Potentially hepatotoxic medications were

discontinued including isoniazid, quetiapine and chlorpromazine. A hepatitis

panel resulted with HBV IgM equivocal andHCVAb reactive. LFTs continued

to rise with a peak AST of 1800 and bilirubin of 12. A liver biopsy was

performed to help elucidate the etiology of liver injury. The biopsy showed

severe mononuclear infiltrate involving the portal tracts and lobules with focal

bile duct damage - concerning for drug induced liver-injury (DILI). The culprit

was thought to be INH after eight months of use. Follow up HBV and HCV

studies revealed a resolved HBV infection and an HCVDNA quantification of

11 million. The patient had no prior knowledge of these infections. On follow

up in hepatology clinic, her LFTs normalized.

IMPACT: Internists frequently use the pattern of abnormal liver function tests

to guide in making the correct diagnosis of liver injury. Ischemic hepatitis,

acute viral hepatitis, and drug-induced liver injury, often present with markedly

elevated liver function tests - 25 times the upper limit of normal as in this case.

DISCUSSION: However, DILI can present in a variety of ways including

hepatocellular or cholestatic injury and steatosis to name a few. When multiple

potentially hepatotoxic etiologies are present and the cause of injury remains

inconclusive, liver biopsy is indicated. Many medications have characteristic

histological patterns of injury that can be revealed on biopsy. Acetaminophen

is the leading cause of DILI in the United States and the injury is predictably

related to time and dose. Of the remaining over 1000 drugs and herbal

supplements documented to have caused liver injury, a significant portion, like

isoniazid, are idiosyncratic—lacking an association between medication initi-

ation or dose and onset of injury. The nebulous nature of this injury necessitates

idiosyncratic DILI on the differential when liver injury presents. Withdrawal of

the offending agent remains the mainstay of therapy with the majority of

patients experiencing complete recovery.

WHEN A COUGH IS MORE THAN MEETS THE EYE

LUNG ABSCESS AS A COMPLICATION OF GASTRIC BANDING

Anup Shah1; Charit Taneja1; Laila Dadvand2. 1Mount Sinai Beth Israel, New

York, NY; 2Icahn School of Medicine at Mount Sinai, Hoboken, NY. (Control

ID #2940648)

LEARNING OBJECTIVE #1: Recognize the respiratory complications of

laparoscopic gastric band surgery

LEARNING OBJECTIVE #2:Manage a pulmonary abscess secondary to a

constricted gastric band by band deflation and antibiotics

CASE: A 27-year-old female with a history of laparoscopic adjustable gastric

banding (LAGB) procedure 6 years prior presented with 3 weeks of persistent,

productive cough and associated fever, chills and pleuritic chest pain, which

had failed oral azithromycin. Patient denied heartburn, nausea, vomiting and

dysphagia. Persistent symptoms prompted an outpatient CXR showing a 7 cm

right upper lobe abscess leading to her presentation to our ER. On exam, vital

signs were stable and physical examwas unremarkable. Laboratory testing was

significant for aWBC 11.8 K/ULwith 75.8% neutrophils. Chest CT revealed a

6.3 x 5.8 x 5.6 cm right upper lobe abscess with an air-fluid level and adjacent

nodularity in the right middle and lower lobes consistent with multifocal

pneumonia, as well as marked dilation of the lower esophagus with an air-

fluid level and abrupt narrowing near the GE junction, suggestive of aspiration

pneumonia. The patient was started on ampicillin-sulbactam and surgery was

consulted to investigate the lap band. Upper GI series showed a slip of the lap

band causing near complete obstruction and massive proximal dilatation of the

entire thoracic esophagus. The gastric band was subsequently deflated to

relieve the obstruction and prevent re-aspiration. The patient was discharged

on IV antibiotics. Imaging two weeks later revealed significant decrease in

abscess size, decreased esophageal distention and improvement in respiratory

symptoms.

IMPACT: This case illustrates the importance of considering radiological

imaging in patients with pulmonary symptoms and a history of gastric banding

to evaluate for possible aspiration pneumonia, pulmonary abscess or empy-

ema. Findings of an abscess or empyema alter management in terms of

antibiotics and pulmonary interventions if necessary.

DISCUSSION: Obesity is as an epidemic with 37% of US adults classified as

obese and incidence of morbid obesity rising. As a result, bariatric surgical

procedures are increasingly common. LAGB is one of the most common

restrictive surgeries. There have been reports of pulmonary complications of

LAGB including aspiration pneumonia, abscess, and empyema. In a retrospec-

tive study of 2100 patients, the most common serious respiratory complications

of LAGB were aspiration pneumonia (19 patients) and pulmonary abscess (4

patients). Management of lung abscess secondary to a constricting gastric band

includes deflation of the bandwith concomitant antibiotics, with CT imaging to

monitor abscess improvement and consideration of bronchoscopy with bron-

choalveolar lavage in the absence of improvement. A thorough history is

imperative due to risks associatedwithweight loss surgeries. Early radiological

imaging should be considered in all patients with history of LAGB and

respiratory symptoms.

WHENANTIBIOTICS INDUCE PYREXIA AND DYSPNEAWilliam R.

Mazalewski; Adam J. Pettigrew; Christopher Bitetzakis; Lindsey Ehren. Uni-

versity of South Florida, Tampa, FL. (Control ID #2944680)

LEARNING OBJECTIVE #1: Diagnose and treat acute eosinophilic

pneumonia

LEARNING OBJECTIVE #2: Recognize potential adverse reactions of

antimicrobial therapy

CASE: A 72-year-old man with a past medical history significant for stage III

chronic kidney disease, methicillin resistant S. aureus endocarditis, presented

to the hospital with complaints ofmalaise, rigors, and chills for one day. He had

been on his second six-week course of home IV antibiotics for MRSA aortic

valve endocarditis. His regimen consisted of ceftaroline and daptomycin. On

physical exam, he was found to be hypotensive (83/48), and afebrile. The

remainder of the physical exam was unremarkable. Initial laboratory findings

revealed an elevated total white blood cell count at 10.4 x10^9/mL, with

absolute eosinophils being 0.83 x10^9/mL (normal 0.05-0.45). Procalcitonin

was elevated at 3.13 mg/L. On day two of hospitalization, the patient became

conversationally dyspneic, and developed a fever of 102 °F. A chest x-ray was

performed and revealed developing bilateral patchy infiltrates. Acute

ABSTRACTS JGIMS660



eosinophilic pneumonitis was suspected and daptomycin was discontinued. A

CT thorax showed apical pleural-based fibrocystic changes of the upper lung

fields with subpleural nodularity, reticulation, and intralobular septal thicken-

ing. On day five of admission, a bronchoalveolar lavage of the right middle

lobe revealed 16% eosinophils, which is highly elevated. The patient was

placed on methylprednisolone and experienced significant improvement

post-course.

IMPACT: This case signifies the importance of using clinical discretion when

it comes to abiding by criteria for diagnosing rare diseases. This chronically ill

patient was being treated for a serious infection with broad, powerful antibi-

otics, but ended up requiring cessation of those antibiotics and steroids, despite

not exactly falling within the criteria of a disease.

DISCUSSION: Eosinophilic pneumonia is a rare diagnostic dilemma. The

pathophysiology is thought to be immune-mediated resulting in the release of

interleukin 5, which promotes eosinophil migration to the lungs. The criteria to

diagnose drug-induced AEP consist of four components: presence of febrile

illness of less than five-day duration, diffuse bilateral pulmonary infiltrates,

hypoxemia, and bronchoalveolar lavage with greater than 25% eosinophils or

eosinophilic pneumonia on lung biopsy. In the above case, not all the criteria

are met. BAL was performed three days after cessation of the offending agent.

This may have interfered with the eosinophil yield as recent published case

reports suggest the eosinophil percentage can be falsely low if the offending

agent is stopped prior to testing. The diagnosis of AEP, without meeting the

above criteria, is supported by peripheral eosinophilia which improves after

removing the offending drug. Furthermore, the patient's symptoms of dyspnea

and night sweats improved with the addition of steroids. These findings

suggest a non-infectious, likely immune-mediated cause, as is seen in cases

of drug-induced AEP.

WHEN BATTLE'S SIGN ISN'T FROM TRAUMA: DISCOID LUPUS

MASQUERADING AS SKULL FRACTURE Matt Welzenbach1; Jennifer

Adams2. 1University of Colorado, Denver, CO; 2Denver Health, Denver, CO.

(Control ID #2927111)

LEARNINGOBJECTIVE #1:Diagnose the clinical features of discoid lupus

erythematosus (DLE)

LEARNING OBJECTIVE #2: Recognize anchoring bias leading to delay in

diagnosis

CASE: A 23 year old healthy woman presented with a complaint of bruising

behind her ears following an assault with head trauma four months prior.

Hyperpigmented lesions were present over both her mastoid processes. Given

her recent head trauma, the lesions were thought to represent Battle's sign

related to skull fracture. However, a Computed Tomography of her brain at the

time of trauma and repeated at the time of presentation did not reveal skull

fracture. One month later, the mastoid lesions were unchanged, but similar

lesions had appeared on her pinnae. She also developed an area of alopecia.

Dermatology was consulted and diagnosed the patient with DLE. ANA and

anti-DNA antibodies were both negative, but punch biopsy confirmed the

diagnosis. She is currently being treated with clobetasone cream, with plans

to start hydroxychloroquine.

IMPACT: Anchoring bias played a role in the patient's delayed diagnosis.

Given her past trauma with lesions concerning for Battle's sign, clinicians first

considered skull fracture despite an atypical scenario (months after trauma,

normal neurologic exam, painless). Even when she developed alopecia, a

broad differential was not considered. Anchoring bias can be avoided by

recognizing when a patient's presentation does not fully fit into an illness script

and broadening the differential accordingly.

DISCUSSION: DLE falls into the chronic category of cutaneous lupus ery-

thematosus. The classic appearance of DLE is of multiple erythematous,

slightly raised lesions, often involving the ear or periauricular area. If alopecia

is present, it is scarring, with raised hyperpigmented borders and central,

depressed scar 1 and there is permanent loss of hair.. Scarring alopecia narrows

the differential to inflammatory causes. More common causes of alopecia such

as tinea capitis or alopecia areata are typically non-scarring. The diagnosis of

DLE does not equate a diagnosis of systemic lupus erythematosus (SLE),

although it does confer an increased risk of developing SLE. The risk of

progressing to SLE is heightened by having positive antibodies (ANA,

dsDNA), systemic symptoms like arthralgias, and by more generalized in-

volvement of DLE lesions both above and below the neck 2.Our patient is

likely of lower risk of progressing, but will be followed closely. References 1.

Crowson AN, Magro C. The cutaneous pathology of lupus erythematosus: a

review. J. Cutan Pathol 2001: 28: 1-23. 2. Chong BF, Song J, Olsen NJ.

Determining risk factors for developing systemic lupus erythematosus in

patients with discoid lupus erythematosus. British Journal of Dermatology

2012: 166: 29-35.

WHEN IS LESS MORE? ASYMPTOMATIC EKG FINDINGS IN AN

ELDERLY MALE Andrew Lang1; James M. Sosman2; Benjamin Ciske1.
1UW Madison, Madison, WI; 2University of Wisconsin School of Medicine

and Public Health, Madison, WI. (Control ID #2945058)

LEARNING OBJECTIVE #1: Recognize the impact of age and functional

status when assessing asymptomatic EKG findings.

LEARNING OBJECTIVE #2: Counsel an elderly patient regarding asymp-

tomatic premature ventricular complexes (PVCs).

CASE: An 84-year-old man with gout presents for one week of upper respi-

ratory symptoms. He began to feel "worn out" last week and has since had a

mild productive cough and sinus congestion. He denies chest pain, dyspnea,

palpitations, orthopnea, weight changes, or swelling. He has no cardiac or other

contributory family history. His only medication is allopurinol. He is a retired

pilot, widowed two years ago. He describes himself as energetic, taking daily

30 minute brisk walks. He maintains several social contacts and manages his

own finances and medical care. Vitals: T 97.9, P 69, BP 138/52, Resp 16, BMI

22.5 He is generally well-appearing. Cardiac exam reveals an irregular pulse.

JVP is 8 cm and there is no extremity edema. Lungs are clear. EKG reveals a

rate of 67 bpm with 1st degree AV block, frequent PVCs in bigeminal pattern,

and poor R-wave progression in V1-V4. Electrolytes and CBC are within

normal limits. Over the next week he returns to baseline health, but follow-up

EKG is unchanged. He would like guidance in whether to pursue further

evaluation.

IMPACT: Prevalence of PVCs increases with age - one small study found over

30% of asymptomatic adults over 60 had complex PVCs. Further evaluation is

not indicated in the absence of symptoms or underlying disease. This patient's

EKG, however, shows signs concerning for ischemic disease. This case pre-

sents a unique clinical challenge due to a paucity of literature, as well as age-

related variables including functional status and increased therapeutic risk.

DISCUSSION: Counseling this patient requires a nuanced approach to shared

decision-making. Common clinical practice is to evaluate for tachycardia-
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mediated cardiomyopathy with Holter monitor and echocardiogram - greater

than 10% burden is associated with reversible disease. Given his relatively

good functional status, he may tolerate a beta blocker or even ablation if

indicated, and gain quality-life-years. On the other hand, given his lack of

symptoms and relatively increased risk of falls, procedural complications, or

failure of therapy, a watchful approach may align better with his goals. In

regard to CAD, his age and gender make him high risk. Evaluation or

intervention such as stress testing or catheterization would likely offer little

benefit given his known high pretest probability and lack of symptoms.

Furthermore, catheterization includes low but serious risk for adverse effects,

which could worsen his function. Counseling should emphasize the impor-

tance of ongoing physical activity in prevention. He may tolerate other primary

medical prevention, such as aspirin and statins, but the value of each should be

discussed in the context of limited uncertain benefit and adverse effect assess-

ment.

WHEN IT DOESN'T ALL FIT, KEEP LOOKING: CO-INFECTION

WITH LYME DISEASE AND PARVOVIRUS Adi Shafir1; Alfred

Shoukry2. 1University of Pittsburgh, Pittsburgh, PA; 2UPMC, Pittsburgh, PA.

(Control ID #2940799)

LEARNINGOBJECTIVE #1:Define and avoid anchoring bias in the setting

of co-infections

LEARNING OBJECTIVE #2: Interpret serological results for parvovirus

and Lyme disease

CASE: A 37-year-old woman with a history of iron deficiency anemia pre-

sented with 10 days of myalgias. She first experienced a headache and neck

stiffness then developed myalgias and arthralgias that moved from her chest to

her legs. Her symptoms were worse in the morning. She denied insect bites but

had pulled ticks off her dogs recently. She had no rashes on exam. On

admission, her hemoglobin was 6.1 g/dL decreased from a baseline of 11

g/dL with no evidence of bleeding or hemolysis. Her reticulocyte index was

hypoproliferative at 0.78. She was transfused one unit of packed red blood

cells. Labs showed CRP 6.7 mg/dL, ESR 83 mm/hr. Her Lyme ELISA and

western blot were positive. She was treated with doxycycline for acute Lyme

disease which was presumed to explain her symptoms but not her anemia. One

day later her parvovirus IgM returned positive indicating acute infection.

IMPACT: This case represents a classic symptomatic presentation of acute

Lyme disease with serologic testing confirming this diagnosis. Anchoring bias

is the human tendency to rely too heavily on the first piece of information

obtained–to avoid this bias in medical decision making, it is important to

ensure that all findings are reasonably explained. Anemia cannot be explained

by Lyme infection. Further workup revealed co-infection with parvovirus,

which can classically cause acute anemia.

DISCUSSION: Early acute Lyme disease is often characterized by erythema

migrans but can also present with fever, headache, neck stiffness, myalgias,

and arthralgias. Parvovirus is often characterized by erythema infectiosum but

can also present with similar symptomatic manifestations as Lyme disease such

as arthralgias. Transient aplastic anemia is a complication of parvovirus that

occurs more commonly in patients with decreased erythrocytes (e.g. iron

deficiency anemia, sickle cell disease, spherocytosis, or thalassemia) when

the virus destroys erythrocyte progenitor cells. Aplastic anemia is not associ-

ated with Lyme disease, so if present, this warrants further workup. Initial

testing for Lyme disease is ELISA for IgM and IgG that must be confirmed

with a reflex to a western blot and confirmation of the appropriate number of

IgG bands. Parvovirus B19 can cause a false positive on the initial ELISA

screen for Lyme. If western blot does not confirm Lyme infection, or if an

additional feature such as anemia is present, one should consider parvovirus as

a source of infection. Parvovirus infection is diagnosed by testing for serum

IgM, which is 89% sensitive and 99% specific in immunocompetent patients

and remains detectable for two to threemonths after acute infection. Viral DNA

PCR testing should be used in immunocompromised patients as their ability to

mount an IgM response may be impaired. Parvovirus infection does not cause

a false positive Lyme result.

WHENMETFORMIN HITS BACK Ali Hasnie1; Usman Hasnie2; Ragheb

Assaly1. 1University of Toledo Medical Center, Grand Blanc, MI; 2University

of Missouri-Kansas City School of Medicine, Kansas City, MO. (Control ID

#2909958)

LEARNING OBJECTIVE #1: Recognize that though Metformin Induced

Lactic Acidosis is rare, it is a fatal side effect of metformin if not addressed and

treated.

CASE: An 82 y/o Caucasian male presented to the ED urged by family

complaining of 2 weeks generalized weakness. H/x was significant for DM

type 2 on metformin for the past 3 years (increased to 1500 mg PO BID one

year prior) and CKD3. On initial exam the patient was alert, oriented x3, and in

no acute distress. Abdominal and neurologic exam were within normal limits.

Initial laboratory work revealed WBC 14K, K+ 5.6, BUN 74, Creatinine 4.36

(baseline 1.5), Glucose 128, HCO3 8 and presenting GFR of 13 mL/min.

Serum lactate was 6.6 on admission, 12.0 on recheck a few hours later. ABG

revealed a pH of 6.9, pCO2 18, and HCO3 4. Infectious workup included

blood cultures negative x2, negative CXR, UA and urine culture. The patient

initially received 4 amps of bicarbonate and was subsequently placed on a

bicarbonate drip. He then underwent stat hemodialysis. Subsequent evaluation

found the patient to be in acute renal failure secondary to ATN from likely

prolonged prerenal azotemia. His lactate continued to trend down and renal

function improved. He was eventually discharged.

IMPACT: Metformin is the most commonly prescribed antidiabetic agent

worldwide and is considered first line therapy bymultiple professional diabetes

organizations. Likely attributing to this is the relatively safe pharmacologic

profile ofMetformin, availability, and cost. The safety of metformin in multiple

studies has been documented with large trials failing to identify patients

suffering from MALA. It is estimated that the incidence of MALA is <10

per 100,000 patient years. Contributing to this is the relatively stringent criteria

for use and exclusion. Contraindications to administration include renal or

hepatic impairment, elderly age, and conditions associated with circulatory

dysfunction including CHF. However, despite this, it is estimated that approx-

imately 25% of patients taking metformin have one or more contraindications.

Thus, the true indicidence is likely to be much higher than originally estimated

in previous studies, and given the high mortality rate (30-50%), recognition

and treatment of this potential complication are key.

DISCUSSION: Metformin has been in use for nearly 50 years and is consid-

ered one of the safest diabetic agents for initial therapy and the only biguanide

available for prescription in the United States. In patients with impaired renal

function, metformin levels can achieve toxic levels quickly as it is renally

excreted. Metformin is believed to precipitate lactic acidosis by inhibiting the

mitochondrial respiratory chain (complex 1), resulting in pyruvate being
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anaerobically converted to lactate. Coupled with decreased conversion by the

liver and kidney to glucose, lactic acidosis ensues. The treatment of lactic

acidosis is generally supportive if mild. Severe cases may require bicarbonate

infusions and emergent hemodialysis.

WHEN NEUROPATHY MET WALDENSTROM'S: POEMS SYN-

DROME Christopher Su; Douglas Lambert; Ann Wang; Darlene LeFrancois.

Montefiore Medical Center, Bronx, NY. (Control ID #2937563)

LEARNING OBJECTIVE #1: Recognize the clinical presentation of

POEMS syndrome.

CASE: A 65 year-old gentleman presented with chief complaint of "I'm in so

much pain, let me die peacefully!" Patient had a remote diagnosis of

Waldenstrom's macroglobulinemia with remission achieved following chemo-

therapy. Patient was lost to follow-up but developed a severe polyneuropathy

over several months which was thought to be a side effect of chemotherapy and

started using a wheelchair. At the time of neuropathy follow-up, patient was

also noted with relapsed Waldenstrom's. Physical exam showed distal glove-

stocking neuropathy, atrophy of the hands and feet with contractures, ataxia,

and wide-based gait. Diffuse skin hyperpigmentation and gynecomastia were

noted. Serum protein electrophoresis showed an IgM-kappa monoclonal pro-

tein band, serum IgM elevation to 9 times the upper limit of normal (9x ULN)

and VEGF elevation to 19x ULN. Serum FSH and LH were elevated. CT

imaging revealed multiple osteosclerotic lesions in the vertebra and the pelvis.

EMG studies demonstrated severe distal demyelinating sensorimotor

polyneuropathy with axonal loss. Bone marrow biopsy revealed 20-30%

plasma cell infiltration. Patient received carbamazepine for neuropathic pain

and bendamustine and rituximab for advanced disease.

IMPACT: POEMS syndrome (Polyneuropathy, Organomegaly,

Endocrinopathy, Monoclonal protein, Skin changes) is rare. Patients with

POEMS are often misdiagnosed with chronic inflammatory demyelinating

polyradiculoneuropathy, multiple myeloma, or primary amyloidosis. This

patient presented with profound progressive neuropathy in the setting of

relapsed Waldenstrom's; although POEMS is rare, internists should recognize

neuropathy occurring in conjunction with plasma cell dyscrasia as a distinct

entity.

DISCUSSION: Most clinical knowledge of the syndrome stems from

a case series which examined 99 patients; in the study, median age at

presentation was 51 years (range: 30-83) and 63% were males. Diag-

nosis is based on the International Myeloma Working Group criteria,

which defines mandatory criteria (polyneuropathy, monoclonal plasma

cell proliferative disorder; both must be met), major criteria

(osteosclerotic lesions, Castleman's disease, or elevated VEGF levels;

one must be met), and minor criteria (six of which one must be met).

This patient met both mandatory criteria, two major criteria, and two

minor criteria (skin changes and endocrinopathy), establishing the

diagnosis of POEMS. Treatment is based on the extent of the prolif-

erative disease, with radiation recommended for limited disease and

chemotherapy for advanced disease with bone marrow involvement.

Morbidity is largely based on the extent and spread of the peripheral

sensorimotor neuropathy, which starts in the feet and spreads proxi-

mally. Neuropathy is the biggest contributor to mortality; despite

physical therapy, patients often become wheelchair-bound then

bedbound, succumbing to opportunistic infections.

WHEN SINUSITIS ISN'T WHAT IT SEEMS Cara Ciesielka; Frank

Cacace. northwell health, Great Neck, NY. (Control ID #2939119)

LEARNING OBJECTIVE #1: Recognize red flags in patients with symp-

toms of sinusitis

LEARNING OBJECTIVE #2: Appreciate presentations of oropharyngeal

cancer

CASE: Patient is a 79 yo F with HTN, OSA, COPD/pulm HTN, L breast CA

on Anastrazole, PE on AC, systolic/diastolic HF with EF 33% s/p AICD who

presented with thick postnasal drip, nasal congestion and R otalgia x 3 weeks.

She denied fever, cough and sinus pain. She had quit smoking 20 years prior.

Exam: pale boggy turbinates without discharge, clear TMs and non-tender

sinuses. She was treated for possible allergic rhinitis and eustachian tube

dysfunction with prednisone and fluticasone spray. Three weeks later, she

had no improvement in R otalgia and sore throat. Fluticasone was increased

and she was given a course of doxycycline for presumed sinusitis. Two weeks

later, she went to the ER with worsening sore throat, otalgia and headache

despite the prior treatment. She was afebrile with stable vital signs and had no

tonsillar edema or erythema. She underwent a head/maxillofacial CT, which

demonstrated soft tissue along the R pharyngeal mucosal space spanning the

oropharynx to the R soft palate. CT neck showed the same tissue extending to

the nasopharynx and crossing the R glossotonsillar sulcus with R

retropharyngeal adenopathy. Laryngoscopy visualized a submucosal mass

with a mucosal component within the superior R soft palate. She then

underwent biopsy. Pathology was consistent with moderately differentiated

squamous cell carcinoma, negative for p16 and HPV.

IMPACT: This case highlights how easy it is to dismiss common symptoms of

common diseases. One is reminded to address patient concerns that persist

despite appropriate treatment, and to guard against availablity bias for a

common diagnosis. It also highlights the importance of social history in

differential diagnosis - this patient's smoking history put her at risk for an

alternative and serious diagnosis.

DISCUSSION: Oropharyngeal cancer is primarily of the squamous cell type.

It is divided into two sub-types: HPV-positive and negative. These tumors

present with different symptoms depending on etiology. A retrospective cohort

study by McIlwain et al(1) concluded the most common initial symptoms of

patients with oropharyngeal squamous cell carcinoma include: neck mass, sore

throat, dysphagia, visualized mass, globus sensation, odynophagia, otalgia,

nonspecific pain, bleeding, weight loss, changes in voice and fatigue. Patients

who are HPV-negative more likely present with sore throat, odynophagia and

dysphagia. HPV-positive patients more likely present with neck mass. Our

patient had an HPV-negative squamous cell carcinoma, presenting with sore

throat and otalgia. While her first symptoms were consistent with rhinitis/

sinusitis and eustacian tube pain, the long duration and failure of therapy were

red flags that ultimately pointed to a malignancy. 1. McIlwainWR et al. (2014).

Initial Symptoms in Patients With HPV-positive and HPV-negative Oropha-

ryngeal Cancer. JAMAOtolaryngology-Head&Neck Surgery, 140(5), 441-47

WHEN THE MUNCHIES BECOME DANGEROUS Chandralekha

Ashangari; Mohammad Islam; Luis Ruiz; Kaylee Shepherd. TTUHSC, Ama-

rillo, TX. (Control ID #2935830)

LEARNING OBJECTIVE #1: Diagnose thyrotoxic periodic paralysis in a

young adult with unexplained hypokalemia and paraparesis.
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CASE: A 33-year-old healthy man presents with symmetrical lower limb

weakness noted when he woke up the morning of presentation. The night

before he had smoked marijuana followed by consumption of a pizza and

several high sugar beverages. Denied any respiratory distress, recent infections

or travel, or tick bite. Denied any family history of sudden paralysis or

autoimmune diseases. Physical exam notable for normal vital signs, patient

immobile, diminished strength of 2/5 in proximal muscle groups and 4/5 in

distal muscle groups in all extremities, no sensory deficits, DTRs 1+. Initial lab

findings notable for potassium 1.7 and magnesium 1.5. Random urine potas-

sium was 5.9 mmol/l (normal 27-129). Thyroid function tests showed free T4

2.40 ng/dl (normal 0.6-2) and TSH 0.05 μIU/mL (normal 0.34-5.60). Further

exam only notable for diffusely enlarged thyroid gland and patient later

recalled 2 month history of unintentional weight loss and increased defecation.

Thyroid-Stimulating Immunoglobulins 461% (normal 0-139). Radio-iodine

thyroid uptake nuclear scan showed 4-hour thyroid uptake of 39.8% (normal

less than 15%), 24-hour uptake of 63.6% (normal less than 33%), and homog-

enous uptake of both lobes consistent with Graves disease. His potassium was

cautiously repleted due to concern for rebound hyperkalemia, and the patient

had rapid resolution in his symptoms. He was discharged on methimazole

while pending outpatient radio-iodine ablation therapy.

IMPACT: Our case reminds physicians about TPP as an important differential

of hypokalemia with paraparesis, early diagnosis and treatment of which will

prevent serious cardiac complications and fatal outcome.

DISCUSSION: A typical TPP attack is characterized by a transient episode of

muscular weakness usually involving lower limbs, ranging from mild weak-

ness to total flaccid paralysis. Rarely, quadriparesis can developwhich needs to

be differentiated from diseases like Guillain-Barre syndrome. Exam reveals

markedly diminished DTRs with hypotonia. Sensory, bowel, and bladder

functions are not affected. The primary mechanism of TPP is increased Na-K

ATPase activity whose activity is augmented by high circulating levels of

thyroid hormones, leading to hypokalemia. Precipitating factors of TPP in-

clude high insulin levels from carbohydrate load (likely what happened in our

patient), fasting, heavy exercise, high salt intake, physical or emotional stress,

alcohol, and medications. Attacks may occur more often in the summer which

may be due to increased outdoor activity and consumption of sugary bever-

ages. Treatment of TPP includes immediate potassium replacement therapy

either orally or IV, depending on the severity, with serial monitoring of

potassium levels to prevent rebound hyperkalemia. The definitive treatment

of TPP involves control of hyperthyroidism using antithyroid drugs,

radioiodine ablation or thyroidectomy.

WHEN TO SUS-PETH SOMETHING IS WRONG: A CASE OF

ALCOHOL-INDUCED HYPERTRIGLYCERIDEMIA AND LIVER

INJURY Clare Prohaska1; Joseph Raycroft1; Gregory J. Misky2. 1University

of Colorado, Denver, CO; 2University of Colorado Denver, Aurora, CO.

(Control ID #2945482)

LEARNING OBJECTIVE #1: Describe the pathophysiology of alcohol-

induced hypertriglyceridemia.

LEARNING OBJECTIVE #2: Describe the clinical utility of a

phosphatidylethanol level.

CASE: A 39-year-old man with a history of locally invasive colonic adeno-

carcinoma status post left hemicolectomy presented with several weeks of

worsening abdominal pain accompanied by clay-colored stools, dark-colored

urine, and yellowing of his sclera. The patient reported rare alcohol use and

denied new medications, supplements, travel or new sexual encounters. Initial

bloodwork revealed lipemic serum that was too viscous for the lab to process;

after several attempts, analysis of his serum revealed severely elevated triglyc-

erides (4770mg/dL, previously normal in 2015), deranged liver function tests

in a cholestatic pattern of injury, and mild pancytopenia with evidence of

hemolysis. An extensive laboratory and radiographic evaluation culminated

in a liver biopsy that demonstrated a drug-induced pattern of injury. Through-

out the patient's stay, his abnormal lab values slowly normalized. Following

hospital discharge, a serum phosphatidylethanol (PEth) level returned positive

at 2,335ng/mL.

IMPACT: This case represented a diagnostic challenge given the poor reliabil-

ity of the patient's history, an array of laboratory abnormalities that did not fit

within one pathophysiologic paradigm, and the lag time in obtaining certain lab

and biopsy results. Given the patient's significantly elevated PEth level, we

hypothesized that alcohol consumption was the etiology of his hypertriglyc-

eridemia and want to highlight the etiology of alcohol-related hypertriglyc-

eridemia and the clinical utility of PEth.

DISCUSSION: Hypertriglyceridemia is caused by a primary or secondary

disorder in lipoprotein metabolism. Alcohol is a secondary cause of hypertri-

glyceridemia through inhibiting the oxidation of free fatty acids, thereby

promoting hepatic triglyceride synthesis. Additionally, alcoholic hepatitis is

associated with mild to moderate hypertriglyceridemia via increased VLDL

synthesis, as well as decreasing the activity of lipoprotein lipase. Alcohol

intake is also linked to unhealthy lifestyle factors, including dietary fat con-

sumption, body weight, smoking and physical exercise, all of which may

further promote hypertriglyceridemia. PEth is an abnormal cellular membrane

phospholipid produced in tissue chronically exposed to ethanol. Red blood

cells are unable to efficiently degrade PEth; elevated levels represent a clinical

marker for chronic excessive drinking, with sensitivities and specificities

approaching 100% in patients who drink more than 60g of alcohol per day.

High levels may also reflect heavy episodic drinking, although studies are of

lower quality and have a lower sensitivity and specificity. At our institution,

this test currently costs $273, and takes 7-12 days to return. As familiarity with

this test grows, the usefulness of it, particularly in a case such as this where a

patient downplays alcohol intake, will likely increase significantly.

WHERE IS THE FLUID COMING FROM? AN UNUSUAL CASE OF

ANASARCA Albert Y. Liu; Lynnea Mills. UCSF, San Francisco, CA. (Con-

trol ID #2946249)

LEARNING OBJECTIVE #1: Distinguish between the various causes of

anasarca

CASE: The patient is a 58 year-old Japanese man in previously good health

who presented to our emergency department with several days of dyspnea,

non-bloody diarrhea, diffuse swelling, and intermittent fevers. On physical

exam, he was tachycardic and tachypneic, with elevated JVP, normal heart

sounds, decreased breath sounds in the bilateral lung bases, and diffuse

anasarca. Pulsus paradoxus was present. Initial laboratory studies showed a

hemoglobin of 11 g/dL, platelets of 57 x 10E9/L, creatinine of 2.2 mg/dL,

albumin of 1.7 g/dL, INR of 1.5, and CRP of 160 mg/L. Urine protein to

creatinine ratio was < 0.3, and CT scan of the abdomen showed splenomegaly

with a normal-appearing liver. TTE showed a large pericardial effusion and

normal bi-ventricular function. CT chest demonstrated bilateral pleural
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effusions and diffuse lymphadenopathy. He received urgent pericardiocentesis

and thoracenteses with improvement in dyspnea and tachycardia, but remained

significantly edematous. Further analysis revealed pleural and pericardial

fluids to be transudative. Infectious and autoimmune studies of serum, peri-

cardial, and pleural fluid were negative. Ultimately, an excisional axillary

lymph node biopsy was performed which showed pathologic features consis-

tent with idiopathic multicentric Castleman's disease. Oncology planned to

begin chemotherapy as an outpatient, but unfortunately he died shortly there-

after from complications of renal failure.

IMPACT: This describes one of the few cases of the TAFRO variant of

idiopathic multicentric Castleman's disease (TAFRO-iMCD), a type of

Castleman's involving Thrombocytopenia, Anasarca, Fever, Reticulin fibrosis,

and Organomegaly. There have been fewer than fifty described cases, most in

Japan. Due to the rarity of the disease, there are no defined treatment guide-

lines. Diagnostic criteria were recently proposed but need further validation

with patients such as the one described in this vignette.

DISCUSSION: The development of anasarca is most commonly associated

with certain cardiac, hepatic, and renal conditions; notably, heart failure,

pericardial disease, cirrhosis, nephrotic syndrome, and renal failure. Less

common etiologies include malnutrition, hematologic malignancies, and lym-

phoproliferative disorders. There were multiple points along the patient's

clinical trajectory where we used this diagnostic framework in search of a

unifying diagnosis. Looking back at the case, the patient had no evidence of

cardiomyopathy on echocardiogram, and his edema persisted even after

pericardiocentesis. Despite his thrombocytopenia and coagulopathy, he had

no radiographic evidence of cirrhosis. His level of proteinuria was insufficient

for nephrotic syndrome, and his degree of kidney injury could not fully explain

his level of edema. After ruling out the more common causes of anarsarca, we

eventually proceeded to lymph node biopsy, leading to the diagnosis of

TAFRO-iMCD.

WHERE THERE IS A SMOKE THERE IS THROMBOSIS

Fitsumberhan G. Medhane; Hanane Ben Faras; Amit Kakkar. Albert Einstein

College of Medicine Jacobi Medical Center, Bronx, NY. (Control ID

#2928440)

LEARNING OBJECTIVE #1: Carbon monoxide (CO) poisoning is one of

the most common types of poisoning. It can be underdiagnosed as it can

present with non-specific symptoms: nausea, vomiting, headache, chest pain

and fatigue. We present a case study of a couple who presented with CO

poisoning to emphasize the importance of early recognition of CO poisoning

and its potentially fatal pro-thrombotic complications.

CASE: Case 1 53-year-old woman with hypertension and anxiety was trans-

ferred to our facility for CO poisoning. A few days prior to presentation, the

patient was experiencing headache, dizziness and fatigue. She was evaluated at

an outside ED and was diagnosed with viral syndrome. The following day she

was found down in her apartment. The patient recalled turning on the gas

furnace earlier that week. She was anxious, confused and complaining of chest

pain. Initial CoHgb was 14.3% (normal 0-5%). Troponin was elevated and the

EKG showed ST depression in II, III, aVF, and V4-V6, and ST elevation in

aVR. She was treated for acute coronary syndrome and transferred to our

facility for hyperbaric oxygen treatment. The patient received hyperbaric

treatment with a significant improvement in her mental status but continued

to have chest pain. She underwent cardiac catheterization that revealed

significant one vessel disease of mid LAD and moderate distal CFX disease.

A single drug eluding stent was placed in the LAD. The patient eventually

improved and was discharged home. Case 2 53 year-old male with hyperten-

sion who presented with his partner (described in case 1) with CO poisoning.

The patient was initially confused but later gave history of progressively

feeling weak and dizzy a few days prior to presentation. His mental status

improved after receiving hyperbaric treatment, but later he reported bilateral

thigh pain, left leg pain and pleuritic chest pain. Physical exam was unremark-

able. Labs and imaging were consistent with rhabdomyolysis, bilateral DVT

and sub-massive PE. Otherwise, troponin, BNP, EKG and coagulopathy

studies were all unremarkable. He was treated with anticoagulation and

discharged on Apixaban.

IMPACT: These cases demonstrate acute CO poisoning with thrombotic

complications.

DISCUSSION: Carbon monoxide is directly toxic to the mitochondria and

endothelial cells, consequently triggering ischemia, as well as arterial and

venous thrombosis. The risk of DVT is 3.85 times higher in patients with

CO poisoning than in the general population. Common presentations of CO

poisoning include dizziness, confusion, headaches and flu-like symptoms.

Larger exposure can lead to significant neurological, myocardial, renal and

pro-thrombotic complications. Clinicians should be trained to recognize the

early signs of CO poisoning and to detect life threatening complications

(hypoxic and pro-thrombotic). Thorough history taking can prevent

discharging patients back to harmful environments which can further worsen

their prognosis.

WHERE'S MY SALT: AN EXTREME CASE OF HYPONATREMIA

AND DESCENT INTO MULTIORGAN FAILURE Samuel C. Muench;

Himali Gandhi; Tara Bellamkonda.MontefioreMedical Center Albert Einstein

College of Medicine, Bronx, NY. (Control ID #2946119)

LEARNING OBJECTIVE #1: Recognition and diagnosis of atypical hemo-

lytic uremic syndrome (aHUS)

LEARNING OBJECTIVE #2: Management of severe manifestations of

aHUS

CASE: A 25 year old woman with intellectual disability and seizure disorder

presented with malaise. Her exam was notable for tachycardia, oral mucosal

ulcers and facial erythema. Her lab studies showed pancytopenia, metabolic

acidosis, elevated creatinine, hyponatremia, and elevated AST and ALT. Fur-

ther work up revealed elevated erythrocyte sedimentation rate, decreased C3

and C4, elevated ANA titer, positive dsDNA, Smith and SSA/Ro autoanti-

bodies and a creatine kinase of 26,900 consistent with autoimmune crisis due

to SLE. She was started on prednisone and transferred to the ICU where she

rapidly descended into multi-organ failure requiring mechanical ventilation,

vasopressors, continuous renal replacement therapy (CRRT) and critical pan-

cytopenia requiring transfusions of multiple blood products. She was treated

with antibiotics for sepsis, epoprostenol infusion for presumed pulmonary

vasculitis, intravenous pulse steroids and plasmapheresis. Her hemodynamic

status stabilized and she was transferred to the general medical floor on steroids

and hydroxycloroquine. Further work up was notable for anADAMTS13 level

of less than 10% thought consistent with aHUS.

IMPACT: This case highlights an extreme manifestation of SLE involving

multi-organ failure and hemodynamic instability necessitating advanced ther-

apies such as CRRT and plasmapheresis. Furthermore, the case describes the
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potential complications of SLE and provides an example of one particular

critical manifestation, aHUS—a rare condition and one less discussed in the

differential of critical pancytopenia.

DISCUSSION: Autoimmune diseases in the ICU, of which SLE is the most

common, generate significant mortality with a recent study showing an overall

in-ICU mortality of 55%. While most cases are managed in general medical

wards and in outpatient settings SLE can rarely induce a critical state as was

seen in our patient with severe manifestations such as aHUS. The diagnosis of

aHUS is based on a combination of the clinical presentation (triad of throm-

bocytopenia, kidney injury and microangiopathic hemolytic anemia) along

with evidence of complement dysregulation: antibodies against complement

factors, genemutations of complement proteins or by secondary causes such as

HIV, S.pneumoniae, and autoimmune disorders. This diagnosis should prompt

further workup for autoimmune disease and when found treatment of the

underlying cause should begin without hesitation. Serial monitoring of blood

counts should be made to assess the need for blood products while the inciting

cause of aHUS is addressed ideally in an ICU setting given the anticipated need

for the advanced therapies previously mentioned. Further treatment of aHUS

involves the anti-complement antibody, eculizumab, particularly efficacious in

treating aHUS due to genetic defects though can be considered a heroic

measure in refractory aHUS due to other causes.

WHO'S THECULPRIT OF TRAVELER'S FEVER? A CASEOF DOU-

BLE MONO Ana I. Velazquez1; Krystle Hernandez1; Kristine Favila1;

Svetlana Chernyavsky2. 1Mount Sinai Beth Israel, NewYork, NY; 2Beth Israel

Medical Center, New York, NY. (Control ID #2946801)

LEARNING OBJECTIVE #1: Recognize infectious mononucleosis as a

cause of traveler's fever.

CASE: A 33 year old Israeli male with no medical history presented with

fevers for 2 weeks after traveling to Guatemala. Nine days after his arrival to

Guatemala, the patient developed rigors and daily fevers up to 102 ?F. He

reported associated malaise, headaches, rhinorrhea, sore throat, dry cough,

nausea, joint and muscle aches; no rash. His symptoms persisted for 2 weeks

despite use of acetaminophen. In Guatemala, he stayed at a hotel near a lake,

but had no lake water exposure. He suffered multiple mosquito bites, denied

other insect bites. He was vaccinated for Hepatitis A, but did not take malaria

prophylaxis. He had no toxic habits, was in a monogamous relationship with a

male partner, and had no sick contacts. Exam was significant for temperature

100. 3 ?F and tachycardia to 103bpm; no rashes, lymphadenopathy, tonsillar

exudates, or splenomegaly were noted. Initial workup revealed lymphocytic

predominantWBC 13K/uL,AST 157U/L,ALT 216U/L, and negative chest X-

ray and urinalysis. Extensive infectious workup revealed positive monospot

test, EBV viral capsid antigen IgM 57. 7U/mL (<35. 9) and CMV IgM

>240AU/mL (<29. 9). The patient clinically improved with supportive care

and was discharged with plans for outpatient follow-up.

IMPACT: Although infectious mononucleosis is commonly an acute illness

seen in children, this case highlights the importance of early consideration of

primary EBVand CMVinfections in the differential diagnosis of febrile illness

in returning travelers. In addition, investigating the full range of exotic path-

ogens is often costly and time-consuming while EBVand CMV testing is cost-

effective and available in most centers. Identifying clinical and laboratory

features suggestive of EBV/CMV infection should help PCPs direct testing

for febrile returned travelers.

DISCUSSION: Many infections in travelers present with fever making early

diagnosis difficult when relying on clinical features and initial blood tests. A

detailed history and thorough examination are important in guiding the selec-

tion of diagnostic tests and treatments. Among tropical travelers differentiating

between infections as malaria, arbovirus, rickettsia, leptospirosis, Q fever,

EBV and CMV can present a challenge without specific tests. Our case

represents an interesting case of CMV and EBV co-infection after travel to

Guatemala in an immunocompetent male. Among patients with infectious

mononucleosis, primary EBV infection is more common. Simultaneous infec-

tion with EBV/CMV has been documented mainly in children. Reactivation of

EBV during an acute CMV infection has also been reported, however this is

extremely rare in immunocompetent adults. The clinical significance of acute

EBV/CMV co-infection in immunocompetent adults remains unknown. Lim-

ited data, based on case series, associates EBV/CMV co-infection with in-

creased severity of symptoms without differences in the degree of liver injury

and duration of fever.

WHY THE DELIRIUM? Alyson Michener1; Matthew Lacey1; William

Schwab2, 1. 1Case Western Reserve University, Cleveland, OH; 2University

Hospitals Cleveland Medical Center, Cleveland, OH. (Control ID #2945693)

LEARNINGOBJECTIVE #1: Identify many possible causes of delirium in a

older hospitalized patient with many medical comorbidities

LEARNING OBJECTIVE #2: Recognize a relatively underappreciated

cause of delirium

CASE: WD is a 91 year old male with a history of coronary artery disease,

peripheral vascular disease, chronic kidney disease stage III, and benign

prostatic hyperplasia with urinary retention requiring a chronic indwelling

urinary catheter complicated by recurrent pseudomonas urinary tract infections

(UTI's) who presented with altered mental status. On admission his labs were

significant for leukocytosis and acute kidney injury (AKI) and his urinalysis

was suggestive of a urinary tract infection so he was empirically treated for a

UTI with piperacillin-tazobactam. On hospital day 3, after blood and urine

cultures grew pseudomonas, infectious disease recommended treatment

with cefepime for two weeks. After his mental status improved and his

AKI resolved, WD was ready for discharge to a skilled nursing facility.

On hospital day 9, WD became increasingly disoriented and no longer

responded to questions. Physical exam revealed a tremor in his right

upper extremity and a firm hypogastrium. Urine output decreased and

ultrasound showed 712 mL of retained urine and right-sided

hydronephrosis. That night, the patient suddenly became hypertensive,

tachycardic and tachypneic. Labs revealed a new leukocytosis and AKI.

The patient's urinary catheter was replaced with significant urine output.

On the following day, the patient was less agitated, however, remained

nonverbal. Head CT was negative for an acute neurological insult. Neu-

rology was consulted and recommended an EEG which showed mild

encephalopathy without seizure activity. Concern for cefepime encepha-

lopathy was raised and the antibiotic was discontinued. Following discon-

tinuation of cefepime, the patient quickly improved, returning to his

baseline mental status with resolution of his tremor.

IMPACT: Delirium is a common presentation in hospitalized older adults and

may have many potential causes. When evaluating a patient with new-onset

delirium, it is important to consider new medications, even those that rarely

cause encephalopathy. Although our patient's delirium was likely related to
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cefepime, his diagnosis was not initially clear as he had multiple other potential

causes of delirium.

DISCUSSION: Cefepime is a relatively uncommon, yet reversible cause of

altered mental status. Clinical manifestations of cefepime encephalopathy

include impaired consciousness, encephalopathy, and myoclonus; EEG may

show display rhythmic triphasic waves. Older adults with renal dysfunction are

more susceptible to the neurotoxic effects of cefepime and recognition of this

condition should prompt the discontinuation of this medication. Our patient

likely had cefepime induced encephalopathy, however his diagnosis was not

initially obvious because he had multiple other potential precipitators of

delirium including urinary tract infection, urinary retention, and hypertensive

emergency.

WITHDRAWALOR SEPSIS? A CASEOF GASTRIC ULCER PERFO-

RATION IN A HEROIN ABUSER Yumiko Tsushima; Joanna Mecca.

Mount Sinai Beth Israel, Icahn School of Medicine at Mount Sinai, NewYork,

NY. (Control ID #2904512)

LEARNING OBJECTIVE #1: Recognize the role of heuristic bias of an-

choring when evaluating withdrawal-like symptoms in opioid abusers

LEARNING OBJECTIVE #2: Evaluate the data regarding correlations be-

tween abrupt opioid cessation and peptic ulcer perforation

CASE: A 52 year-old man with a history of active heroin abuse and type 1

diabetes presented to the ED with nausea and vomiting. Associated symptoms

were fever, chills, and diarrhea for several days and he stopped taking his

insulin one day prior. Initial blood glucose 470, pH 7.25, anion gap 27, and

positive ketonuria. Abdominal exam was benign. He was diagnoseod with

diabetic ketoacidosis and admitted to the MICU for an insulin drip. He was

transferred to a general medical floor on hospital day (HD) 3. Initial GI

symptoms resolved shortly after admission. On HD 4, the patient was found

to be acutely tachycardic, tachypneic, and diaphoretic. He reported new onset

abdominal pain and anxiety, noting he felt similar to previous withdrawal

episodes. His last heroin dose was 5 days prior. He was afebrile, BP 120/96,

HR 123, SpO2 96% (RA), RR>40. Physical exam revealed a severely diapho-

retic and tachypneicman, fully alert and oriented with normal-sized pupils, and

diffuse abdominal tenderness without rebound or guarding. The patient re-

ceived 40mg methadone and 2mg IV morphine for possible withdrawal, but

this provided no relief. A stat CTabdomen/pelvis was obtained which revealed

free air and ascites. Antibiotics were initiated and the patient was taken for

emergent exploratory laparotomy where a diagnosis of perforated gastric ulcer

was made. Pathology of the ulcer revealed acute necrotizing inflammation and

negative H. pylori.

IMPACT: As illustrated in this case, withdrawal can mimic other disease

processes such as sepsis. It is imperative that clinicians actively seek out

inconsistencies between withdrawal-like symptoms and alternative causes in

order to avoid detrimental consequences.

DISCUSSION: This case demonstrates the potential danger of anchoring on

the obvious diagnosis of withdrawal in opioid abusers. Withdrawal symptoms

from the last dose of heroin (IVor inhaled) peak in 36-72 hours and is nearly

complete in 7-10 days. Our patient fell in between the peak and nearly

complete time frame, so he was initially treated for withdrawal. However,

because the magnitude of the abdominal tenderness seemed out of proportion

to the typical abdominal findings of withdrawal, CT was pursued and this

ultimately led to the correct diagnosis. The inconsistencies between symptoms

of withdrawal and other causes may be subtle. Therefore, clinicians must

recognize the possibility of heuristic bias of anchoring when evaluating

withdrawal-like symptoms and maintain a low threshold for investigating

alternative causes. In addition, an association between abrupt cessation of

opiates and peptic ulcer perforation has been reported by Kahrom and Kahrom

(2010), but further investigations have not been pursued. This case demon-

strates the need for additional research into this association.

WRONG FUNGUS MAN! Spencer Steffen; Michael P. Smith. University of

Nebraska Medical Center, Omaha, NE. (Control ID #2946213)

LEARNING OBJECTIVE #1: Learn an approach to non-resolving

pneumonia

LEARNING OBJECTIVE #2: Recognize the presentation of acute pulmo-

nary histoplasmosis

CASE: A 51 year-old man presented with slowly progressive fatigue and

shortness of breath for three weeks. He denied fever, productive cough, leg

swelling, weight gain, and chest pain. He was recently failed to improve with a

course of levofloxacin. He has a past medical history of asplenia, chronic

ischemic cardiomyopathy, and non-sustained ventricular tachycardia with an

implanted cardioverter-defibrillator. He was afebrile and had diffuse, fine

crackles in his middle-upper lung fields. He had a leukocytosis of 30 and chest

CT revealed pulmonary opacities with a miliary appearance. He was treated

with piperacillin/tazobactam and linezolid. His bronchoscopy only grew Can-

dida albicans from the BAL culture. He received brief doses of fluconazole and

amphotericin B, but these were stopped. His clinical status continued to decline

with increasing leukocytosis up to 70, procalcitonin that continued to rise

above 50, and required intubation. Repeat bronchoscopy with BAL, HIV, Q

fever serologies, fungitell and galactomannan assay were all unrevealing. A

urine antigen assay returned positive for histoplasma as well as serum serol-

ogies positive for anti-histoplasma antibodies. The patient was started on

amphotericin and isavuconazole and subsequently recovered.

IMPACT: This case allowed me to review a systematic approach to when

pneumonia fails to respond to convential therapy. That includes understanding

regional predominance of certain organisms. It also helped me to identify

factors that would make an unresolving pneumonia more likely.

DISCUSSION: The General Internist frequently treats pneumonia, and a slow

or non-resolving pneumonia can result in increases of mortality by 5 fold.

There are many reasons why a suspected pneumonia might not resolve,

including factors related to the host, the pathogen, the probability of compli-

cations, and if therapy is appropriate. Other causes may be non-infectious

including inflammatory disorders, neoplasms, and drug toxicities. It is imper-

ative that internists draw on knowledge of common organisms and resistance

patterns in a geographic area. When intial treatments fail, further diagnostic

steps should not be delayed. Its estimated that 60-90% of people who live in

endemic areas will be exposed to Histoplasma at some point in their life. There

can be a wide variety of presenting symptoms in acute pulmonary histoplas-

mosis including cough, fever, rash, chest pain, and joint and muscle pain. The

screening test of choice is a urine histoplasma antigen as well as testing for

histoplasma antibodies. Acute pulmonary histoplasmosis can become chronic

histoplasmosis as well as disseminating to other parts of the body. Pneumonias

of all etiologies are and will continue to be a common reason for patients to

seek medical care and one of the nation's leading causes of mortality requiring

swift diagnosis with vigilance to ensure response to treatment
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YAMAGUCHI SYNDROME PRESENTING IN AN AFRICAN-

AMERICAN FEMALE Rafael Francisco C. Go2; sisir siddamsetti1; Chris-

tian Torres2. 1John H. jr hospital of cook county, Chicago, IL; 2John H. Stroger

Jr. Hospital of Cook County, Chicago, IL. (Control ID #2946701)

LEARNING OBJECTIVE #1: Recognize that Yamaguchi Syndrome or

Apical Hypertrophic Cardiomyopathy (HCM) can present similar to acute

coronary syndrome (ACS) and can occur in patients that do not have the racial

predilection for the disease

CASE: A 63-year old African American woman with a history of hypertension

presented with a 1-year history of exertional palpitations. She denied chest pain,

shortness of breath, or syncopal episodes. On examination, vital signs and cardio-

vascular exam were normal. EKG showed sinus rhythm with deep T-wave inver-

sions in precordial leads. Laboratory testing yielded elevated non-trending troponins.

Main diagnostic considerations includedACS, hypertensive cardiomyopathy, tachy-

arrhythmia and myocarditis. An echocardiogram was obtained, that showed a

hyperdynamic left ventricular ejection fraction of 85%. The cardiac apexwas poorly

visualized because of the patient's body habitus. Regadenoson nuclear medicine

stress test did not show evidence of ischemia. A cardiac MRI was obtained, that

showed asymmetric hypertrophy of the apex with obliteration of the left ventricular

apical cavity. The patient was diagnosed to have an apical variant of HCM and was

subsequently treated with beta-blockers with close cardiology clinic follow-up.

IMPACT: HCM is a disease that involves the heart muscles due to genetic

mutations in sarcomere genes. Patients with this disease are prone to arrhyth-

mias, heart failure, thromboembolic stroke, as well as sudden cardiac death. It

is therefore important for clinicians to identify patients with this disease early

on to prevent these serious cardiovascular events.

DISCUSSION: We present a patient with Yamaguchi Syndrome or Apical

HCM, which is an uncommon variant of HCM. Apical HCM is common in

Asian populations, having been reported to represent 41% of Chinese patients

with HCM. Non-Asian populations were found to have only a 1 to 3%

prevalence of apical HCM among those patients with HCM. Unlike the more

common hypertrophic obstructive cardiomyopathy, apical HCM does not

present with left ventricular outflow obstruction. Studies have shown that

apical HCM has a better prognosis with a total cardiovascular mortality rate

of 1.9 and an overall estimated survival rate of 95% at 15 years. Despite this,

one study has shown that in a sample of 105 patients with apical HCM, 30%

had one or more morbid events, including atrial fibrillation (12%) and myo-

cardial infarction (10%). Therefore, it is important for clinicians to consider this

diagnosis even in patients who do not have the racial predilection for the

disease, since not treating this disease can lead to serious cardiac complica-

tions. Furthermore, apical HCM can present similar to ACS and should be

considered as part of the differential diagnoses along with other variants of

HCM in patients presenting with troponin elevation and ST-Twave abnormal-

ities. Also, when echocardiography fails to make a diagnose of apical HCM, a

cardiac MRI should be obtained to either confirm or rule out the diagnosis.

YOUNG FEMALE PEDIATRICIAN PRESENTING WITH CHEST

PAIN TO THE EMERGENCY DEPARTMENT Brian Cothern1; Teresa

Ratajczak2, 1; mukul chandra1. 1Wright State University, Dayton, OH; 2wright

state university, Beavercreek, OH. (Control ID #2926795)

LEARNING OBJECTIVE #1: Recognize the utility of Coronary Artery

Calcium Scoring (CACS) to risk stratify patients.

CASE: 45-year-old female presents to the ER with retrosternal chest pain that

radiated to her breast and left arm. She is a non-smoker, and has no family

history of premature CAD. She is a pediatric intensivist and was finishing a

lecture at the onset of pain. She immediately sought care by the ER staff at the

children's hospital. EKG and Troponin were at baseline, and she was trans-

ferred to our institution. She was tachycardic upon arrival, otherwise remainder

of vital signs were normal. She had recently returned from transcontinental

flight, so CT-PE was obtained. This was negative for PE and other acute

findings. The attending cardiologist recognized coronary calcification in the

LAD. CACSwas ordered for accurate detection and scoring. She had a score of

45, placing her at the 90th percentile for age and gender. She was admitted for

serial enzymes and stress testing. The remainder of her workup was negative

for coronary disease including a normal treadmill stress test with MPI.

IMPACT: Current assessment of patients presenting with chest pain to the ER

includes stratification with scoring systems, serial enzymes and stress testing.

This case demonstrates where CACS was used as an initial workup of an

otherwise healthy pediatrician presenting with chest pain, and ultimately led to

further risk factor modification that otherwise would have been missed with

traditional work up strategies.

DISCUSSION: Chest pain was the second most common reason for ER visits

in 2013, totaling over 6 million visits. This accounts for approximately 5% of

all visits in that year. Acute coronary syndromes are a small minority of these

patients. The workup of these patients is ischemia centric. Coronary Artery

Calcium Scoring (CACS) has been recommended for evaluating asymptom-

atic, intermediate risk patients, but is not routinely used in ER or inpatient

settings. CACS is a non-contrast CT scan that can detect subclinical athero-

sclerosis. This patient had an ASCVD 10-year risk of 1.3%, and her Framing-

ham Risk Score (FRS) was 3.9% - both of which are considered low risk.

Traditional ER workup would have excluded ischemia but missed advanced

atheroma for her age and gender. ER assessment of low to intermediate risk

patients should combine atheroma and ischemia imaging for risk modification

as well as possible anti-ischemic therapies including revascularization. This

patient was placed on Aspirin 81 mg and Atorvastatin 40 mg as a result of her

reclassification to a high lifetime risk.

INNOVATIONS IN MEDICAL EDUCATION (IME)

‘MEDICAL DETECTIVE ROUNDS': ADOPTING CASE-BASED

COLLABORATIVE LEARNING IN THECLINICALYEAROFMED-

ICAL SCHOOLTO PROMOTE SELF DIRECTED LEARNING AND

CLINICAL REASONING Rachel Hathaway; Yamini Saravanan; Michael

McShane; Priyank Jain; David Bor; Richard Pels. Cambridge Health Alliance,

Cambridge, MA. (Control ID #2940197)

NEEDS AND OBJECTIVES: Critical thinking and self-directed learning

(SDL) are core skills for physicians. Both are integrated into medical school

curricular competencies and accreditation bodies' standards. Locally, a needs

assessment identified that students needed more of an emphasis on clinical

reasoning during traditional case based rounds. These rounds are a novel and

engaging way to achieve this. Learning objectives: 1) Learners will develop

specific skills in clinical reasoning to approach a case including problem

representation, illness scripts, dual process theory, and pre- and post-test

probability. 2) The curriculum will enable learners to develop concrete attitude

and behaviors of SDL through pre- and post- session activities.
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SETTING AND PARTICIPANTS: Participants are 13 Harvard Medical

Students in their clinical year at the Cambridge Health Alliance. These rounds

occur every week for 60-90 minutes during dedicated didactic time. 6 core

faculty collaboratively developed and facilitate these rounds.

DESCRIPTION: Case-Based Collaborative Learning (CBCL), an innovative

framework emphasizing transformative critical thinking, is implemented at

Harvard Medical School (HMS) for students in the pre-clinical years. This

engaging active learning method may benefit students with lower academic

performance. Through a continuous QI process, we designed and implemented

weekly case-based rounds using CBCL methodology to develop clinical

reasoning and promote SDL. Learners are engaged through the use of analogy

between clinical reasoning and detective work. Our curriculum is evolving;

after faculty model systematic approaches to clinical diagnosis and manage-

ment, students are closely mentored to co-lead with their own patient cases. All

students review the case before the session to ensure preparedness for further

discussion. During the session, faculty highlight clinical reasoning pearls and

facilitate with open-ended questions. In order maintain high and consistent

standards, there is rigorous core faculty development and continuous feedback.

EVALUATION: Students' clinical reasoning are evaluated by faculty through

relevant EPAs, Shelf scores, as well as through qualitative analysis of student

submitted work. SDL is assessed through qualitative analysis of student

attitudes and behaviors. Additionally, students will provide feedback through

a focus group, self assessment, and periodic open ended surveys. Faculty are

evaluated through peer observation to ensure high quality and consistent

methods.

DISCUSSION / REFLECTION / LESSONS LEARNED: Based on six

pilot sessions, we received positive feedback from students about explicitly

teaching these concepts. Learners found that the pre-session preparation

allowed for higher educational yield during the session. However, there needs

to be a balance between self directed learning and strategic group learning.

Additionally, it is important to balance teaching the process of clinical reason-

ing with medical knowledge content. As with any new curriculum, learning a

new teaching model requires faculty time and commitment.

"AREYOURLEARNERS READYTOHOLDTHEADMISSION PAG-

ER?": BUILDING A RESIDENT CURRICULUM FOR TRIAGE AND

DISPOSITION DECISION-MAKING- PART 1 AN ASYNCHRONOUS

ONLINE COURSE ON HOSPITAL TRIAGE COMMUNICATION

Sadie Trammell Velasquez2, 1; Emily S. Wang2, 1; Sherwin Hsu4; Tabatha

Matthias3; David Schmit2, 1; Christopher J. Smith3. 1South Texas Veterans

Healthcare System, San Antonio, TX; 2University of Texas Health Science

Center at San Antonio, San Antonio, TX; 3University of Nebraska Medical

Center, Omaha, NE; 4Olive View - UCLA Medical Center, Sylmar, CA.

(Control ID #2935985)

NEEDS AND OBJECTIVES: After the implementation of the Accreditation

Council for Graduate Medical Education (ACGME) resident duty hour restric-

tions (2003), some activities and duties transitioned from resident learners to

staff physicians. One activity is determining the most appropriate disposition

plans or "triaging" inpatient admissions. Institutional pilot data indicate resi-

dents identify this skill as essential, but feel there is a of lack training. Based on

our multisite survey of ten academic centers and literature search, there is

currently no established curriculum on triaging. Through a 2017 Alliance for

Academic Internal Medicine (AAIM) Innovation grant, the first of three parts

to our triage curriculum were developed: an asynchronous online course/e-

module on interprofessional communication. 1. Define "triage" and role of the

triagist in the context of IM 2. Identify and define the following competencies

and how they apply to the triagist role: Interprofessional communication,

understanding healthcare systems/systems-based practice, evidence-based

clinical decision making 3. Creation of an asynchronous online course for

IM resident learners focusing on interprofessional communication on hospital

admission triage

SETTING AND PARTICIPANTS: Developed by collaborators from three

academic medical centers, this curriculum on hospital triage interprofessional

communication includes: case based narrated e-module closed captioned video

clips, faculty guide, and pre-and post-tests; all freely available on the Society of

Hospital Medicine's online learning portal. Initial dissemination will be to

collaborating institutions followed by widespread availability targeting resi-

dent learners/residency programs.

DESCRIPTION: Triaging residents must proficiently navigate patient en-

counters with effective communication, appropriate evidence-based clinical

decision making, and coordinate care amid complex healthcare systems.

Triaging occurs across the care continuum and represents entrustable profes-

sional activities and skills across multiple ACGME domains that internists

must master. Through this online course, resident learners will be educated on

concepts to optimize triage interprofessional communication.

EVALUATION: 1. Utilization of the online video modules (geographical

distribution, number of times module is accessed) 2. Improvement in residents'

triage communication skills knowledge by evaluating results of embedded

quizzes 3. Pre- and post-surveys to obtain feedback from learners and

educators

DISCUSSION / REFLECTION / LESSONSLEARNED:With the lack of a

formal or uniform curriculum on triaging, our collaborative group sought to

create an innovative curriculumwith widespread distribution. All collaborators

participated in the Curriculum Development for Medical Education course by

the Johns Hopkins University School of Medicine. As the inaugural e-module

for this collaborative group, the specifics in development and implementation

of the e-module with a limited budget has proven to be a prodigious learning

experience.

ONLINE RESOURCE URL (OPTIONAL): Will be available for the 2018

SGIM National Meeting

"SOCIAL MEDIA MEETS SOCIAL DETERMINANTS": AN INNO-

VATIVE RESIDENT CURRICULUM IN SOCIAL DETERMINANTS

OF HEALTH Pranav Shah; Leslie Koa; Ijeoma Nnodim Opara; Diane L.

Levine. Wayne State University, Detroit, MI. (Control ID #2941618)

NEEDS ANDOBJECTIVES: Social Determinants of Health (SDH) account

for a large proportion of disease burden, impacting a significant portion of

health outcomes and contributing to health disparities and inequities. Physician

awareness of SDH is a key factor in providing equitable care, yet traditional

medical training often does not address these issues and falls short in educating

resident physicians on how to identify and navigate patients' social, economic,

and environmental needs. To fill this educational gap, we developed an

innovative multi-modal interactive SDH curriculum utilizing critical reflection.

Our aim was to introduce residents to SDH and equip them with the following

tools: better understanding of the social (historical, cultural, economic, struc-

tural, and environmental) contexts of their patients' health, knowledge
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regarding the impact of SDH on health outcomes, and insight into appropriate

referrals to community resources and social services.

SETTING AND PARTICIPANTS: Our Internal Medicine residents work in

an urban underserved minority community with high poverty rates and signif-

icant health disparities. However, most of our residents express limited knowl-

edge of SDH and their role in clinical decision making and health outcomes.

DESCRIPTION: To further explore, we surveyed residents attending a noon

conference: 60 residents completed the survey. Within this cohort, 88% be-

lieved that education in SDH would help them develop humanistic qualities

and 87% believed it would help them become better physicians. Following the

survey, residents participated in weekly facilitated interactive small group

discussions informed by case studies and articles on SDH and regularly posted

reflective blogs. A pre-designed resident-managed secure website allowed for

discussion of their experiences while addressing SDH with their patients.

Residents were also encouraged to comment on colleagues' blog posts to build

a collaborative digital community of practice on SDH.

EVALUATION: Qualitative analysis of blog posts (83) highlighted common

themes including enhanced understanding, confidence, and comfort in dealing

with SDH. Of these, 92% also commented on actionable changes residents

planned to incorporate into their own medical practices.

DISCUSSION / REFLECTION / LESSONS LEARNED: Over the course

of 10 weeks, we found both an increase in self-reflection and a deepened

understanding of SDH amongst our residents through this innovative use of

blogging and group critical reflections.

#PROUDTOBEGIM WEEK: A SINGLE-SITE MULTIFACETED IN-

TERVENTIONTO INCREASEGIMAWARENESSChristinaA.Mosher;

Anil N. Makam; Ethan Halm; Oanh K. Nguyen. UT Southwestern Medical

Center, Dallas, TX. (Control ID #2945947)

NEEDS AND OBJECTIVES: The United States faces a shortage of 52,000

adult primary care physicians by 2025. Nonetheless, only 10-25% of all

internal medicine residency graduates plan to go into primary care. Increasing

awareness of GIM careers early in medical training could increase trainee

interest in primary care.

SETTING AND PARTICIPANTS: As a SGIM #ProudtobeGIM grantee, we

implemented and evaluated a week-long campaign in January 2017 at UT

Southwestern in Dallas Texas, one of the nation's largest medical schools.

DESCRIPTION: Our campaign targeted medical students and residents, and

consisted of: 1) 10-minute TED-style lunch lectures followed by 30-minute

interactive panel discussions on various GIM career phenotypes (clinicians,

educators, researchers, and leaders) over five consecutive days; 2) a multi-

platform social media campaign; and 3) a one-on-one GIMmentoring program

matching trainees and faculty with common career interests. We conducted

qualitative analysis of audience-generated written questions from Q&A ses-

sions and a survey of participants in the mentoring program.

EVALUATION: Between 50-90 trainees attended each day. Trainees most

commonly raised concerns about: distinction of GIM from other primary care

fields, job satisfaction, balancing professional responsibilities, fair compensa-

tion, and training. Thirty trainees signed up andwere pairedwith mentors in the

mentoring program. Mentee and mentor survey response was 60% and 65.7%

respectively. Mentees had a significant increase in awareness of GIM careers

after #ProudtobeGIM activities (46.7% to 100%, p<0.001). Mentors felt ful-

filled by the program (100%) and wanted more mentoring opportunities.

DISCUSSION / REFLECTION / LESSONS LEARNED: Our

#ProudtobeGIM week was well-attended, generated insightful discussion,

and improved awareness and enthusiasm for academic GIM among trainees.

This campaign was also energizing and morale-boosting for GIM faculty.

#ProudtobeGIM events are foundational to increasing awareness but will need

to be coupled with longitudinal efforts to: 1) address job satisfaction concerns,

and 2) increase meaningful interactions with GIM faculty to cultivate sustained

interest.

A 3-YEAR ROLLING TEACHING SKILLS CURRICULUMFORALL

RESIDENTS IN THE AMBULATORY BLOCK Krista M. Johnson1, 2;

Jane Rowat1; Manish Suneja1. 1University of Iowa, Iowa City, IA; 2Veteran

Affairs Health Care System, Iowa City, IA. (Control ID #2945704)

NEEDS ANDOBJECTIVES:National accreditation bodies require residents

to be trained as teachers. However, finding time in a busy resident curriculum

and identifying skilled faculty to train resident teachers make this challenging.

Our residency program offers a one-month teaching rotation, though accom-

modates only one-third of residents. We took advantage of the program's

adoption of a "4+1" schedule to create a 3-year rolling teaching curriculum

for all residents. Curricular objectives include improving residents' skills and

confidence in teaching.

SETTING AND PARTICIPANTS: All categorical medicine and medicine-

psychiatry residents in the University of Iowa Internal Medicine Residency

program participate in the curriculum during their ambulatory block each year

(N=82 in 2015-16). A faculty and resident committee develops, implements,

and evaluates the curriculum.

DESCRIPTION: In July 2015 our program adopted a "4+1" schedule; every

5th week residents have their ambulatory block including an educational half-

day. The teaching skills curriculum is delivered every other ambulatory block.

The Teaching Skills committee performed a needs assessment, identifying core

skills relevant to residents' teaching responsibilities. Skills taught include:

introduction to teaching skills; learning climate; motivating learners; one-

minute preceptor; feedback; interactive teaching/use of technology; effective

presentations; oral presentations; and clinical notes. Prior to teaching sessions

residents complete assigned pre-work. Session pedagogy focuses on debriefing

previous teaching skill experience, discussion and practice of new skills, and

commitment to a skill development plan. Pocket cards highlighting session

take-home points with space to document personal action plans are provided.

Residents perform deliberate practice of the introduced skill over the next 10

weeks.

EVALUATION: Pre-curriculum data (N=77/82) revealed resident interest

level in teaching was high (4.35/5). All residents had some experience with

teaching, but many lacked formal training and confidence with teaching skills.

Post-surveys (N=50/82) administered after year one indicated significant im-

provement in residents' teaching confidence and behaviors.

DISCUSSION / REFLECTION / LESSONS LEARNED: Having

dedicated time for a teaching skills curriculum in the ambulatory block

allows implementation of a longitudinal curriculum for all residents. It

also provides time for residents' deliberate practice and reflection on

teaching. Residents report improvement in teaching confidence and

behaviors. Next steps include direct observation of resident teaching

with immediate feedback via iPad checklists as well as OSTEs for

residents completing the curriculum.
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A COMPARISON OF THE EFFECTIVENESS OF TRADITIONAL

VERSUS SELF-DIRECTED PEER-PEER TEACHING IN THE MS3

AMBULATORY INTERNALMEDICINE CLERKSHIP Pauras Memon;

Patricia F. Kao; Thomas M. De Fer; Kirsten Dunn. Washington University in

St. Louis, St. Louis, MO. (Control ID #2945897)

NEEDS AND OBJECTIVES: The concepts of peer and near-peer teaching

are rapidly expanding areas of medical education research in the setting of

growing medical student class sizes leading to increasing instructor demands.

Peer teaching serves as a way to decrease these pressures by utilizing same or

upper level peers as educators. Another advantage to peer teaching is the

concept of "cognitive congruence", whereby peer-teachers are better able to

explain concepts to learners at an appropriate level and that is more under-

standable. The main objective of this study is to compare the effectiveness of

self-directed peer-peer teaching (SDPP) with the traditional faculty-led lecture

(TFLL) method in the MS3 internal medicine ambulatory curriculum.

SETTING AND PARTICIPANTS: Participants are third year medical stu-

dents at Washington University in St. Louis rotating on their one-month

ambulatory internal medicine block. Students have one afternoon per week

of protected didactic time which have now have been adapted to this study.

DESCRIPTION: This study is a randomized controlled, non-inferiority trial.

Data collection began in October 2017 andwill continue for at least 12 months.

Eachmonth-long block consists of 10-12 students. Both groups cover the same

four core ambulatory medicine topics of sinusitis, bronchitis, dysuria, and

shoulder pain, but learn this information via either SDPP or TFLL methods.

The calculated sample size required to measure a significant difference is 34

students, and this study will consist of approximately 125 students. Each week,

the SDPP group is instructed to formulate learning objectives for one of the

four topics sequentially based on a pretest. Over the next week, the SDPP

groups use a self-directed, evidence-based approach to develop teaching points

fulfilling those objectives. Students then share their findings with their peers

during the didactics sessions, while the TFLL group receives the same infor-

mation via lecture format from faculty.

EVALUATION: Student performance is evaluated by comparing scores

on a pretest, given at the beginning of the rotation, with a summative

posttest at the conclusion of the month. In addition, surveys are given

at the end of each block to assess student satisfaction with the SDPP

learning style and its effectiveness.

DISCUSSION / REFLECTION / LESSONS LEARNED: Preliminary data

indicate similar performance between the SDPP and TFLL groups, although

formal statistical analysis is pending. Student feedback was also positive

overall regarding the SDPP method, noting improved information retention

and efficiency.

A DIGITAL QUALITY IMPROVEMENT PACKET AS A GUIDING

INSTRUMENT FOR AN INTERN QI CURRICULUM Jessica Donato;

Catherine Fleisher; Richard Cartabuke; Stacey E. Jolly. Cleveland Clinic,

Cleveland, OH. (Control ID #2943919)

NEEDS AND OBJECTIVES: Given variable quality improvement (QI)

education incorporated into medical school curricula, few trainees enter inter-

nal medicine residency with prior QI education and experience. Training

residents in QI is an essential component of graduate medical education. In

order to introduce PGY1 medical residents to QI training, we sought to create

an ambulatory QI curriculum for interns focused on experiential learning using

a digital QI packet as a key instrument to guide project work.

SETTING AND PARTICIPANTS: 50 PGY1 internal medicine residents

participate in a 4+1 curricular structure at a large academic medical center in

which 1 of every 5 weeks is dedicated to ambulatory continuity clinic.

DESCRIPTION: We developed an ambulatory QI curriculum to introduce

PGY1 trainees to QI methodology by combining didactic instruction with

completion of individual QI projects. We allotted 75minutes for each session

per ambulatory week with a total of 5 different sessions over the course of the

25-week curriculum. Each session includes 9-11 interns and consists of 20-25

minutes of didactics on fundamental QI principles, followed by 35-45 minutes

of project work in which trainees apply their new QI knowledge to their

projects in real-time. A digital QI Packet was developed as the primary

instrument to guide interns through their individual QI project work. Each

intern is given the option of choosing 1 of 4 projects, which are outlined at the

start of the packet. The packet provides a blank framework to be filled in at

each step of the QI project including problem and aim statements, process

mapping, key performance indicators, an effort-impact matrix, countermeasure

description, data display and conclusions. The digital QI packet is supplement-

ed by additional electronic tools provided throughout the curriculum including

an electronic process mapping tool and run chart template, which serve to

enhance the use of the project packet and final electronic product.

EVALUATION: The completed digital QI packet serves as the final deliver-

able at the conclusion of the curriculum. Each packet will be assessed by core

faculty to ensure competency in keyQI methodology using a packet evaluation

rubric.

DISCUSSION / REFLECTION / LESSONS LEARNED: The combination

of didactic instruction and experiential learning is a well described method to

increase trainee QI knowledge and skills. A digital QI project packet added to

this structure has been an effective instrument to guide novice learners through

a QI project. Our packet provides a clear framework for the steps of a QI

project and deliberate expectations for components trainees are to complete.

Assessment is also a common challenge in systems-based practice competen-

cies; however, with our digital packet, as a standardized deliverable, we will be

able to assess QI knowledge and skill acquisition.

A FACULTYDEVELOPMENTGRADUATEMEDICAL EDUCATION

RETREAT TO TEACH ABOUT SOCIAL DETERMINANTS OF

HEALTH Johanna Martinez2, 1; Alice Fornari2, 1; Venice VanHuse2; Ethan

Fried2, 1; Andrew Yacht2, 1. 1Zucker School of Medicine at Hofstra/Northwell,

Hemsptead, NY; 2Northwell Health, Great Neck, NY. (Control ID #2944526)

NEEDS AND OBJECTIVES: Social determinants of health (SDH) have

been shown to impact patient's health outcomes. Yet many residency programs

are not formally teaching their residents the importance of SDH. The objectives

of our graduate medical education (GME) educational retreat were to: 1) raise

awareness of the impact of SDH on health outcomes, 2) have faculty identify

learning opportunities to teach SDH in their GME programs and 3) equip

educators with tools and resources to develop SDH curriculum.

SETTING AND PARTICIPANTS: This day-long retreat occurred at our

medical school and had about 100 participants. The participants included

teaching faculty from over 20 specialties, ranging from primary care (Internal

Medicine and Pediatrics) to more specialized surgical specialties like Vascular

Surgery and Urology. Faculty participants were mostly residency educators.
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DESCRIPTION: The retreat was titled, "Social Determinants of Health:

Walking in Your Patients' Shoes." The day began with a review of the retreat's

goals, followed by a team-based group activity. This activity used 2 reflective

video prompts to simulate discussion about the importance of SDH from a

humanistic perspective. The videos and discussion were complemented with

data about the health disparities of the patients for whom the participants care

for. Using a worksheet that outlined 4 steps, the groups were tasked with

developing a SDH curricular activity for their programs. The curricular devel-

opment session was followed by a keynote speaker who shared SDH programs

that exemplify best educational and clinical practices. The afternoon retreat

program included short talks and workshops that predominantly related to the

theme of SDH. At the conclusion, participants received a packet of 13 simple

SDH mini-curricula developed by their peers to implement in their own

training programs.

EVALUATION: A post-retreat evaluation was completed by 61 participants.

The retreat was successful in its 3 objectives. For each Likert measure below,

more than 67% of participants rated the measure with the highest rating of 5.

Participants felt the retreat was successful at "engaging GME faculty in the

identification of learning environment variables that impact trainees' exposure

to SDH", at "illustrating the effects of SDH" and most importantly at learning

"educational approaches to teaching social determinants". A resounding 89%

of respondents indicated that they planned to enhance the training of their

residents/fellows in addressing SDH. Each respondent also included a specific

way in which they were going to do so.

DISCUSSION / REFLECTION / LESSONS LEARNED: This retreat was

successful in engaging faculty of all disciplines in curriculum development to

target SDH. It was impressive to see that even the more specialized educators

acknowledged the impact of SDH for their patients and the clinical work they

do, and are willing to teach their GME learners about this content. The

qualitative comments demonstrated that when interactive adult learning theory

is applied, faculty members are engaged and participate actively.

A HANDS-ON LEARNING EXPERIENCE ADDRESSING THE OPI-

ATE EPIDEMIC IN A RESIDENT PRIMARY CARE CLINIC Alissa

Detz1; Joyce Hansen1; Sara L. Swenson1; Shilpa Shah1; Hemal K. Kanzaria2;

Ingeborg Schafhalter-Zoppoth1; Catherine M. Chin1. 1California Pacific Med-

ical Center, San Francisco, CA; 2UCSF-SFGH, San Francisco, CA. (Control

ID #2946190)

NEEDS ANDOBJECTIVES: Recognizing the importance of health systems

improvement, the Accreditation Council for Graduate Medical Education

(ACGME) requires teaching residents quality improvement(QI). The primary

goal of this educational innovation is to teach residents QI techniques while

addressing a clinically relevant topic of chronic pain.

SETTING AND PARTICIPANTS: Starting in July 2017, internal medicine

residents at California Pacific Medical Center began a block schedule with

dedicated time for QI didactics in the primary care setting.

DESCRIPTION:We initiated a longitudinal resident project to teach QI skills

while improving patient care. Clinic staff and faculty developed a list of five

high-priority topics. From these, residents identified improving care for pa-

tients with chronic pain as the area they were most interested in addressing.

Residents used A3-thinking to better understand and address the problem of

chronic pain management. They engaged multi-disciplinary stakeholders to

better understand various perspectives involved in caring for such patients.

They also conducted chart review to determine the number of patients on

chronic opiates and how often best practices were followed. This analysis

allowed us to understand the current state, and served as a starting point for root

cause analysis, development of an intervention, and designation of appropriate

metrics to determine the success of an improvement effort. Thus far, residents

have used techniques including process mapping, the Ishikawa diagram, the 5-

Whys, a Pareto chart and a PICK chart as a part of this project.

EVALUATION: Curriculum evaluation is being completed via a resident

survey on knowledge of QI techniques and their application. Provider surveys

to assess comfort with caring for patients on chronic opiates, and a patient

survey to assess satisfaction with communication and pain control are also

planned. We plan to gather quantitative data to assess the impact of our

intervention, including data on processes of care such as annual review of pain

contracts, annual urine toxicology testing, and utilization of CURES reports.

DISCUSSION / REFLECTION / LESSONS LEARNED:We have created

a novel curriculum that provides residents QI experience while engaging them

in systems change. Residents are using QI tools, while learning skills to care

for patients with chronic pain. Additionally, residents are experiencing real-

world benefits and challenges of working as a team, engaging stakeholders,

and implementing systems change.

A LONGITUDINAL "BOLUS AND DRIP" APPROACH TO INTER-

PROFESSIONAL EDUCATION Johanna Martinez1, 2; Lauren Block1, 2;

Daniel J. Coletti1; Lyndonna M. Marrast1, 2; Frank Cacace1, 2; Joseph

Conigliaro1, 2; Alice Fornari2. 1Northwell Health, Lake Success, NY; 2Zucker

School of Medicine at Hofstra/Northwell, Hempstead, NY. (Control ID

#2944970)

NEEDS AND OBJECTIVES: Few formal educational programs prepare

trainees to work together in interprofessional (IP) practices. Among existing

programs, learners are often learning in parallel, rather than with and from each

other. These experiences are often onetime events as opposed to longitudinal

experiences. Our objectives were to: 1) create a longitudinal IP curriculum for

all learners to learn with and from each other, and 2) enhance attitudes and

skills around interprofessional collaborative care.

SETTING AND PARTICIPANTS: IMPACcT (Improving Patient Access,

Care and cost through Training) is a five-year HRSA funded program to

enhance IP education in a primary care setting. To date we have had over 60

learners participate in the curriculum in some form. Our learners include

internal medicine residents, medical students, graduate students in physician

assistant, clinical pharmacy, and health psychology programs. The curriculum

is delivered in two main venues, as mini-didactics in the clinical setting and as

half-day retreats at our medical school.

DESCRIPTION:We developed a longitudinal 3-year curriculum, delivered in

a "bolus and drip" format. Curriculum content areas were identified at an IP

stakeholder retreat using amodified Delphi technique. Our curricular "bolus" is

5 half-day retreats a year, which cover topic areas in IP education, medication

management, health disparities, behavioral health and patient-centered medical

home principles. The "drip" consists of a series of 20 mini-didactics that occur

twice a week, all year long, as part of the clinical huddle. The topics taught

include both medical and social themes.

EVALUATION: Each retreat was evaluated with an end of session tool. At the

end of the year a focus group was conducted to evaluate the educational

experience of learners as a whole, including the mini-didactics. Each learner
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upon exiting our IMPACcT program also completes the Interprofessional

Socialization and Valuing Scale (ISVS) and the Interprofessional Collaborative

Competency Attainment Scale (ICCAS), both validated instruments. Overall,

retreats were rated highly with learners reporting that the content increased

their knowledge base, allowed them to gain skills they could apply in the real

world, and made them better prepared to work with other professionals.

Examination of ISVS and ICCAS scores demonstrated statistically significant

improvements in perceived competence and increased IP skills.

DISCUSSION / REFLECTION / LESSONS LEARNED: Our biggest

challenge has been creating curriculum that caters to our diverse learners.

Despite positive overall reactions to the curriculum we noted IP differences

in responses to both the retreat content as well as the mini-didactics. Whereas

our non-licensed learners expressed a preference for skills-based practice and

role play, our residents wanted "real" cases to discuss, instruction in advanced

skills and to serve as facilitators and/or teachers for some of the sessions.

Evaluations of our more recent retreats suggest that we are successfully

balancing educational needs across learner groups.

A MIXED METHODS EVALUATION OF A MINDFULNESS-BASED

RESILIENCE CURRICULUM FOR MEDICAL RESIDENTS Anne

Duckles; Oana Tomescu. University of Pennsylvania, Philadelphia, PA. (Con-

trol ID #2945241)

NEEDS AND OBJECTIVES: Up to 75% of resident physicians suffer

from burnout during their training. However, few effective wellness

interventions exist. The aim of this study was to evaluate the effect of

a mindfulness-based resilience curriculum for first year internal med-

icine residents at a large academic medical center using a mixed-

methods approach.

SETTING AND PARTICIPANTS: This study took place at a large US

academic medical center during the 2016 - 2017 academic year. The partici-

pants included 38 first year internal medicine residents. Our sample was

composed of 50% female (n = 19) and 50%male (n = 19) interns with a mean

age of 27.17 ± 1.82.

DESCRIPTION: Internal medicine interns participated in a longitudinal,

formal mindfulness-based resilience curriculum that was informed by

evidence-based best practices. Each ambulatory block, interns took part in an

interactive session for a total of 6 sessions over the year. Validated surveys for

burnout, mindfulness, fatigue, and resilience were distributed at three time

points throughout intern year. Semi-structured interviews were conducted with

18 of the participants towards the end of the year. Thematic analysis of the

interviews allowed us to understand how the curriculum was perceived and

how it could be improved.

EVALUATION: At peak incidence, 71.4% of residents reported symp-

toms of burnout (n = 20). Prevalence of burnout was significantly

increased at mid-year (p<0.01) and end of the year (p<0.01) compared

to the beginning of the year. Increased mindfulness was strongly

associated with lower emotional exhaustion and depersonalization at

each time point measured (p<0.05). Resilience and sleepiness scores

did not significantly change over time. Our qualitative interviews and

satisfaction surveys show that the curriculum was well received by

residents. They felt that the curriculum was valuable because it nor-

malized burnout and started conversations about failure, isolation, and

stress.

DISCUSSION / REFLECTION / LESSONS LEARNED: Even in the

setting of our curriculum, the prevalence of burnout increased during intern

year, peaking at mid-year. Increased mindfulness was associated with lower

emotional exhaustion and depersonalization scores. This study is helpful in

guiding future interventions for residents. Wellness interventions should focus

on mindfulness training early on. Perhaps most importantly, our qualitative

data reveals that the curriculum was valuable to the residents, even though

survey data did not show a positive change in burnout scores.

A MULTIDISCIPLINARY APPROACH TO ACADEMIC MORNING

REPORT:COURTINGTHEMEDICALMIND, RESIDENTENGAGE-

MENT, AND THE MARRIAGE OF LEARNING WITH TEACHING

Monica Thim1; Riffat Sabir2; Myat Soe2. 1Baystate Medical Center, Broad

Brook, CT; 2Baystate Medical Center, Springfield, MA. (Control ID

#2945577)

NEEDS AND OBJECTIVES: Lack of resident engagement exemplified by

low attendance and participation necessitated the creation of a new morning

report curriculum. Our objective was to create an educational plan to address:

superfluously subspecialized content, excessive "zebra" cases, limited time for

case discussion, and low morale due to stern learning environment.

SETTING AND PARTICIPANTS: Setting: Baystate Medical Center, a-770-

bed tertiary care center. Participants: Approximatley 90 Internal Medicine and

Medicine-Pediatrics residents

DESCRIPTION: Using perspectives in teaching "generation y", our curricu-

lum focused on mentorship; the promotion of a safe learning environment; and

interactive teaching through technology. These themes are structured into four

parts. I. The first 30 minutes is a resident-led, pre-selected case discussion.

Presentations are assigned to residents on elective rotations to provide time for

mentorship. Using dual process thinking, chief residents coach residents to

create well-defined teaching objectives, while encouraging the incorporation of

evidence-based literature. II. The second 30 minutes is a chief-resident-led

interactive didactic session using smart board technology to consolidate teach-

ing objectives through resident-requested themes: pathophysiology, board

review, and diagnostic skills based exercises. III. Resident feedback based on

content and delivery is provided and longitudinally tracked to accommodate

individualized learning plans. Residents set goals to improve their next pre-

sentation. IV. To promote use of illness scripts, a case summary of the morning

report session is composed. Case summaries are centrally digitalized for easy

access and include a brief case review, salient teaching points, and didactics

review. Mid week sessions incorporate other educational activities, such as: an

acid-base curriculum, medical updates, board review, and subspecialty

lectures.

EVALUATION: Cases are tracked with the intent to parallel the ABIM

blueprint. A preliminary resident survey resulted primarily positive feedback.

Triennial evaluation will be pursued. Future goals are to evaluate trends

between morning report attendance and ITE scores. Outcomes: - Increase in

attendance in morning report. - Use of learned content by residents and

academic attendings in clinical practice. - Morning report cases have been

submitted to various medical conferences, some of which have won awards. -

Resident evaluations that provide insights commenting on longitudinal indi-

vidualized learner growth.

DISCUSSION / REFLECTION / LESSONS LEARNED: The key to

resident engagement is being engaged ourselves as educators. Residents
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appreciate mentorship. Allowing the learner to become the teacher is

empowering and boosts morale. A welcoming learning environment comes

from co-resident teaching and support. Involvement of residents in defining

educational needs directs content, adding value, which ultimately promotes

increased resident engagement. Understanding our millennial learners have

been critical in findings these insights and allowing for interactive learning.

A MULTIMODAL HIGH VALUE CURRICULUM AFFECTS CUL-

TURE AND DRIVERS OF UTILIZATION: THREE YEARS OF FOL-

LOW UP Laura Loertscher1; Tom Chau2. 1Providence St. Vincent, Portland,

OR; 2Providence St. Vincent Medical Center, Portland, OR. (Control ID

#2906820)

NEEDSANDOBJECTIVES:Moving towards higher-valuemedical care is a

critical objective for the nation's healthcare system and an important challenge

in medical education. We aim to address drivers of low value care through a

comprehensive multimodal approach that incorporates knowledge, skills, and

culture.

SETTINGAND PARTICIPANTS: Internal residency program within a 523-

bed teaching hospital and onsite primary care clinic. Participants include the 28

internal medicine residents (PGY 1-3) as well as rotating medical students and

residency faculty.

DESCRIPTION: Step 1: We surveyed stakeholders to assess learner needs,

baseline attitudes, and drivers of low value care. We designed the curriculum to

teach high value care (HVC) through diverse modalities that address specific

barriers to its practice. Step 2:We delivered live didactics and interactive online

worksheets to teach this framework and key concepts. The PGY-1 worksheet

incorporates presentations, articles, reflection, and role-play to teach knowl-

edge and skills surrounding these specific drivers: patient requests, cost un-

awareness, reliance on subspecialists, and academic curiosity. The PGY-3

worksheet provides tools for residents approaching graduation and specifically

addresses the drivers of discomfort with uncertainty and defensive medicine.

Step 3: We shaped the informal curriculum surrounding HVC by engaging

core faculty and disseminating concepts in cost-effective care. Key priorities

include high-quality history and physical exam skills, evidence-based medi-

cine and pretest probability, and balance of potential costs and harms in relation

to benefits. A quarterly Grand Rounds series hosting national experts rein-

forces these concepts and culture.

EVALUATION:We surveyed attitudes toward healthcare and drivers of

low value care with responses rated on a 5 point Likert scale at

baseline and then yearly. Temporal trends were analyzed using linear

regression in PAST v3.14, with p-values < 0.05 considered statistically

significant. Among the drivers, there was a significant downtrend in

acquiescence to patient requests, reliance on subspecialists, defensive

medicine, and academic curiosity. Drivers that were rated less impor-

tant over time were all specifically addressed in the curriculum while

most of the unchanged drivers were not. In 2012, the Internal Medi-

cine In-Training Exam incorporated HVC as a specifically-tested con-

tent area. At baseline, our program performed in the 26th percentile

nationally, which improved to the 84th percentile one year after

introduction of our curriculum and has remained well above the

national average ever since.

DISCUSSION / REFLECTION / LESSONS LEARNED: Framing

our curriculum around specific drivers of low value care engaged

and empowered our residents with tangible tools for high-quality,

cost-effective practice. Challenges include commitment of practi-

tioners outside the core faculty and measurement of utilization

outcomes.

A NEAR PEER-FACILITATED SIMULATION-BASED CURRICU-

LUM FOR PRECLINICAL STUDENTS IN A CARDIOVASCULAR

MEDICINE COURSE Michael Fattouh; Aaron D. Burkenroad; Emily

Kaplan; Andrew Restivo; Charles Nordin; Felise Milan. Albert Einstein Col-

lege of Medicine, Bronx, NY. (Control ID #2945697)

NEEDS AND OBJECTIVES: In preclinical curricula, the basic sci-

ences are often taught independently of clinical skills training. As a

result, students may initially struggle to integrate these effectively

when approaching real patient scenarios. We developed a near peer-

facilitated simulation curriculum with the aim of helping students

integrate basic science knowledge and improve clinical skills.

SETTING AND PARTICIPANTS: Our curriculum was created at an urban

US medical school for 2nd-year med students (MS2) enrolled in a cardiovas-

cular medicine course, which includes lectures and small group case-based

sessions. Fifty students were randomly selected to participate from a class of

183 students. 29 out of 50 (58%) opted to participate in the pilot sessions. The

2-hour sessions were conducted for 2nd year med students and facilitated by

two 4th year med students.

DESCRIPTION: Each session consists of a brief lecture followed by

2 simulated cases (STEMI and systolic CHF) and a post-simulation

debrief. The lecture presents illness scripts of each diagnosis. A team

of 4 students then completes a simulated case, during which they are

expected to take a history, conduct a physical exam (PE), provide a

summary statement, and agree on workup/management. At 3

timepoints, the simulation is paused and facilitators provide an exem-

plar history, pertinent PE findings, and a summary statement. During

the debriefing session, students are encouraged to provide each other

feedback on clinical and team-based skills.

EVALUATION: We compared results of pre- and post-session surveys

assessing student confidence (on a 0 to 100 scale) in several clinical and

team-based skills. We also conducted a post-session survey (using 5-point

Likert scale and free response items) to measure participant satisfaction with

each component of the session.

DISCUSSION / REFLECTION / LESSONS LEARNED: Our sim-

ulation curriculum serves as a model for delivering near peer-

facilitated clinical skills training with basic science integration to

preclinical students. We found significantly increased confidence in

clinical skills (mean overall confidence pre- and post-session was

56.7 and 76.8 out of 100, respectively; p < 0.01). Further, 95% of

participants agreed or strongly agreed that similar sessions would be

useful in other courses. According to participant comments, facilita-

tion by near peers (without faculty present) helped them feel more

comfortable with performing clinical tasks and providing candid

feedback to one another. We felt that the delivery of an exemplar

H&P and summary statement allowed for standardization of feedback

across groups. Importantly, our curriculum can be implemented at

any medical school with the appropriate facilities and senior med

students willing to facilitate.
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A NEWFOUND RESPECT: HOME VISITS PROMOTE UNDER-

STANDING OF SOCIAL DETERMINANTS OF HEALTH IN A SAFE-

TY NET RESIDENCY PROGRAM Alejandro Diaz1; Nicholas Nelson2, 1;

Davida Flattery3, 1; alisa takeda1; Michael Ajuria1; Susan Nasr1; Blake Greg-

ory4; Lyn Berry1; Inhdu Subramanian1. 1Alameda Health System - Highland

Hospital, Alameda, CA; 2Highland Hospital, Oakland, CA; 3Alameda Health

System, Oakland, CA; 4Highland General Hospital, San Francisco, CA. (Con-

trol ID #2942467)

NEEDS AND OBJECTIVES: Patients and doctors face many barriers to an

effective therapeutic alliance. This is especially true in the safety net, where

structural inequities create conditions ripe for frustration and failure. We

created a home visit program to help residents gain empathy and respect for

patients, understand barriers they face, and discover opportunities for

partnership.

SETTING AND PARTICIPANTS: We recruited all senior residents (N=12)

in our urban primary care IM residency program.

DESCRIPTION: Residents used a standardized worksheet to prepare for

visits. They also completed a procedure we call the "Google Maps biopsy,"

using web-based tools to overlay crime, transit, and food availability data on a

mapwith their patient's home in the center; they then repeated the procedure on

their own neighborhood. Teams of two residents and one clinic attending

conducted home visits.

EVALUATION:After home visits, we solicited reflections and analyzed them

qualitatively. Several themes emerged: 1) Discovery that features of the home

environment explained apparently insoluble clinical problems (e.g. unsanitary

conditions contributing to a non-healing wound). 2) Inequalities revealed by

the "Google Maps biopsy:" One resident said that her neighborhood, where

"we have a farmers' market where young couples chase their toddlers and eat

crepes," contrasted sharply with her patient's, which was "near the railroad

tracks, dominated by violent crime, and a food and transportation desert." 3)

Patients' resourcefulness and resilience: One said of her patient: "I have a

newfound respect for him after hearing how much he has been through and

how hospitable and bright he still is despite his far-from-ideal circumstances."

4) Feelings of validation at seeing how interventions initiated during clinic (e.g.

helping a patient get a power wheelchair,) had impacted patients' lives.

DISCUSSION / REFLECTION / LESSONS LEARNED: Advanced prep-

aration which included clinical, environmental, and social information, in-

creased the educational and therapeutic value of the visit. Residents discovered

environmental factors which explained clinical problems, and were able to

intervene therapeutically. They achieved better understanding of structural

barriers to good health their patients faced, and experienced increased respect

for patients' strength and resilience. Residents consistently felt that home visits

helped to advance their therapeutic alliance with patients, and made themmore

effective partners to their patients in reaching their health goals.

A NOVEL MEDICAL STUDENT-DRIVEN MULTICENTER RESIL-

IENCE CURRICULUM Amber-Nicole Bird1; Oana Tomescu1; Amber

Pincavage2. 1University of Pennsylvania, Philadelphia, PA; 2University of

Chicago, Chicago, IL. (Control ID #2945759)

NEEDS AND OBJECTIVES: This project aimed to characterize medical

student resilience at two institutions and create a resilience curriculum based on

student-identified stressors during clinical training.

SETTING AND PARTICIPANTS: The initial needs assessment and pilot

curriculum were performed at two urban academic institutions. All students

participating in both needs assessement and pilot curriculum were medical

students in their clerkship years of training.

DESCRIPTION: Rates of burnout and depression are high among medical

students and have been correlated with depression and a less positive percep-

tion of the learning environment. While stress, burnout, and depression in

medical students have been studied extensively, much less is known about

medical student resilience. Fostering resilience is a promising way to mitigate

the negative effects of stressors and help students succeed after difficult

experiences. Because medical students encounter new, salient stressors during

the clinical years, resilience could prove particularly helpful during this period.

EVALUATION:An initial needs assessment was performed at two institutions

assessing student interest in resilience curricula, stressful events encountered

during clinical training, and preference over curriculum topics. Similar results

were found among students at both institutions. Resilience was slightly lower

than that reported previously in the general population. Students were inter-

ested in resilience curricula and identified difficult team interactions, finding

meaning in daily work, and dealing with disappointments and setbacks as the

highest yield topics. Based on this data, an interactive resilience curriculum for

clerkship students was piloted. Preliminary outcomes demonstrate the majority

of students perceived the challenging patient interactions and finding meaning

modules to be useful (81%; N=36), planned to integrate what they learned in

their daily life (67%), and would recommend the session to other students

(81%). The majority of students perceived the session on dealing with difficult

team interactions as useful (79%; N=29), planned to integrate something they

learned into daily life (90%), and would recommend this session to other

students (90%). Social media reflection participation was high with 78%

(N=23) of students participating after one quarter of implementation.

DISCUSSION / REFLECTION / LESSONS LEARNED: This novel resil-

ience curriculum was well received during clerkship training. Initial surveys

evaluating student preferences for resilience topics identified topics different

than those anticipated by course directors. Sessions were best received when

combining small group discussion, reflection, and simulated skill-building

exercises. Students found sessions valuable, appreciated time to discuss shared

experiences with their peers, and preferred sessions during standard clerkship

teaching time. The resilience curriculum is ongoing with post-surveys being

conducted to evaluate levels of burnout, resilience and satisfaction with the

curriculum.

A PASSPORT TO SELF-DIRECTED LEARNING: IMPLEMENTA-

TION OF AN INNOVATIVE CURRICULUM IN URGENT CARE

MEDICINE Lindsey E. Fish; Jennifer Adams. Denver Health, Denver, CO.

(Control ID #2945936)

NEEDS AND OBJECTIVES: We aimed to create an urgent care (UC)

curriculum that could be implemented on a rolling basis for individual internal

medicine residents on a 4+1 residency schedule. The objectives of the curric-

ulum are to develop proficiency in UC knowledge and skills that are not

obtained elsewhere in training and are applicable to diverse inpatient and

outpatient careers. Literature review and an informal survey of Internal Med-

icine (IM) Primary Care Residency Program Directors did not reveal any

formal UC curricula to model after. Therefore, we believe this to be a novel

approach to UC education.
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SETTING AND PARTICIPANTS: The Denver Health Urgent Care Elective

is offered to residents in the Internal Medicine Residency Program at the

University of Colorado (CUIMRP). Residents rotate to two urgent care sites

where they work various shifts. This continuously running elective allows first

through third year residents to participate on a rolling basis.

DESCRIPTION: Previously in the CUIMRP, the UC elective was a clinical

rotation without formal didactics, readings or well-defined learning objectives.

For this innovation, in addition to the existing broad clinical experience, a

formal curriculum was developed to include the following topics: dental

complaints, dermatology, eye complaints, 1st trimester pregnancy bleeding,

extremity fractures, acute abdomen, abscess incision and drainage and lacera-

tion repair. The curriculum is learner-driven, with each topic being addressed

by the learner independently either by a patient encounter, or via supplemental

learning materials if a clinical opportunity is not available (scientific article,

online module or podcast). Residents track completion of learning topics in a

"passport".

EVALUATION: Pre-curriculum data about the elective as a whole was com-

pared to responses from residents participating in the elective after implemen-

tation of the formal curriculum. Preliminary analysis show residents rate

satisfaction with the elective as 2.75 on a 3-point Likert scale; prior to

implementation, the rating was 2.62. Additionally, residents rate satisfaction

with the curriculum itself as 4.8 on a 5 point Likert scale. Residents have

increased confidence in the diagnosis and treatment of six out of eight curric-

ular topics.

DISCUSSION / REFLECTION / LESSONS LEARNED: This project

demonstrates feasibility in developing a self-directed curriculum that can be

delivered on a rolling basis in an UC setting. Plans are to expand this

curriculum to other residency programs and medical student programs and

we believe this model is exportable.

ASTRESSFULPICTURE ISWORTHATHOUSANDWORDS:USING

COMICS TO REFLECT ON STRESS IN MEDICAL EDUCATION

Theresa C. Maatman1; Kathlyn Fletcher2. 1Medical College of Wisconsin,

Milwaukee, WI; 2Medical College of Wisconsin/Milwaukee VAMC, Tbd,

AL. (Control ID #2943374)

NEEDS AND OBJECTIVES: The act of reflective writing and subsequently

reading and listening has been linked to pedagogical outcomes such as pro-

fessional development, provider well-being and patient care skills. Reflection

is a national process for people. Reflection in the professional realm can lead

students to reflect on parts of the learning environment that feel oppressive,

their own personal distress and the program of study. This type of reflection

needs to be supported. This curriculum offered an environment for students

and residents to reflect on stress they encounter in their training and share with

their colleagues through drawing comics.

SETTING AND PARTICIPANTS: This curriculum was offered as a single

session within other courses at the medical school and within the internal

medicine intern retreat. Of the 7 sessions conducted, three were mandatory

sessions and the other 4 were elective courses. 5 sessions had less than 25

participants. The 2 remaining sessions had more than 25 participants.

DESCRIPTION: Length of session 75-120 minutes, based on of time

available. Participants then had 30-60 minutes to draw a comic about

a stressful encounter. Then 20-30 minutes for discussing their work

with their colleagues.

EVALUATION:A total of 225 students and residents participated. There were

12 First year students (M1), 55 second year students (M2), 92 third year

students (M3), 29 fourth year students (M4), and 37 first year internal medicine

residents (PGY-1). The total number of students reporting reflection was 168

(74%). In sub analysis, 148 participants were in a mandatory session; 97 (66%)

reported reflection. 77 participated in an elective session; 71 (92%) reported

reflection. 91 of 101 (90%) of participants in small group sizes reflected

compared to 77 of 124 (62%) in large groups. Overall, 43 (19%) reported

drawing something they had not shared previously with anyone else. 128

(57%) of participants reported difficulty drawing. There was no correlation

with years of training. 23 (79%) of M4s reported difficulty drawing compared

to 49 (53%) of M3s and 15 (41%) if PGY-1. 74 (33%) reported difficulty

brainstorming.

DISCUSSION / REFLECTION / LESSONS LEARNED: Overall, the

course had high satisfaction with students. Additionally, the course success-

fully promoted reflection among students. This course has best results as a

small group class and elective. There was no difference in difficulty with

drawing based on the grade level of the participant that one might expect if

years of training inhibited their drawing ability. Interestingly the PGY-1s had

less difficulty with drawing. This may be due to differences in expectations

from students and residents. Among lessons learned was the timing of the

sessions. The two large group sessions finished earlier with their drawings than

the smaller groups sessions. In future renditions if the course is for a large

group then would consider limiting the session to one hour, for a small group

would consider a 90 minutes. No group has taken the entire 120 minutes to

complete the curriculum.

A TRIPLE THREAT: DEVELOPING A CLINICAL INFORMATICS

ROTATION TO IMPROVE RESIDENT INFORMATICS KNOWL-

EDGE, INCORPORATE SYSTEMS BASED PRACTICE, AND EX-

POSE RESIDENTS TO A RAPIDLY GROWING FIELD Eugene E.

Lee; Catherine M. Chin; Aravind Mani. Sutter CPMC, San Francisco, CA.

(Control ID #2942960)

NEEDS AND OBJECTIVES: Currently there are only 25 AMIA accredited

informatics fellowships, none are based in community hospital settings, thus

limiting resident exposure to informatics. Using our healthcare informatics

department, we developed a novel clinical informatics rotation in a non-

university based setting to strengthen resident education of informatics.

SETTING AND PARTICIPANTS: At Sutter Health, the healthcare infor-

matics department is vast spanning 5 ambulatory medical foundations as well

as 24 acute care hospitals. We have the largest instance of Epic™ in the United

States with over 3 million active patient records. Our residency program is

medium-sized with 56 residents including 14 preliminary residents and 43

categorical residents, all of whom could chose the clinical informatics elective.

DESCRIPTION: A two week long informatics elective was created in the fall

of 2017. The curriculum included didactics given by and interviews with

physician and nurse informaticists, literature review focusing on seminal

articles, self-directed learning modules, and participation in system-wide in-

formatics team meetings.

EVALUATION: To assess resident rated knowledge of the field, understand-

ing of the healthcare system integration in informatics, integration with QI, and

interest in clinical informatics as a career choice, pre- and post-rotation surveys

(utilizing a Likert scale) were done. Three residents (n=3) have participated at
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the time of abstract submission and their results were analyzed using a paired t-

test. There were statistically significant improvements in self-rated knowledge

of informatics (p<0.05), understanding of operational integration of clinical

informatics with our healthcare system (p<0.05), and understanding of the use

of informatics in QI (p<0.05). Interest in informatics was already high and

showed non-statistical improvement after the elective.

DISCUSSION / REFLECTION / LESSONS LEARNED: Through a sim-

ple integration with a large clinical informatics department, the creation of an

informatics elective has shown promise. It has improved resident assessed

knowledge of informatics, the integration of informatics with the operation of a

large healthcare system, and the use of EHR data in QI. Furthermore, it has

given our residents much needed exposure to a rapidly growing field that

enhances healthcare delivery through its application in quality improvement

(QI) and population management, predictive analytics, and clinical decision

support. For our residency program, it has helped us diversify our elective

choices beyond the classic internal medicine subspecialties. While our initial

numbers are small, we anticipate collecting more data over coming months

with an additional 8 residents in this academic year.

ADDRESSING SUBSTANCE USE AS PART OF USUAL CARE: IN-

CORPORATING DEDICATED CURRICULAR ACTIVITIES INTO

INTERNAL MEDICINE RESIDENCY PROGRAMS Sandeep Kapoor1,

2; Jeanne Morley3, 2; Megan O'Grady4; Jennifer Verbsky1, 2; Magali M.

Parisien1, 2; Jason Ehrlich1, 2; Nancy Kwon2; Jonathan Morgenstern2; Joseph

Conigliaro1, 2. 1Northwell Health, New Hyde Park, NY; 2Zucker School of

Medicine at Hofstra/Northwell, Hempstead, NY; 3North Shore University

Hospital, Northwell Health, Great Neck, NY; 4The National Center on Addic-

tion and Substance Abuse, New York, NY. (Control ID #2946496)

NEEDS AND OBJECTIVES: National data shows that 1 out of 7 patients

aged 12 and over currently have a substance use disorder, totaling close to 40

million people (CASAColumbia 2012). This epidemic places demands on the

healthcare system to evolve and incorporate patient centered, evidence-based

practices to address substance misuse. Traditional health professional training

devotes very little time on skills necessary for screening and intervening with

patients for alcohol and substance misuse issues (Ram 2016), and given the

enormity of the social and financial costs associated with substance use

disorders, it is imperative that the next generation of medical professionals

develop this basic competency.We are at a crossroads where we can effectively

diversify the current educational infrastructure to improve knowledge, compe-

tency and comfort in response to the evident demands and needs of our

communities and patients.

SETTING AND PARTICIPANTS: The Internal Medicine residency pro-

grams selected are part of a large integrated health system within New York

State, spanning three counties, with varying patient populations. The in-service

sessions were 60 minutes in length during an ambulatory week and included

PGY1 - PGY3 residents.

DESCRIPTION: We incorporated an interprofessional approach led by divi-

sion faculty and SBIRT Health Coaches. Building on the clinical framework of

an established Screening, Brief Intervention, and Referral to Treatment

(SBIRT) program, the residents we educated on the prevalence of substance

use/addiction, their role in the team-based SBIRT efforts, and the communica-

tion strategies they can to address substance use with patients incorporating an

humanistic approach. The intent was not to develop new skills, instead, we set

out to focus on fine tuning basic empathy and communication skills to better

normalize conversations and manifest a non-judgmental and non-

confrontational affect. The interactive session focused on the Brief Negotiated

Interview (D'Onofrio 1996), with built-in peer to peer role play, and think-pair-

shares.

EVALUATION: The sessions were evaluated with pre-session (n= 136) and

post-session (n= 125) qualitative and quantitative surveys consisting of 13-

item Likert scaled questions and one open ended question. Quantitative survey

data was analyzed using t-tests. Briefly, following the session, residents were

more likely to agree substancemisuse is a problem among their current patients

(3.7 vs. 4.05 on 1-5 Likert scale, p<0.001), patients in their practice will be

comfortable discussing their substance use (3.15 vs. 4.38, p<0.001), and

screening for substance misuse can lead to improved patient outcomes (4.16

vs. 4.5, p<0.001).

DISCUSSION / REFLECTION / LESSONS LEARNED: We designed,

implemented, and evaluated a dedicated session for medical residents on

substance misuse screening and intervention. Evaluation data suggests the

curricular experience enhanced resident knowledge, and confidence in prac-

ticing refined techniques to better address substance use as part of usual care.

ADDRESSING THE PROXIMAL CAUSE OF HOSPITALIZATION:

TEACHING RESIDENTS TO DIAGNOSEAND TREAT SUBSTANCE

USEDISORDERS IN THE INPATIENT SETTINGAyesha A. Appa; Sara

L. Jackson; Terry Chen; Dawn Taniguchi. University of Washington, Seattle,

WA. (Control ID #2946014)

NEEDS AND OBJECTIVES: The marked rise of death and disability due to

opioid use disorder (OUD) has thrust the medical community's treatment of

pain and addictionmedicine into the spotlight. Like many others, our academic

institution has rapidly grown our resident curriculum related to addiction

medicine to meet this need, though the educational focus has been on an

outpatient curriculum. Additional focus is needed on the inpatient setting for

two reasons: 1) residents spend the majority of training taking care of hospi-

talized patients, and 2) inpatients with substance use disorders (SUD) represent

a unique clinical opportunity to address the root cause of their hospitalization.

Our aim is to improve patient care by increasing access to SUD treatment for

this vulnerable population by designing a just-in-time teaching session for

inpatient interns at Harborview Medical Center.

SETTING AND PARTICIPANTS: Harborview is a cornerstone of the Uni-

versity of Washington's Internal Medicine program with the largest number of

rotating residents at any given time (n=20 PGY1s per month), and also is the

county's safety net hospital serving a primarily low-income, marginally

housed, and/or immigrant population.

DESCRIPTION: "Intern Report" is a once weekly small-group teaching

session run by the Chief Resident. A case-based teaching session run on the

second day of the rotation was developed with the following learning objec-

tives: Demonstrate ability to take a high-yield substance use history that will

inform management Recognize alcohol & opioid use disorder based on DSM

V criteria Understand role of methadone & buprenorphine in treating opioid

withdrawal and OUD Understand role of naltrexone in treating alcohol use

disorder

EVALUATION: Participants are surveyed just prior to the session and then

again following completion of their rotation. The assessment includes demo-

graphic information, learner attitudes, and confidence related to diagnosing and

treating SUD. Selected initial results related to OUD education are reported
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here: At baseline, fewer than half of interns felt comfortable diagnosing OUD.

Prior to the intervention, 44% reported that they offered opioid agonist treat-

ment for withdrawal at least half of the time, which increased to 67% on post-

test. The proportion of interns who reported prescribing opioid agonist therapy

in the hospital increased from 1/3 to 2/3 between pre- and post-intervention

study. Most (89%) agreed that opioid addiction is a treatable illness, though

only 44% reported connecting inpatients with OUD to outpatient therapy,

which was unchanged after the intervention.

DISCUSSION / REFLECTION / LESSONS LEARNED: We found that

residents are most comfortable treating the medical sequelae of addiction

(endocarditis, cellulitis, etc.), and that addressing SUD as a proximal cause

of hospitalization is a frame-shift that is challenging. However, this innovation

may provide support for the concept of just-in-time teaching related to an

important social determinant of health in an inpatient context.

ALIGNING INTERN QUALITY IMPROVEMENT PROJECTSWITH

ACCOUNTABLE CARE ORGANIZATIONAL GOALS Richard

Cartabuke1; Stacey E. Jolly2; Catherine Fleisher3; Jessica Donato4. 1Cleveland

Clinic, Painesville, OH; 2Cleveland Clinic, Cleveland, OH; 3Cleveland Clinic

Foundation, Cleveland, OH; 4Cleveland Clinic, Beachwood, OH. (Control ID

#2944949)

NEEDS AND OBJECTIVES: The alignment of improvement efforts with

institutional goals is a fundamental tenet of quality improvement (QI) work.

With a growing number of academic medical centers joining accountable care

organizations (ACOs), population health goals and metrics are clear institu-

tional priorities. We sought to teach QI while engaging trainees in population

health efforts by creating a novel ambulatory QI curriculum for PGY1 internal

medicine interns focused on experiential learning with a goal to complete

individual QI projects targeted at institutional ACO goals.

SETTING AND PARTICIPANTS: 50 PGY1 internal medicine interns par-

ticipate in a 4+1 curricular structure at a large academic medical center in

which one of every 5 weeks is dedicated to their ambulatory continuity clinic.

DESCRIPTION: We developed a formal ambulatory QI curriculum to intro-

duce PGY1's to QI methodology that combines didactic instruction with a core

experience of the completion of individual QI projects. We allotted 75 minutes

for each ambulatory QI session per ambulatory week with a total of 5 sessions

over the course of the curriculum. Each session includes 9-11 interns and

consists of 20-25minutes of didactics on fundamental QI principles, followed

by 35-45minutes of project work, during which trainees apply their new QI

knowledge to their projects and can discuss in real-time with a faculty member

who has QI experience. Each intern selects 1 of 4 projects focused on specific

ACO goals for our institution including obesity, hypertension, diabetes, and

statin therapy.

EVALUATION: The final deliverable at the completion of the curriculum will

be a completed QI project digital packet. Each packet will be assessed by core

faculty to ensure competency in keyQI methodology using a packet evaluation

rubric. Quantitative data for the specified ACO metrics will be monitored

through our institutional ambulatory care dashboard for each PGY1.

DISCUSSION / REFLECTION / LESSONS LEARNED: The prescriptive

project options were an effective mechanism to guide novice learners through

an introductory QI educational experience and provided a unique opportunity

to engage interns with institutional priorities in clinic. The alignment of intern

QI projects with ACO goals provided opportunities for meaningful panel

management, continuity clinic data analysis and creative improvement efforts.

Our hope is to impact the quality metrics longitudinally for resident patient

panels, which has its challenges in a 4+1 curricular structure given the infre-

quency with which they have access to their patients (every 5 weeks at most)

and the way in which staff and residents are assigned to patients. However with

system changes and the ability of our trainees to be identified as resident

primary care physicians, we were able to obtain QI metrics for interns to allow

for meaningful QI work. Furthermore, improvement in autonomy for trainees

will increase as they actively manage their patient panels with staff oversight

and experience the learning of their ambulatory QI project, which may lead to

better patient outcomes.

AM I BIASED? USING THE IMPLICIT ASSOCIATION TEST TO

START THE CONVERSATION AMONG INTERNAL MEDICINE

RESIDENTS Sarimer Sanchez1; Jaya Aysola2. 1Hospital of the University

of Pennsylvania, Philadelphia, PA; 2University of Pennsylvania, Philadelphia,

PA. (Control ID #2938852)

NEEDS AND OBJECTIVES: Unconscious bias has detrimental effects on

the propagation of health care disparities. Although there is prior work on

implicit bias training within undergraduate medical education, we are unaware

of educational curricula on the role of implicit bias in health care within

Graduate Medical Education (GME). The objective of this study was to design

and evaluate a pilot educational intervention for medical residents on implicit

bias in health care.

SETTING AND PARTICIPANTS: We piloted this educational intervention

among Internal Medicine trainees (n=20) during noon conference. The study

team consisted of a housestaff, faculty mentors, and qualitative research staff.

We recruited a faculty speaker with expertise in health care disparities to lead

these discussions and provided them with a facilitator guide.

DESCRIPTION: This intervention began with participants taking the Race

Black-White Implicit Association Test (IAT) individually, followed by a 45-

minute facilitated discussion, which was audio recorded, transcribed, and

coded for emerging themes. Participants completed a survey evaluating their

knowledge before and after the intervention and their perceptions and feedback

of the educational activity.

EVALUATION: We conducted a mixed methods evaluation of this educa-

tional intervention that included an analysis of the survey data and transcripts

of the facilitated session. Participants reported thinking about their implicit

biases more frequently after our session (p<0.001) and increased awareness

that their IAT results could impact their healthcare practices in the future

(p=0.007). They reported perceiving health care disparities more often within

their department after this intervention (p =0.015). Key themes that emerged

were resident attitudes towards their implicit biases, the interplay of implicit

bias with pattern recognition and its effect on care delivery, and the need for

further skills-based training to combat bias. As one trainee noted: "I think

biases are just like our brain trying to put together random facts and trying to

make a pattern, and that's what we do as physicians - pattern recognition...the

problem with biases is sometimes these pattern recognition processes are

wrong, but a grand majority of our pattern recognition processes are correct.

That's why we're able to function as humans and as physicians."

DISCUSSION / REFLECTION / LESSONS LEARNED: Our results sug-

gest that an educational intervention on implicit bias, with use of the IAT and

facilitated discussion, can increase residents' awareness of their own biases and
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increase perception of health care disparities. Our findings suggest that the

discussion of implicit bias at the GME level may require a deeper assessment

of implicit cognitive processes and the role pattern recognition plays in medical

decision making in the growing clinician. Our study, while limited to a sole

residency program, suggests that taking the IAT is an effective way to start the

conversation on implicit bias among medical residents.

AN ALTERNATIVE APPROACH TO LEARNING POPULATION

HEALTH: INCREASING EDUCATIONAL OPPORTUNITIES

THROUGH ONLINE LEARNING Shira Yun1; monica lypson2. 1Univer-

sity of Michigan, Lansing, MI; 2University of Michigan, Ann Arbor, MI.

(Control ID #2928609)

NEEDS AND OBJECTIVES: National organizations including the National

Academy of Medicine, the AAMC, the ACGME, and CDC have emphasized

the inclusion of population health in undergraduate medical education curric-

ular reform to create a workforce equipped to address the nation's health needs.

Integrating population health poses both unique challenges and opportunities

for innovation. To address the need for educational initiatives in population

health at our institution, we piloted a two-week online elective that uses online

data resources for experiential learning.

SETTING AND PARTICIPANTS: The course was offered on a rolling basis

as an elective to clinical medical students at the University of Michigan

Medical School.

DESCRIPTION: The course provided an introduction to population health.

Using instructional design principles, course objectives and content were

delivered online through multimedia content including readings, videos, exer-

cises, and personal reflections.

EVALUATION: Students were assessed using short reflections, short answer

responses, and multiple-choice questions, after exploring state, local and

federal sources for data related to posed inquiries. Students' confidence,

knowledge, and opinions were obtained before and after completion to mea-

sure course impact.

DISCUSSION / REFLECTION / LESSONS LEARNED: To date, 89% of

students felt more confident or very confident with population health concepts.

Students reported feeling more knowledgeable about population health. Notable

themes in reflections include: a) better understanding of their own biases, b)

increased appreciation of social, economic, and behavioral determinants of

health, c) greater confidence discussing barriers to care and community re-

sources, and d) greater awareness of local and national policy. Students offered

interventions to their future practice such as utilizing community health workers

and developing a stress reduction seminar. Student opinion on the importance of

population health did not change as all of the students indicated its importance

prior to the course. This highlights both a potential selection bias in course

participants (an elective) andmay have implications for the generalizability of the

course. Other limitations include the small student sample size given the time

frame, lack of real time feedback and ability to discuss nuanced topics.

AN EXPERIENCE IN USING ONLINE TOOLS TO EDUCATE PRI-

MARY CARE PHYSICIANS AND STAFF IN THE PRINCIPLES AND

PRACTICE OF VALUE-BASED CONTRACTING Scott Joy; Casey

Wetherbee; Vicki Meade; Chelsea Parsons; Karen Green; Kevin Roberts.

HealthONE, Denver, CO. (Control ID #2936782)

NEEDS AND OBJECTIVES: Few programs exist to educate community

based physicians and practices on the principles of being in a Clinically

Integrated Network (CIN) and how to succeed in value based contracting.

SETTING AND PARTICIPANTS: Our non-employed CIN in Denver, Col-

orado consists of 76 practices and 195 providers (37 (19%) Pediatrics, 63

(32%) Internal Medicine, and 95 (49%) Family Medicine.

DESCRIPTION: Our integrated network of primary care practices (Rose

Integrated Health Network, RIHN) formed a primary care advisory committee

(PCAC) tasked with creating a yearly scorecard to measure individual practice

performance in the CIN. Practice performance as measured by the scorecard

would be used to determine the financial bonus a practice would receive for

participating in the CIN value based contracts. The scorecard consisted of 4

areas of measurement: Citizenship, Clinical Excellence/Utilization, Preven-

tion, and Disease Management, with Citizenship carrying the highest weight

(40%) of the metrics in the scorecard. Metrics within Citizenship needed to for

the practice to achieve the target included participation in live, CME, CIN

Roundtable events and reading a monthly e-mail newsletter and completing an

attached quiz. The educational content of the monthly e-mail newsletter was

created by CIN staff using Salesforce marketing. Content focused on the 4

areas of the scorecard with emphasis on reviewing educational material

discussed during the live Roundtable events. Using resources within the

Salesforce marketing tool, CIN staff can review how many recipients opened

the e-mail newsletter, howmany completed the quiz and quiz score, and which

topics were most often reviewed.

EVALUATION: Over a 5 month study period (July-November 2017) an

average of 248 recipients received the CIN educational e-mail, and an average

of 49.6% of the recipients opened the e-mail. For recipients who opened the e-

mail, an average of 52% clicked on at least 1 topic, and an average of 31%

completed the required quiz, with an average score of 83%. The top 3 most

common topics accessed from the monthly e-mail were information related to

Annual Wellness Visits, Hierarchical Condition Categories/Risk Adjusted

Factors (HCC/RAF), and practice spotlights, which were featured examples

of successful practice transformations within our CIN. The 3 topics that were

accessed the least were Pediatric URI, Pediatric Influenza, and Transition Care

Management.

DISCUSSION / REFLECTION / LESSONSLEARNED: The use of e-mail

to push education to community based practices and physicians on topics

related to value-based contracting was successful, with nearly 50% of recipi-

ents opening the e-mail. The use of this tool provides CIN administrators and

staff the ability to tailor the educational material to meet the needs and interests

of participating practices and physicians. Pediatric topics were least likely to be

accessed, but likely is a result of the make-up of the CIN in regards to

percentage of Pediatric, Family Medicine and Internal Medicine practices in

the network.

AN INNOVATION FOR CLINICALTEACHING - AVISUAL AID TO

DEMONSTRATE BEDSIDE ASSESSMENT OF THE JUGULAR VE-

NOUS PULSE Douglas E. Wright. Massachusetts General Hospital, Man-

chester, MA; Harvard Medical School, Boston, MA. (Control ID #2907407)

NEEDS AND OBJECTIVES: The bedside estimation of central venous

pressure (CVP) using the jugular venous pulse remains one of the most

challenging aspects of the physical exam. It is also challenging to teach. Part

of the difficulty that many trainees have is in conceptualizing what is being
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estimated, which is the vertical distance between the mid-right atrium and the

top of a column of blood in the neck veins. Second, the relationship between

the sternal angle and the mid-right atrium is not clear to many learners.

Although many of us have been taught that the sternal angle is 5 cm above

the mid-right atrium in most patients, this approximation is only true when

patients are fully supine. My objective in making a visual aid to demonstrate

bedside assessment of the jugular venous pulse was to make it much easier for

trainees to understand what they are assessing when they look at the neck

veins, and how the height of the venous pulsations in the internal jugular vein

(or in the external jugular vein in many patients) can be used to estimate the

CVP.

SETTING AND PARTICIPANTS: I hope to attract participants who teach

the physical exam at the bedside and who have found teaching the estimation

of CVP challenging. I anticipate an interactive session in which participants

can work with the model, which is adjustable and dynamic.

DESCRIPTION: I devised a physical model to aid in teaching the bedside

evaluation of the jugular venous pulse. The model uses a full-scale saggital CT

image of a patient that shows the right atrium, superior vena cava (SVC), and

internal jugular vein (IJV). A clear plastic tube that follows the course of the

SVC and IJV is built into the model - this tube contains venous "blood" that is

connected to a reservoir with a manometer and can be adjusted to any CVP by

adding or removing fluid. The model pivots on themid-right atrium to simulate

various bed angles. It has two lasers that transmit horizontal beams that mark

the vertical height of the mid-right atrium and the sternal angle of Louis. With

this model, it is easy to demonstrate that the common teaching that the mid-

right atrium is 5 cm below the sternal angle of Louis is usually wrong. It is also

easy for learners to visualize how to properly estimate the CVP using the JVP.

EVALUATION: The JVP model has not been formally evaluated. I have used

it on ward teaching rounds on several occasions, and in a large

teaching session for residents and students. Trainees have uniformly

said that the model gave them a much better understanding of how we

estimate CVP. I plan to devise qualitative testing of learners before

and after training with the model.

DISCUSSION / REFLECTION / LESSONS LEARNED: To my knowl-

edge, use of a physical model to demonstrate how to teach the clinical

assessment of the jugular venous pulse and to estimate patients' CVP in

different positions has not been attempted. The current model, developed

specifically for teaching this part of the physical exam, can be used to

accelerate learners' understanding of the relevant anatomy and fluid dynamics

that underlie estimation of CVP.

AN INTEGRATED EVIDENCE-BASED MEDICINE CURRICULUM

FOR INTERNAL MEDICINE RESIDENTS Carmen Vesbianu1; Kristin

Rodriguez2. 1Oklahoma University, Tulsa, Jenks, OK; 2University of Oklaho-

ma School of Community Medicine, Tulsa, OK. (Control ID #2941977)

NEEDS AND OBJECTIVES: Evidence-based medicine (EBM) is tradition-

ally taught as an independent topic in the context of journal clubs or other

literature-based curricula. The success of this format is limited and fails to

translate to clinical teaching. We developed a didactic and experiential EBM

curriculum and integrated it into an already established ambulatory didactic

session. We aimed to teach residents how to: 1) appraise and understand

medical literature, and 2) incorporate this knowledge in individualized patient

care.

SETTING AND PARTICIPANTS: Participants included all PGY-1, 2, and 3

Internal Medicine residents (n=30). The curriculum was delivered during the

+1 ambulatory week and consisted of one hour-long noon session per week.

All sessions were led by one faculty member.

DESCRIPTION: We introduced the curriculum in July 2017. As part of the

ambulatory didactics, residents and a faculty member review a clinical topic at

the beginning of each week. An article is selected in accordance with the topic

studied that week and appraised during the EBM session. We used two

educational strategies to deliver our curriculum: didactic and experiential. We

utilized JAMAevidence® as the framework for the didactic portion which

included: building a searchable question, performing efficient literature search,

assessing validity, magnitude and relevance of a study, etc. Each didactic

session was followed by an interactive workshop where residents had the

opportunity to immediately apply the knowledge acquired and answer the

clinically-generated question.

EVALUATION: Evaluation included resident knowledge using the validated

Fresno test and a self -perception of EBM skills questionnaire. Residents were

asked to self-assess their level of confidence in basic EBM skills prior to

beginning of the curriculum and 6 months after the introduction of the curric-

ulum. A paired two sample t-test for means was used to determine the

difference in pre- and post-test scores. There was a significant improvement

in the pre- and post- self-perception scores from 3.62 to 3.89 (P=0.05). The

post- knowledge test will be administered in January.

DISCUSSION / REFLECTION / LESSONS LEARNED: EBM training

can be successfully implemented and integrated in an ambulatory didactic

venue. Our curriculum is delivered in a small group format, is linked to a

clinical background, and uses an interactive, hands-on learning strategy. The

sequence of medical topic overview followed by critical appraisal of a related

article has been appealing to the residents.

AN INTERDISCIPLINARY HUDDLE TO IMPROVE TRANSITIONS

OF CARE IN A DISCHARGE CLINIC Amber-Nicole Bird1; Rachel K.

Miller1; Judy A. Shea2. 1University of Pennsylvania, Philadelphia, PA; 2Uni-

versity of Pennsylvania, Philadelphia, PA, PA. (Control ID #2945818)

NEEDS AND OBJECTIVES: This study aimed to describe resident comfort

and knowledge regarding transitions of care in the outpatient clinic and pilot an

interdisciplinary transitions of care curriculum for Internal Medicine residents.

SETTING AND PARTICIPANTS: This is a single center study involving

Internal Medicine residents in their second and third years of residency

training.

DESCRIPTION: Healthcare reform is increasingly focused on hospital read-

mission rates. While many may be unavoidable, studies have associated

preventable readmissions with failed handoffs and delay to outpatient follow-

up. There are few standardized curricula to educate residents on transitions of

care from the outpatient perspective. Initial needs assessment data of residents

rotating through a dedicated discharge clinic had a response rate of 91.7%

(N=24) and identified that 93.4% of residents received no formal education

regarding care provided during a hospital discharge visit. This educational

intervention used needs assessment data on resident comfort and knowledge

regarding transitions of care in the outpatient clinic to pilot a novel inter-

disciplinary transitions of care curriculum for residents.

EVALUATION: Initial knowledge assessment found that the majority of

residents could appropriately identify common sources of adverse events
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following hospital discharge (77.3% N=22) and roles of home health team

members in post-discharge care (81.8%). Residents felt confident communi-

cating the details of a complex hospital course to a patient (81.8%) or subse-

quent provider (77.3%). Over half of residents felt confident identifying

individual patient risk factors for adverse events at the time of hospital

discharge visit (54.5%). However, very few residents reported feeling confi-

dent when needing to identify clinic resources (13.6%) or community re-

sources (9.10%) available to a patient at the time of a discharge visit. Few

residents felt confident coordinating care with an interdisciplinary team

(36.3%) or leading an interdisciplinary team meeting to discuss care for a

patient after discharge (45.5%). Based on the above data an interdisciplinary

team huddle was piloted in the summer of 2017 involving a team of Internal

Medicine residents, attending, pharmacists and pharmacy students, and a

transitional care nurse. This huddle aimed to highlight the roles of individual

team members and create a collaborative space for identification of individual

patient risk factors for adverse events following hospital discharge. Outcome

data collection is ongoing.

DISCUSSION / REFLECTION / LESSONS LEARNED: Internal Medi-

cine residents can identify common adverse events encountered after hospital

discharge, but do not feel confident identifying these risk factors in the

outpatient clinic. Residents need further exposure to interprofessional teams

in the outpatient clinic to increase confidence in collaborative care at the time

of the hospital discharge visit. Work is ongoing to identify the impact of an

interdisciplinary huddle on resident knowledge and confidence in outpatient

transitions of care.

AROUND THE DINNER TABLE: ENHANCING RESIDENTS' PREP-

ARATION TO TREAT COMMON MENTAL HEALTH CONCERNS

IN THE PRIMARY CARE SETTING Elizabeth T. Toll. Warren Alpert

Medical School of Brown University, Providence, RI. (Control ID #2942622)

NEEDS AND OBJECTIVES: Needs: Psychological needs of urban clinic

patients present perpetual challenges for residents. Internal Medicine and

Internal Medicine-Pediatrics ("Med-Peds") residents generally receive training

in using medications to treat mental health concerns but little instruction in

basic psychotherapy techniques. This project addressed this gap. It also offered

an opportunity for residents to learn with peers and faculty in an informal

setting and to gain a deeper understanding of the patient-physician relationship

by listening to their patients' experiences. Objectives: To create a venue for

Med-Peds residents to: -Learn basic psychotherapy skills -Understand how

mental health and primary care visits differ -Identify patients suitable for

mental health treatment with their primary care resident-physician -Treat 2 of

their own patients with psychotherapy techniques -Evaluate the effectiveness

of the treatment from the perspectives of patients and residents

SETTING AND PARTICIPANTS: Across 9 months, 1 Med-Peds attending

and 2 attending psychiatrists met monthly with 7 Med-Peds residents for a 2

-hour class over dinner.

DESCRIPTION: Prior to class, residents read an article about a psychotherapy

technique. During the 1st hour, faculty explored that skill. During the 2nd hour,

residents presented cases for discussion and supervision by the faculty and

group. Residents identified 2 of their clinic patients interested in treatment, 1

for a treatment of 1-2 visits and 1 for a treatment of 3-8 visits. The Med-Peds

attending reviewed all visit notes. Faculty were available for phone consults

throughout.

EVALUATION: Before and after the 9-month course, residents completed

questionnaires about their interest in participating in the project and its educa-

tional value. Before and after treatment, residents and patients completed

questionnaires about the patient's reasons for seeking mental health treatment

with their resident and the effectiveness of the treatment.

DISCUSSION / REFLECTION / LESSONS LEARNED: Residents and

patients responded positively to the project. Residents enjoyed learning with

peers and faculty in a relaxed setting over dinner and found the psychotherapy

training valuable. They discovered most common mental health concerns

emerge from patients' lives. Making time to sit with patients, listen without

distraction, and reflect from different perspectives helps patients - and doctors.

Residents and patients felt patients improved with treatment. Both groups

would consider pursuing mental health treatment with their own physicians

(or patients) in the future.

ONLINE RESOURCE URL (OPTIONAL): none

BLENDED LEARNING IN A RESIDENT-AS-EDUCATOR CURRICU-

LUM Jessica Tischendorf1, 2; Melissa MacDonald3; Sara K. Johnson2. 1Wil-

liam S. Middleton Memorial VA Hospital, Madison, WI; 2University of

Wisconsin School of Medicine and Public Health, Madison, WI; 3University

of Wisconsin Hospital & Clinics, Madison, WI. (Control ID #2938000)

NEEDS ANDOBJECTIVES: Residents require mentored skill development

to become effective educators and many programs have implemented resident-

as-educator (RAE) programs to fill this need. At our institution, we pair a RAE

curriculum with a fourth-year student internship preparation course (IPC).

Residents learn and apply educator skills while developing a teaching session

for an IPC. We are developing an interactive website to streamline content and

allow high-fidelity dissemination among an expanded group of resident and

faculty educators.

SETTINGANDPARTICIPANTS: In 2015 and 2016, our curriculum piloted

with 10-14 medicine residents. In 2017, faculty from medicine, pediatrics and

family medicine facilitated the curriculum for over 40 residents. We anticipate

further multi-specialty growth in coming years.

DESCRIPTION: Our curriculum is informed by the principles of situated

learning, task deconstruction and peer feedback. Residents apply new knowl-

edge to development of an IPC teaching session, a process broken down into

discrete steps to allow frequent and individualized feedback. Peers provide

additional feedback on session development and delivery. Our curriculum,

facilitated by faculty and resident mentors, consists of two one-hour in-person

classes, asynchronous electronic feedback, and direct observation of teaching.

We designed a three-year scaffolded curriculum to provide residents with

graduated responsibility in curriculum design, evaluation and peer mentorship.

The first year emphasizes effectively structuring a teaching session and tenets

of feedback. Advanced classroom management techniques and principles of

assessment are taught in the second year. Third year residents mentor junior

educators. To streamline the curriculum and allow high-fidelity dissemination,

we are developing a website that will go live in 2018. The website houses

modules addressing educator skills with demonstration videos and brief

assessments.

EVALUATION: Resident self-assessment of teaching skills improved with

our curriculum, with gains in the ability to develop learning objectives,

appreciation of different teaching methods, developing a framework for
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feedback, providing constructive feedback to peers, and developing an evalu-

ation tool. Medical student self-report of preparedness to address topics taught

by residents in the IPC were at least as high as those topics taught by faculty

and sessions taught by residents were rated at least as highly as those by

faculty. Teaching sessions are directly observed by faculty using a semi-

structured feedback tool shared after their sessions. Assessment of the program

website will begin in 2018.

DISCUSSION / REFLECTION / LESSONS LEARNED: Residents can

develop teaching skills in a blended curriculum that limits often difficult to

coordinate face-to-face instruction. Our curriculum website will allow high-

fidelity dissemination to an expanded group of residents and faculty in 2018.

While focused on the classroom-based teaching skills of residents, our curric-

ulum could easily be adapted to other venues and faculty development pro-

grams.

BLUEPRINT TO BEDSIDE: BRIDGING MEDICAL RESIDENTS

AND ENGINEERING STUDENTS Michelle-Linh Nguyen1; Joseph T.

Samosky2; Alan D. Hirschman2, 3; Jennifer Corbelli1. 1University of Pittsburgh

Medical Center, Pittsburgh, PA; 2University of Pittsburgh Swanson School of

Engineering, Pittsburgh, PA; 3University of Pittsburgh, Pittsburgh, PA. (Con-

trol ID #2940726)

NEEDS AND OBJECTIVES: Successful medical design and innovation

requires effective interdisciplinary collaboration between physicians and engi-

neers. Despite this need, structured educational partnerships between programs

in medicine, engineering, and design are rare. The value in these collaborations

seems inherent, yet their outcomes are unmeasured. We describe initial steps

and strategies to build and evaluate a structured educational partnership be-

tween a medical residency and a bioengineering program.

SETTINGANDPARTICIPANTS:University of Pittsburgh Swanson School

of Engineering and University of Pittsburgh Medical Center's Internal Medi-

cine Residency Program, one medicine intern, four engineering students, two

bioengineering faculty members, and one general internal medicine faculty

member.

DESCRIPTION: This innovation describes a mentored experiential research

collaboration in which a medical resident serves as a clinical mentor for

engineering students within an established educational program. This particu-

lar collaboration addressed delirium prevention in the acute hospital setting

through the course Medical Product Ideation (BIOENG2150). The medical

intern introduced the clinical need and facilitated opportunities for the engi-

neering students to interview key stakeholders. The engineering students

learned collaboration skills and employed Design Thinking methodology to

ideate and rapidly test the feasibility and impact of solutions, narrowing their

focus to a final prototype. The medical intern provided feedback and attended

their final presentation, learning about design methodology and market re-

search along the way. Overall time allocated by medical intern was eight hours

over four months.

EVALUATION:We define success as an increase in the reported likelihood of

residents pursuing collaborations with engineers and designers, and vice versa.

For residents, this should occur without sacrifice of clinical training/aptitude

and wellness. We will also test whether engineering groups who work with

resident physicians have equal or greater clinical impact scores and likelihood

of pursuing their product past ideation when compared to groups who work

with faculty members.

DISCUSSION / REFLECTION / LESSONS LEARNED: This collabora-

tion required a minimal time investment and can be readily adapted within the

demands of clinical training in any residency program. Furthermore, expertise

in a specialized field was not required to facilitate an effective collaboration.

Rather, success was facilitated by the clinical mentor's ability and willingness

to connect engineering students with the appropriate stakeholders. The collab-

oration benefited from the medical intern's familiarity with design methodol-

ogy, and the educational infrastructure provided by BIOENG2150, which

allowed for a systematic and comprehensive approach to innovation. Future

stepsmay include creating a resource for residents that establishes expectations

for clinical mentors and introduces design thinking concepts, with the goal of

maximizing effective partnerships.

BRIDGING THE GAP: INTERDEPARTMENTAL GRADUATE MED-

ICAL EDUCATION QUALITY IMPROVEMENT AND PATIENT

SAFETY CURRICULUM CO-CREATED BY HOSPITAL LEADERS,

FACULTY, AND TRAINEES Julie Oyler1; Megan E. Miller2; Ajanta Patel3;

Mei Ming3; Vineet M. Arora1. 1University of Chicago Medical Center, Chi-

cago, IL; 2CaseWestern, Cleveland, OH; 3University of Chicago, Chicago, IL.

(Control ID #2936832)

NEEDS ANDOBJECTIVES: The Accreditation Council for Graduate Med-

ical Education's (ACGME) Clinical Learning Environment Review (CLER)

recommends clinical sites quality improvement/patient safety (QI/PS) educa-

tion is "developed collaboratively by QI/PS officers, trainees, faculty, and

staff." Few institutions report such curricula, particularly across departments.

University of Chicago faculty, hospital leaders, and resident/fellow champions

collaboratively designed an interdepartmental QI/PS curriculum to build train-

ee knowledge of core QI/PS principles and engage learners in institutional QI/

PS initiatives

SETTING AND PARTICIPANTS: The curriculum consisted of three ses-

sions: patient safety, quality assessment, and quality improvement. Faculty and

resident/fellow leaders taught foundational knowledge, and hospital leaders

discussed institutional priorities. Post-graduate year one (PGY1) residents

attended during existing conference times and completed experiential activi-

ties. Knowledge and attitudes were assessed using pre/post-tests; graduating

residents (PGY3-8) were historical controls. Event reporting was compared to

concurrent control group of non-participating PGY1s.

DESCRIPTION: In 2015-2017, 140 PGY1 from Internal Medicine (47%),

Pediatrics (33%), and Surgery (14%) participated in the three part curriculum.

112 (80%) residents completed both pre/post-tests.

EVALUATION: Overall knowledge scores improved (44% vs 57%,

p<0.01) and 72% of residents demonstrated increased knowledge.

PGY1 confidence comprehending quality dashboards increased (13%

vs 49%, p<0.01). PGY1 post-test responses were similar to PGY3-8

historic controls for accessibility of hospital leaders, filing adverse

event reports, and quality dashboards. There was a fourfold increase

in engagement by QI/PS-participating vs. non participating trainees in

event reporting (0.40 vs. 0.10, p<0.01).

DISCUSSION / REFLECTION / LESSONS LEARNED: CONCLU-

SIONSAn interdepartmental curriculum cocreated by hospital leaders, faculty,

and resident/fellow champions improved QI/PS resident engagement. The

curriculum improved PGY1 QI/PS knowledge, attitudes, and event reporting

skills
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ONLINE RESOURCE URL (OPTIONAL): https://cme.uchicago.edu/

pursuingexcellence2017#group-tabs-node-course-default1

BRINGING LIFE TO OUR PRIMARY CARE TRACK: PROMOTING

A PRIMARY CARE SCHOLARS PROGRAM TO DEVELOP ACA-

DEMIC GENERALISTS OF THE FUTURE Kirsten Feiereisel; Nancy M.

Denizard-Thompson; William Rice. Wake Forest University School of Med-

icine, Winston-Salem, NC. (Control ID #2944265)

NEEDS AND OBJECTIVES: The field of General Internal Medicine (GIM)

is unique in that it offers such a range of possibilities for career fulfillment. As

our country is re-evaluating health care and re-thinking primary care delivery

models, it is evident that we are in need of well-trained general internists. In

addition to preparing the primary care workforce of the future, it is equally

important that we promote the field of Academic GIM. Academic generalists

play key roles in research, education, leadership, patient safety, information

technology, and clinical care. However many residents are not aware of the

breadth of a generalist career. Therefore we aimed to enhance our Primary Care

Track (PC Track) by developing a Primary Care Scholars program to expose

residents early in training to facets of an academic generalist career.

SETTING AND PARTICIPANTS: The PC Track at Wake Forest Uni-

versity was established as a separate training program in 1986. Four

medical students are competitively accepted into the three-year pro-

gram through the National Residency Matching Program for a total of

twelve PC Track residents.

DESCRIPTION: Our redesign focused on four main priority areas: mentor-

ship, networking, scholarship, and enhanced clinical experience with some

opportunities supported by a donor fund. Each PC Track scholar is paired with

an academic generalist mentor who provides both clinical and career mentor-

ship. The scholars meet quarterly with academic GIM faculty for a journal club

and also at a faculty's home for a combined medical student, resident, GIM

faculty, and GIM leadership networking event. Scholarly work is developed in

partnership with their mentor to present locally at our residency Research Day

and to submit to the NC, ACP meeting and nationally to SGIM. In addition all

Primary Care Scholars attend aNational SGIMmeeting during their intern year

so that they can see first hand the opportunities for Academic GIM scholarship.

The PC Track residents have an enhanced continuity clinic experience across

two sites allowing them to provide care at an underserved clinic and an

academic private practice clinic.

EVALUATION: A comparison of the two years prior to implementa-

tion compared to the first two years of the program shows an increas-

ing number of residents who pursue a position in Ambulatory GIM.

From the graduating Primary Care Track classes of 2015 and 2016, 1

resident from each cohort pursued a position. From the graduating

classes of 2017 and 2018, 5 out of 7 have pursued a position in GIM.

A formal survey of the reengineered program is currently in process,

however verbal feedback sessions with the residents have yielded very

positive feedback on the impact of the changes.

DISCUSSION / REFLECTION / LESSONSLEARNED:Our reengineered

PC Track provides a Scholars Program through enhanced mentorship, net-

working, focus on scholarship and clinical experiences to promote Academic

GIM careers. Early feedback and career choice data suggest this may be an

effectivemodel to expose residents to the breadth of opportunities in GIM early

in their training.

BUILDING A LONGITUDINAL, INTERACTIVE HIGH VALUE

CARE CONFERENCE Jessica Donato1; Richard Cartabuke2; Ali Mehdi1.
1Cleveland Clinic, Cleveland, OH; 2Cleveland Clinic, Painesville, OH. (Con-

trol ID #2941937)

NEEDS ANDOBJECTIVES:Healthcare expenditures are projected to reach

20% of the United States gross domestic product by 2020. Despite the

Accreditation Council for GraduateMedical Education (ACGME) requirement

that residents show competency in incorporating "cost awareness and risk-

benefit analysis in patient care," many internal medicine programs still lack

formal value-based healthcare curricula. Furthermore, residents have histori-

cally received little training andminimal feedback on resource utilization in the

context of cost of care. Our aim was to create a longitudinal and interactive

high value care conference to address these deficits in our training program.

SETTING AND PARTICIPANTS: A monthly, case-based conference

targeting all post-graduate years (1-3) was implemented at a large internal

medicine training program.

DESCRIPTION: The conference begins with a brief case presentation on

common inpatient and ambulatory medical topics (syncope, acute low back

pain, pulmonary embolism). After case review, trainees divide into small

groups and complete a table adapted from the American College of Physicians

high value care initiative. This instrument guides a discussion around evalua-

tion andmanagement strategies. It prompts dialogue regarding benefits, harms,

evidence, charges and value (columns) of common diagnostic and

treatment options (rows) relevant to the case. The small groups then

report out to the larger group. The faculty lead reviews evidence-based

diagnostic and therapeutic strategies for the clinical topic. The charges

for the workup and management for our institution are subsequently

reviewed. The residents return to their small groups and reevaluate the

value of the tests and treatments based on their new understanding of

evidence and charges. Another large group report out follows. The

conference concludes with final recommendations and a review of

applicable Choosing Wisely recommendations.

EVALUATION: Four conferences have been successfully implemented. The

conference has been well-received and highly attended. Attendance has in-

creased from 26 resident attendees in the first session to 50-65 for the subse-

quent sessions, with increased attendance across all PGY classes. We are

planning a questionnaire during the sixth conference to further assess trainee

knowledge acquisition and attitudinal changes.

DISCUSSION / REFLECTION / LESSONS LEARNED: We believe that

our high value care curriculum has been successful because of the interactive

nature of the conference, enhanced by an instrument to guide small group

discussions and a faculty-led evidence-based medicine review. Our instrument

helps facilitate discussion of benefits, harms and evidence in addition to the

crucial review of cost of care and value that is integral to any effective high

value care curriculum. Trainees are prompted to learn and discuss value in

close conjunction with evidence-based medicine, which makes our interven-

tion highly effective. This provides trainees with both the knowledge and

stimulus to reflect upon their ordering practices and enhance their clinical

reasoning.

BUILDING A RESIDENCY WELLNESS PROGRAM THROUGH

ASSET-BASED COMMUNITY DEVELOPMENT Kevin Liou; Rebecca

Boas; Melissa Rusli; Angela Condo; Hana I. Lim. Weill Cornell Medicine/

NewYork-Presbyterian Hospital, New York, NY. (Control ID #2945764)
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NEEDS AND OBJECTIVES: Burnout among internal medicine (IM) resi-

dents has reached significant levels and culminated in serious consequences for

resident well-being and patient care. Efforts to prevent burnout have focused

on addressing "external" factors, such as scheduling and work hours, but

improvements have been limited. We experimented with a different approach

inspired by asset-based community development that focuses on the cultivation

of "internal" strengths to promote wellness.

SETTINGANDPARTICIPANTS: IM residents of all training levels atWeill

Cornell Medicine / NewYork-Presbyterian Hospital participated in our well-

ness program on a voluntary basis.

DESCRIPTION: In developing our program, we used the following concepts

from asset-based community development: 1) focusing on individual/

community assets, rather than problems/needs; 2) harnessing existing

resources/skills; 3) building grassroots-oriented initiatives; and 4) fostering

community connections. An introductory lecture-based session provided a

framework for cultivating strengths and highlighted potential community

resources. Subsequent interactive workshops equipped residents with creative

skills to harness their collective talents and to collaborate with community

partners to promote wellness. The initial result was a free massage/acupuncture

walk-in clinic, which later inspired a diverse array of other resident-driven

initiatives, including mindfulness sessions, painting workshops, workplace re-

design, museum trips, narrative medicine sessions, and partnerships with local

restaurants to develop healthier lunch options. Residents also collaborated with

the physical therapy department and staff from a local nursing home and

massage school to design workshops for an intern retreat featuring music/art

therapy, tai chi, yoga, and instruction on massage techniques.

EVALUATION: Anonymous surveys were distributed to residents who par-

ticipated in the massage/acupuncture walk-in clinic. The majority of residents

found the walk-in clinic to be effective at promoting stress relief and many of

them requested additional wellness activities. Qualitative responses highlight-

ed a wide range of benefits, including relaxation and sense of community. Most

frequently requested activities included mindfulness, yoga, nutrition, art, mu-

sic, and pet therapy. These positive responses led to the development of other

initiatives described above. A residency-wide survey will be distributed to

evaluate each initiative's effectiveness in reducing stress and teaching self-care

strategies. Results from this survey will guide future directions.

DISCUSSION / REFLECTION / LESSONS LEARNED: Instead of a top-

down, prescriptive approach centered on didactics, our program empowered

residents to collaborate with each other and work with community partners to

design wellness activities. Through resident-driven initiatives, our program

grew organically in a self-sustaining fashion. Interdisciplinary collaboration

resulted in multi-modal activities that could potentially appeal to a wide range

of interests and personalities.

BUILDING AN EXPERIENTIAL, TEAM-BASED AMBULATORY

QUALITY IMPROVEMENT CURRICULUM Jessica Donato; Catherine

Fleisher; Richard Cartabuke; Stacey E. Jolly. Cleveland Clinic, Cleveland, OH.

(Control ID #2944023)

NEEDS AND OBJECTIVES: Quality improvement (QI) is an essential

component of clinical practice, which requires training and effective education

in residency. Despite wide agreement on the importance of QI education in

graduate medical education (GME), a semiannual survey in our large internal

medicine training program found that only 47% of residents were involved in a

Quality-Patient Safety project in the preceding 6 months. We sought to create a

longitudinal, ambulatory QI curriculum focused on experiential learning and

completion of trainee-led, team QI projects.

SETTING AND PARTICIPANTS: 97 PGY2 and PGY3 internal medicine

residents participate in a 4+1 curricular structure at a large academic medical

center in which 1 of every 5 weeks is dedicated to ambulatory continuity clinic.

DESCRIPTION: We allotted 75minutes for each ambulatory QI session per

ambulatory week for a total of 5 sessions over the course of the curriculum.

Each session consists of 10-15 minutes of didactics with instruction on key QI

principles, followed by 45-55 minutes of teamwork in which the learned QI

methodology is applied to project work in real-time. Resident teams consist of

PGY2 and PGY3 residents, divided into teams of 3-6 trainees according to

their clinic sites, for a total of 4 teams per ambulatory week and 20 teams total.

Residents select their ownQI project topics, and each team is assigned a faculty

coach, who facilitates teamwork during each session.

EVALUATION: The curriculum utilizes session-based deliverables founded

onQI goals for each session. It then culminates with a team presentation during

the final session, which will be considered the final deliverable. Core faculty

will assess the resident team final presentations to ensure objectives and QI

competencies are met. A presentation rubric will be used for each team for

evaluation.

DISCUSSION / REFLECTION / LESSONS LEARNED: The logistics of

scheduling, team formation, longitudinal curricular and project time, and

trainee and faculty engagement are widespread challenges in creating success-

ful longitudinal QI curricula in GME. The ambulatory space is ideal given its

longitudinal curricular time and implicit team formation among many resident

clinic sites. Our team-based and trainee-led approach to QI projects was

essential in fostering trainee creativity, engagement and ownership, and edu-

cation in change management concepts through group experiential learning. A

faculty coach for each team provided additional value as an available resource

and to encourage accountability.

BUILDING PEER COMMUNITIES AND ENHANCING WELL-

BEING IN RESIDENCY THROUGH A SOCIAL MEDIA COMPETI-

TION Chloe Ciccariello1; Nicholas Iverson1; Kendra Moore1; Armond

Esmaili1; Emily Tsanotelis1; Anne Rohlfing1; Anne Ritchie1; Shirin Hemmat1;

Lily K. Stern1; Alexandra Steverson1; Larissa Thomas2. 1University of Cali-

fornia San Francisco, San Francisco, CA; 2University of California, San

Francisco at Zuckerberg San Francisco General, San Francisco, CA. (Control

ID #2946163)

NEEDS AND OBJECTIVES: Developing effective strategies to support

resident well-being is a national priority, and a supportive workplace commu-

nity can be protective against burnout. Drawing from prior evidence suggesting

that incentives and competition may enhance participation in well-being ini-

tiatives, we developed a novel, incentive-based community-building competi-

tion using a social media photo-sharing platform, with the following objec-

tives: - Enhance near-peer small group communities through friendly compe-

tition. - Explore the extent to which incentives would enhance participation in

community-building activities. - Describe ways that residents use a popular

social media platform for a well-being initiative.

SETTING AND PARTICIPANTS: The participants were 180 residents at a

large academic internal medicine residency program, including 10 resident

coordinators.
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DESCRIPTION:Within our residency we developed a structure of small, near

peer communities called "families," which are meant to provide support and

advice to promote well-being. Because this program is new, in order to

promote Family bonding, we launched a one month, resident-designed

photoscavenger hunt using a popular social media platform in December and

January, a time when morale is often the lowest. Residents earned points for

taking photos with their residency family members based on number of

residents in the photograph and creativity. These photos were posted on a

private social media account followed by the residents. At the end of the

competition, winning families received cash prizes to use for future family

events. This funding was crowd sourced from residency program leadership

faculty to support residency well-bring.

EVALUATION: To date, in the first ten days of the competition, 11 of 12

families have participated by posting 40 photos, and the social media account is

followed by 110/182 residents (60.4%). Complete descriptive analysis of use

of the social media platform and resident evaluation data will be available in

February 2017 and will be presented.

DISCUSSION / REFLECTION / LESSONS LEARNED: This residency-

wide event serves as one example of a way to build resiliency and community

within a residency program, without introducing overarching structural chang-

es. Such strategies may reduce isolation by encouraging residents to engage

with and share experiences with each other in the hospital, including with

residents that they otherwise did not know well. Seeing the photos on social

media also fostered a sense of community among residency families. Though

the larger structural elements that make residency training challenging should

also be examined, this pilot competition demonstrates that there are many

everyday opportunities to address resident well-being with creative solutions.

CAN WE TALK? EXPERIENTIAL ON-BOARDING TO ENHANCE

PRACTICING PHYSICIANS' COMMUNICATION SKILLS AND ES-

TABLISH AN INSTITUTIONAL STANDARD FOR COMMUNICA-

TION SKILLS Sondra Zabar1; Mara McCrickard1; Deborah Cooke1;

Katherine A. Hochman2; Andrew B. Wallach2, 3. 1NYU School of Medicine,

New York, NY; 2New York University School of Medicine, New York, NY;
3Bellevue Hospital, New York, NY. (Control ID #2942113)

NEEDS AND OBJECTIVES: Practicing physicians must continually refine

and institutions support patient-centered communication skills to maximize

patient satisfaction, safety and health outcomes and job satisfaction. We

describe a unique program for newly hired physicians to receive actionable,

behaviorally specific feedback from the patients' perspective on and an intro-

duction to the institution's expectations about their patient-centered communi-

cation skills.

SETTING AND PARTICIPANTS: 18 new faculty members, all recent

residency graduates, participated in an onboarding exercise.

DESCRIPTION: During the 2-hour exercise participants completed 3, 10-

minute Objective Structured Clinical Exam cases: discussing a medical

error, managing patients' goals of care and responding to an impaired

learner. During each encounter, participants interacted with highly

trained Standardized Patients (SPs) or Standardized Learners (SLs)

who used behaviorally-anchored checklists to evaluate provider perfor-

mance. Immediately after each encounter, participants completed a

self-assessment, SPs completed the behavior specific checklist and

they discussed the encounter and the SP provided actionable feedback.

Participants then debriefed the exercise with experienced facilitators,

set individual learning goals, received their checklist and institutional

resource guide and completed a program evaluation.

EVALUATION: Participants demonstrated strong communication skills

across cases: 88% of participants allowed SPs to talk without interruption,

66% successfully managed the narrative flow and 72% avoided jargon. Case-

specific skills varied. In discussing a medical error, all participants apologized,

61.1% took full responsibility and only 50% shared the cause of the error.

When discussing goals of care, 72.2% addressed pain management in keeping

with the patient's goals, 50.0% ensured appropriate follow up, but 50.0% did

not discuss medications side effects. With the impaired learner, 61.1% directed

the SL towards resources for depression, 55.6% elicited the SL's emotional

state, but only 33% asked about suicide, assessed alcohol use or recommended

substance abuse resources. 2 patient identifiers and washing hands upon

entering the room (not done by over 60% across cases) was emphasized in

each case. All participants agreed that the exercise increased their confidence in

their communication skills, 88% "strongly agreed" that the SP feedback was

effective, and 78% strongly agreed that it reinforced the institutional culture of

safety.

DISCUSSION / REFLECTION / LESSONS LEARNED: Providing a

unique opportunity for newly employed physicians to receive patient feedback,

identify areas for improvement and set actionable goals has implications for

patient care and clinical teaching and communicates institutional values.

CASE-BASED LEARNING BASED ON ARTIFICIAL INTELLI-

GENCE RADIOLOGY ATLAS: EXAMPLE OF INTRACRANIAL

HEMORRHAGE AND URINARY STONE DETECTION Sehyo Yune;

Hyunkwang Lee; Synho Do; David Ting. Massachusetts General Hospital,

Boston, MA. (Control ID #2942177)

NEEDS AND OBJECTIVES: Medical students during clinical clerkships

and resident physicians in training are asked to read various medical images of

their assigned patients, but formal radiologist's teaching on case-by-case basis

is a rare commodity. The objective of this project is to develop an artificial

intelligence (AI)-based tool that helps interpret computed tomography (CT)

images to detect intracranial hemorrhage (ICH) and urinary stone, and to

evaluate the educational value of the tool.

SETTING AND PARTICIPANTS: This tool is designed to be used at a

teaching hospital, for medical students on clinical clerkship and physicians in

internal medicine or emergency medicine training.

DESCRIPTION: A deep learning algorithm using convolutional neural

networks was developed to detect and subtype ICH from noncontrast head

CT scans. The system automatically detects ICH with the area under the

curve (AUC) of 0.994, and classifies intraparenchymal hemorrhage, intra-

ventricular hemorrhage, subdural hemorrhage, epidural hemorrhage, and

subarachnoid hemorrhage with the AUC ranging from 0.924 to 0.973,

depending on the subtype. Another deep learning algorithm for detection

of urinary stone was developed. The AUC for stone detection is 0.964.

These algorithms can be implemented in the PACS. When activated by a

user, the system will provide its prediction on the presence and the type

of ICH or urinary stone from a CT scan and localize the lesion using a

heat map. By retrieving class activation map and discriminative visual

evidences from later layers, an atlas is created from the training images.

The atlas is composed of the most relevant image features the AI used to

make a prediction for each case.
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EVALUATION: The educational value of this tool is planned to be evaluated

by a pre- and post- implementation survey that measures utilization of the tool,

satisfaction with the tool, and self-assessed knowledge of ICH and urinary

stone diagnosis. The survey will be coupled with a brief pre- and post-

implementation test to assess the ability to detect and classify ICH and urinary

stone. The result will be compared between users and non-users of the tool.

DISCUSSION / REFLECTION / LESSONS LEARNED: This system

allows students and physicians to apply radiologic findings based on real cases,

while providing preliminary information before a formal radiology report is

available. Even when a radiology report is available, the heat map and atlas can

help physicians understand the reports and radiologist recommendation better.

This tool can provide informal training for non-radiologist physicians integrat-

ed into their clinical duties.

ONLINE RESOURCE URL (OPTIONAL): https://goo.gl/ZLAEZw

CASE-BASED TEACHING OF BASIC EHR SKILLS TO YEAR 2

MEDICAL STUDENTS Ashwini Davison1; Rosalyn W. Stewart3; Sharon

Dlhosh3, 2; Maura J. McGuire3, 2. 1Johns Hopkins School of Medicine,

Baltimore, MD; 2Johns Hopkins Community Physicians, Baltimore, MD;
3Johns Hopkins, Baltimore, MD. (Control ID #2946735)

NEEDS AND OBJECTIVES: Despite agreement that medical students

should use and learn about electronic health records (EHRs) as part of their

medical education, curriculum time and education resources are often limited.

Developing brief, case-based learning sessions may be one way to achieve

important learning objectives.

SETTING AND PARTICIPANTS:Our school's clinical curriculum includes

a longitudinal ambulatory clerkship (LAC), which places medical students 1:1

with community faculty for 4 hours per week during years 1 and 2 (Y1,Y2).

Students interview, examine and document their work, caring for patients with

conditions reflected in classroom learning. Students are expected to use pre-

ceptors' EHRs, progressing from read-review (Y1) to documentation (Y2). To

support this, we developed a case-based learning lab (CBL) that provides EHR

education in the context of ambulatory management of hypertension (HTN).

DESCRIPTION: Learning objectives (LO) reflect EMR-ACE recommenda-

tions and cover EHR and documentation skills, shared decision making, ethics

and safety. By the time of CBL delivery, the Y2 students have covered HTN in

classroom and clinic learning, providing context. During a 3.5 hour lab,

students spend time as follows: simulated patient (60 minutes); lecture

(30 minutes); workstation activity (WSA, 75 minutes); review and

wrap-up (30 minutes). Two cases and a standard ambulatory patient

schedule were built within our EHR's training system to accommodate

this activity. Students were required to complete an e-learning module

prior to class. To guide WSA, students received a workbook and 18-

item worksheet (WS) prompting self-paced activity based on learning

objectives. During WSA students completed a virtual clinic visit with

chart review, note and order entry, and use of efficiency and decision

support tools. Students talked and supported each other during the

WSA while faculty circulated to answer questions.

EVALUATION: 119 students completed this activity. All completed and

submitted WS, which were analyzed for knowledge gaps and qualitative

themes. A post-activity evaluation was circulated electronically after the exer-

cise and completed by 21 students (18%).

DISCUSSION / REFLECTION / LESSONS LEARNED: Evaluations re-

vealed high levels of agreement that LO were achieved (4.24, SD 0.83), with

better comprehension of chart review compared to efficiency and decision

support tools (macros, documentation), safety (medication reconciliation vs

review) and shared decision making (use of computer in exam room). There

were significant differences in learner satisfaction related to preceptor EHR.

71% of learners indicated the exercise reinforced their knowledge of HTN.

CHALLENGES IN HEALTHCARE EDUCATION: PROFESSIONAL-

ISM AND MEDICAL MARIJUANA Glen D. Solomon; Cynthia S. Solo-

mon. Wright State University, Dayton, OH. (Control ID #2943461)

NEEDS AND OBJECTIVES: To create a medical marijuana (MM) educa-

tional program for residents and faculty that meets Ohio regulations stating that

physicians wanting certification to recommend MM complete at least two

hours of continuing medical education including diagnosing qualifying condi-

tions, treating those conditions withMMand possible drug interaction, yet also

deals with the challenge to medical professionalism by allowing them to

recommend a controlled substance whose possession is illegal under federal

law, has minimal evidence of clinical efficacy, and is distributed through

dispensaries rather than pharmacies.

SETTING AND PARTICIPANTS: The "legalization" of MM in Ohio in

September 2018 will impact the way medical professionals practice and create

challenges for medical professionalism. Because evidence-based education on

MM is lacking in Ohio, we created an educational program to train residents

and faculty on the use of MM. The program was designed by a pharmacist,

medical education faculty, a chief resident, and the department chair. The

program is performed in a university based IM residency program.

DESCRIPTION: Providing our learners with a systematic approach to dealing

with the issues ofMMwill give them the tools for Ohio certification and to deal

with the challenges to their professionalism. This training will include: 1.

Providing information on laws and regulations regarding MM, including

relevant procedures and protocols. 2. Reviewing evidence on the risks and

benefits of MM. 3. Reviewing how to obtain a complete medical /social

history, including illicit/recreational drug use, performing an examination and

appropriate testing, and providing patients using MMwith continuous medical

supervision. Diagnosis should determine therapy, rather than therapy withMM

determining the diagnosis. 4. Teaching about MM and drug-drug or drug-

disease interactions and advising patients with psychological disease or risk

factors for addiction against marijuana use.

EVALUATION: Learners will undergo pre and post course testing on their

opinions on the use of MM and the course content.

DISCUSSION / REFLECTION / LESSONS LEARNED:Key concerns for

medical professionals recommending the use of MM include various unstan-

dardized routes of administration, lack of oversight by the FDA, dearth of data

on efficacy, absent regulation of potency, purity, and composition, risk of

abuse, and side effects. Heath care professionals should justify their position

on the use of MM based on evidence-based medicine and/or practice guide-

lines and should take on an educational leadership role in their communities.

CHARACTERISTICS OF EFFECTIVE OUTPATIENT CLINIC PRE-

CEPTORS Rebekah Weil1; Elizabeth M. Haney2. 1OHSU, Portland, OR;
2Oregon Health & Science University, Portland, OR. (Control ID #2936412)
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NEEDS AND OBJECTIVES: Little formal instruction exists on effective

teaching in primary care outpatient clinical settings. Faculty in OHSU GIM

recently requested faculty development in this area. In my GIM Fellowship,

co-precepting is used to improve teaching. This consists of two people acting

as a single teacher, taking turns precepting/observing clinical encounters with

residents, and debriefing to give feedback on the educational interaction.While

co-precepting, we realized that a framework for feedback could be helpful. One

such framework published as an expert position paper (Hatem et al, Educa-

tional Attributes and the Responsibilities of Effective Medical Educators) lists

29 vital characteristics for medical teachers. To better understand which of

these characteristics were important for outpatient clinical teaching, we de-

signed a survey for residents' and preceptors' impressions.

SETTING AND PARTICIPANTS: The survey was distributed to all 100 IM

Residents and 44 outpatient precepting faculty from OHSU three clinical sites.

DESCRIPTION:We divided the 29 characteristics into 5 categories (teaching

skills, feedback/assessment, knowledge, learning environment, attitudes/

attributes). Within each category, respondents ranked characteristics from least

to most important, considering the outpatient clinical teaching setting. We

collected data anonymously with demographics (clinic practice site, PGY

level, years of clinical practice for faculty).

EVALUATION: We had 25% response rate from residents and 55% from

faculty with good distribution in PGY level, average practice time, and rea-

sonable representation from all clinics. Residents and faculty agreed on the

least important characteristics in every category. Interestingly, they did not

always agree on the most important characteristics. In the teaching skills

category, residents rated "communicate knowledge effectively and make it

relevant to the learner" as most important while faculty rated "promote critical

thinking" as most important. Residents and faculty disagreed on the most

important characteristic in 3 of the 5 categories (teaching skills, learning

environment, attitudes/attributes).

DISCUSSION / REFLECTION / LESSONS LEARNED: Outpatient clin-

ical teachers should understand differences in resident and faculty beliefs

regarding important teaching characteristics to provide the best possible edu-

cation. We used the survey results to create a co-precepting checklist, which

serves several functions including reminding teachers what to look for when

observing encounters, making it easier for faculty peers of different experience

levels to give feedback, and prompting medical teaching terminology use to

formalize feedback. The checklist works well in a co-precepting model for

faculty development by giving positive reinforcement on what is done well.

When an item on the checklist is not marked, it opens a dialogue between the

preceptors to discuss why. We will study our co-precepting model using this

checklist for feasibility and effectiveness in improving outpatient clinical

teachers' skills and comfort.

CLINIC WIKI: THE RESIDENT-AS-TEACHER NOTEBOOK FOR

AMBULATORY EDUCATION Justin Berk; Chris Steele; Michael Poku;

Rachel Kruzan; Leonard S. Feldman. Johns Hopkins Hospital, Baltimore, MD.

(Control ID #2939944)

NEEDS AND OBJECTIVES: Content: To create a foundation of 50

online clinical teaching summaries on a wiki platform Collaboration:

To empower authors to contribute summaries from > 10 institutions

Impact: To have over 5,000 site views within 6 months of completion

of The Core 50

SETTING AND PARTICIPANTS: The Free Open-Access Medical Educa-

tion (FOAM) movement is a growing online community that utilizes social

media for medical education.1-6 Existing literature has shown that social media

can be a useful tool within the medical curriculum if implemented correctly7

and an estimated 98% of residents use some type of social media for education

every week.8 Our gap assessment revealed the need for a platform that

warehouses available education resources that facilitate resident-led ambula-

tory care "chalk talks," is widely accessible and searchable, allows users to

comment on resource quality, and embraces contributions of all those interest-

ed in medical education. Every week, at every institution, residents spend

hours synthesizing material and creating their own teaching plans without a

means to share their efforts.

DESCRIPTION: Clinic Wiki offers a platform for residents to create succinct

clinical summaries to assist resident learning. As an open-source wiki, users

across the world will continually update and improve pages on primary care

topics. In this way, it harbors the power of collaboration and knowledge-

sharing to create a portal for outpatient resident education. Each page will have

clinical pearls, teaching scripts, clinical trial summaries, links to learn more,

and ways to share content and other social media material. Each page will

correspond to a specific clinical topic and each institution will select a resident

curator and faculty mentor for each page it will "own." The wiki will also have

a means to share curriculum developed by users and other forms of resources

such as podcasts where users can comment and vote on which resources they

feel are most valuable for medical education. Initial partners include Johns

Hopkins, Massachusetts General Hospital, Brigham & Women, Yale, Colora-

do, and Oregon Health System University. The initial partners will create "The

Core 50" – a collection of 50 outpatient topics that every primary care provider

should have a strong knowledge to teach and practice.

EVALUATION: The evaluation of the wiki is based on resident utilization of

the platform. Success will be measured by unique users, user visits, and total

contributions. Each page has a crowd-sourced grading system to determine

which pages are most helpful. Random user surveys will offer more compre-

hensive feedback mechanisms to provide continuous data for quality improve-

ment iterations.

DISCUSSION / REFLECTION / LESSONS LEARNED: Initial lessons

have included the importance of maximizing simplicity for the end-user. To do

so requires advanced knowledge of social media platforms, which can create a

major barrier to entry. Contributing to a wiki page is only easy if the foundation

allows for a friendly end-user experience, which can be difficult to create.

ONLINE RESOURCE URL (OPTIONAL): www.clinicwiki.org

COMPANION: A MOBILE APP BRINGING EVIDENCE-BASED

MEDICINE TO THE BEDSIDE AND PLATFORM TECHNOLOGY

TO EDUCATION Harry S. Saag; Jake Sippel. NYU School of Medicine,

New York, NY. (Control ID #2934845)

NEEDS AND OBJECTIVES: Given the rise in mobile devices, it is critical

that academic medical centers create new ways to support the educational,

research, and patient care missions throughmobile technology. Companion is a

mobile app with a primary objective of promoting the use of evidence-based

medicine at the point-of-care and enhancing the educational experience for

medical students and residents through the rapid dissemination of knowledge.

SETTINGANDPARTICIPANTS:Companion launched in July 2017 across

NYU Langone Health (NYULH), a tertiary-care academic medical center, and
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NYU School of Medicine. The Companion app was made available to all

faculty, housestaff, and medical students for download on any Apple iPhone or

iPad through NYULH's internal app catalog. Though available throughout the

institution, special attention was given to the internal medicine residency

program and medical students including dedicated training sessions on how

to maximize the app's features for rounds and conferences.

DESCRIPTION: Companion's core feature is a search function, similar to

Google, where a user types in a keyword they are interested in looking up. For

example, if a resident were admitting a patient with Congestive Heart Failure

(CHF), and types "CHF" into the search box, the app will return NYULH

institutional clinical guidelines related to CHF. From the results page, users can

also use their finger to "swipe" into additional medical databases such as

UpToDate and PubMed if they do not find what they are looking for in the

institutional guidelines all from within the app. Once users find the document

they are looking for they can "Favorite" the document for future reference,

"Mark Up" the document with a virtual pen or highlighter, or "share" the

document via QR code technology. Companion also utilizes location-aware

technology for virtual "check-in" at conferences and pushing relevant clinical

guidelines based on a user's physical location.

EVALUATION: Since launching in July 2017 our evaluation data is limited,

but thus far, we have 747 active "60-day users" and over 5,000 downloads of

institutional clinical guidelines through the app. Further, there have been 5,200

total "searches" performed within the app and over 10,000 unique location

check-ins at conference by medical students and residents.

DISCUSSION / REFLECTION / LESSONS LEARNED:While still in the

early stages of rolling out Companion, initial signs indicate that the app has

potential to accomplish its goal of bringing evidence-based medicine to the

bedside and enhancing the academic environment at our AMC. User feedback

from front-line users has been instrumental in helping to refine the app and

idenitfy new features that would improve the app. Since launching, we've

pushed out 6 new version updates and recognize the importance of constantly

iterating and adding new features to make the app as useful as possible. Next

steps include integrating Companion with our electronic medical record and

focusing on publicizing the app to other departments outside of internal

medicine.

CONSISTENT RESIDENT-PRECEPTOR PAIRINGS IMPROVE RES-

IDENT EDUCATION AND SUPERVISION Andrew Coyle1; mary

fishman2. 1Icahn School of Medicine at Mount Sinai, New York, NY; 2Icahn

School of Medicine at Mount Sinai, NY, NY. (Control ID #2937511)

NEEDS AND OBJECTIVES: Over the last 4 years, the Internal Medicine

residency program at Mount Sinai has transitioned from a traditional model

(clinic once weekly) to a 6+2 schedule. In our initial X+Y model, residents

were assigned to one of 3 firms in the residency clinic and would precept with

4-6 preceptors throughout the year. Each resident was assigned to a preceptor

for administrative and feedback purposes, but since they would only work with

this preceptor a minority of the time in clinic, establishing clear mentorship was

challenging. In transforming the clinic for more optimal population health

management, a goal was to enhance supervision and mentorship by tightly

aligning resident and faculty schedules so that residents would only work with

two main preceptors in clinic. However, there was concern about the educa-

tional effects of only working with two different preceptors throughout

training.

SETTINGAND PARTICIPANTS: The clinic is located in East Harlem, with

131 residents and 18 preceptors.

DESCRIPTION: To facilitate these changes, 9 multidisciplinary outpatient

teams were created (with set clinic schedules), each with 2 faculty members, a

social worker, a care coordinator, and 15 residents. Clear expectations for the

preceptors were set, including clinical/administrative supervision, leading team

meetings, feedback, and mentorship.

EVALUATION: Surveys were done before implementation and one year later

(response rate 88%), and included questions about precepting in clinic, scored

on a 1-6 scale (1 = strongly disagree to 6 = strongly agree). The changes

significantly improved residents' perceptions of supervision and clinical care.

They notedmuch stronger degrees of agreement with "I receive the supervision

I need" (increasing from 4.77 to 5.48, p < 0.01) and "my preceptors are familiar

with the more complex patients in my panel" (increasing from 3.23 to 5.22, p <

0.001). Residents also noted significant increases in feedback, more strongly

agreeing that their preceptors gave "constructive feedback" (increasing from

3.44 to 5.08, p < 0.001) and "timely feedback" (increasing from 3.30 to 4.99, P

< 0.001). Concerns about working with too few preceptors seemed unfounded,

as 89.9% of residents believed that the number of preceptors they worked with

was "Just Right" (as compared to 34% before the change; p < 0.01). Faculty

evaluations compiled by the residency program were also evaluated before and

after the team-based changes, with no statistically significant difference noted

(4.69 before and 4.72 after on a 1-5 scale, p 0.09).

DISCUSSION / REFLECTION / LESSONS LEARNED: The change to

residents primarily working with a small number of preceptors in a team-based

model was well-received, with improvements noted in clinical, educational,

and mentorship domains. As clinic faculty were equivalently highly rated on

individual evaluations before and after, it seems most likely that the improve-

ments noted were due to structural and team changes. The changes were well

received by faculty, with many reporting satisfaction with having an enhanced

mentoring role.

CONTRACEPTION COUNSELING TRAINING FOR INTERNAL

MEDICINE RESIDENTS: A WORKSHOP UTILIZING ROLE-

PLAYING EXERCISES Iris Huang1; Andrew Coyle2. 1University of Cali-

fornia, San Francisco, San Francisco, CA; 2Icahn School ofMedicine atMount

Sinai, New York, NY. (Control ID #2945423)

NEEDS AND OBJECTIVES: Internists commonly care for reproductive-

aged women with contraception needs; however, there is a lack of formal

training in contraception counseling. This lack of training may negatively

impact the frequency and quality of contraception counseling. Our goals were

to train residents to 1) discuss advantages, disadvantages and contraindications

of contraception options 2) identify contraception selection factors, 3) identify

and address barriers to contraception use, 4) feel more confident communicat-

ing about and promoting contraception use.

SETTING AND PARTICIPANTS: At an urban academic primary care

clinic, all Internal Medicine interns participated in the workshop in groups of

10.

DESCRIPTION:The 1-hour workshop beganwith didactics to review knowl-

edge. We distributed printed handouts of a contraception options table and oral

contraceptive formulary. MKSAP questions prompted group discussion of

contraception selection factors and transitioned to clinical application. For

role-playing exercises, interns formed groups of two and adopted the role of

ABSTRACTS JGIMS688



physician or patient to simulate contraception counseling encounters. Interns

received handouts with prompts for specific responses (e.g., "I hate taking pills

everyday" or "I'm worried about gaining weight").

EVALUATION: Pre- and post-workshop surveys evaluated changes in self-

reported confidence ranked by Likert scales. Pre-workshop, only 24% of

interns reported being moderately or very confident prescribing contraception

compared to 90% post-workshop. Pre-workshop, only 33% of interns reported

being moderately or very confident identifying and addressing barriers to

contraception use compared to 91% post-workshop. Post-workshop, 91% of

interns reported being moderately or very confident discussing the advantages

and disadvantages of contraception options.

DISCUSSION / REFLECTION / LESSONS LEARNED: The workshop

significantly increased interns' self-reported confidence with contraception

counseling, achieved high learner satisfaction and was highly effective while

using minimal time and resources. Multiple components engaged interns in

clinically relevant, applied and active learning. Interns reported that role-

playing exercises helped them practice communication strategies that acknowl-

edge patient concerns and promote contraception use. Residency programs

should implement a short training workshop utilizing role-playing exercises

within the outpatient curriculum as it is acceptable to learners, associated with

high satisfaction and significantly improves self-reported confidence with

contraception counseling.

CONTRACEPTIVE COUNSELING AND SHARED DECISION MAK-

ING: KNOWLEDGE, ATTITUDES, AND REPORTED CLINICAL

PRACTICE AMONG MEDICINE RESIDENTS AND FACULTY

Rebeca Ortiz Worthington1; Julie Oyler2; Amber Pincavage1; Jen Rusiecki1.
1University of Chicago, Chicago, IL; 2University of Chicago Medical Center,

Chicago, IL. (Control ID #2927861)

NEEDS AND OBJECTIVES: Asses the following in the University of

Chicago Internal Medicine (IM) andMedicine/Pediatrics (Med/Peds) residents

and faculty to guide the develop of educational curricula: 1. Barriers to

contraception counseling (CC) 2. Knowledge of methods, efficacy, and con-

traindications 3. Identify commonly prescribe teratogenic meds 4. Attitudes

towards Shared Decision Making (SDM) and CC

SETTINGAND PARTICIPANTS: The survey was distributed to the IM and

Med/Peds PGY-2-3 residents at the University of Chicago. A similar survey

was also distributed to the IM andMed/Peds faculty who serve as preceptors in

the resident clinics.

DESCRIPTION: CDC guidelines state PCPs should provide CC and pre-

scribe the selected method or refer for long-acting reversible contraception

(LARC) placement. IM andMed/Peds physicians are responsible for providing

care to medically complex women, yet studies have shown that inadequate

knowledge in CC. SDM is a method of communication that can improve

patient satisfaction and promote adherence with contraception. We propose

an innovative curriculum to teach residents CC through the framework of

SDM. This is a needs assessment of the residents' and faculty's knowledge of

and attitudes towards CC and SDM.

EVALUATION: Two cross-sectional surveys were designed after review of

the literature on SDM, CC and resident education in contraception. A panel of

women's health and med ed experts at the Universities of Chicago and

Pittsburgh vetted this survey, and it was piloted with the chief resident. Paper

surveys were distributed at departmental meetings. Descriptive statistics and

Wilcoxon Rank Sum tests were performed. 38 residents and 23 attendings

completed the survey (50% and 67%). 78% of faculty and 66% of residents

think it is "very" important that residents learn about CC. 22% of faculty and

37% of residents felt they had not received adequate education. On a Likert

scale (1=need close supervision, and 5=can teach others), residents reported a

median comfort of 3 (IQR 2-3) for prescribing contraception. Faculty ranked

their level of comfort on a similar adjusted Likert scale with only 17%

reporting comfort teaching CC. Med/Peds faculty reported greater comfort

prescribing contraception (median 3.5 (IQR 3-4)) than IM faculty (median 2

(IQR 2-3) p=0.03). Female residents were more confident prescribing (median

3) compared to males (median 2, p=0.02) and discussing efficacy (median 3

and 2, p=0.01). The majority of both providers under-recognized the effective-

ness of the implant. 11% of residents and 13% of faculty recognized atorva-

statin as a teratogen.

DISCUSSION / REFLECTION / LESSONS LEARNED:While providers

feel CC is important there is a lack of knowledge and faculty are not comfort-

able teaching this topic. There are gender-based differences in comfort with

contraception topics among residents. All providers under-recognize the effi-

cacy of the hormonal implant and do not always correctly identify teratogenic

medications. Based on these results, we will emphasize LARCs and teratogen-

ic medication management in the curriculum.

CORE IM: A NOVELMEDICAL EDUCATION PODCAST STEEPED

IN LEARNING THEORY Martin C. Fried1; John Hwang1; Steven Liu1;

Neil Shapiro3, 1; Shreya P. Trivedi2. 1NYU, Astoria, NY; 2NYU, New York,

NY; 3Dept. Of Veterans Affairs, New York, NY. (Control ID #2945528)

NEEDS AND OBJECTIVES: Because of high patient turnover, decreased

length of stay and onerous documentation requirements, today's clinician has

great difficulty incorporating traditional learning into their day. Podcasts are a

perfect medium to allow physicians and students to learn at a time and location

of their choosing. Traditional podcasting is a passive endeavor. Even the most

engaging podcasts haven't yet incorporated evidenced-based learning strate-

gies. 1. We aim to create engaging, high-yield podcasts that use active learning

strategies to boost retention over time. 2. Podcasts are augmented by artistic

depictions and show notes, which offer mutually-reinforcing perspectives on

each segment's key learning points.

SETTING AND PARTICIPANTS: This educational innovation is internet-

based and open to anyone. Thus, the setting is anywhere. Our listeners include

medical students, residents, faculty and allied health professionals.

DESCRIPTION: The typical CORE IM podcast runs 10-20 minutes.

To ensure accuracy of the information, the podcast script is peer

reviewed by a specialist in the field. Each podcast is augmented by

drawings demonstrating key teaching points as well as show notes.

Currently we are offering 2 bi-weekly segments: 5 pearls: Hosts

explore 5 evidenced based pearls on a core internal medicine topic.

Introductory questions prompt listeners to retrieve prior knowledge. A

clinical pearl from a recent podcast is also reviewed based on the

principle of spaced repetition. Mind the Gap: This segment takes a

closer look at the evidence - or lack thereof - underpinning common

clinical practices, in order to expose knowledge gaps and challenge

dogma. Over the coming months we are planning new offerings:

Hoofbeats: a case-based segment that will explore the reasoning tech-

niques used by experienced diagnosticians discussing the case.

JGIM ABSTRACTS S689



Gamechangers: an appraisal of recent literature to determine if the

results of a study ought to inform our clinical practice.

EVALUATION: From October to December 2017, we released six podcasts

with more than 11,000 total downloads. We have listeners in over 90 countries,

from every discipline within medicine. Analysis of feedback on downloading

platforms indicates that our listeners value the focus of the podcasts, the

priming questions, and the review of take-away points at each segment's end.

DISCUSSION / REFLECTION / LESSONS LEARNED: Incorporating

evidence-based instructional strategies within podcasting allows learners to

better retain new knowledge at their own time and pace. Visual learning also

empowers learners to review teaching points from a different perspective. The

feedback and growth of our listenership suggest that this combination can be a

sustainable source of self-directed learning. Moreover, learning that occurs on

platforms irrespective of training or field and beyond the physical borders of an

institution unlocks the potential for exciting interdisciplinary discourse among

all types of providers involved in patient care.

ONLINE RESOURCE URL (OPTIONAL): http://bitly.com/2zHuixk

CREATING AN ASYNCHRONOUS ONLINE COURSE FOR HOSPI-

TAL TRIAGE INTERPROFESSIONAL COMMUNICATION - LES-

SONSLEARNEDEmily S.Wang1, 2; Sadie Trammell Velasquez1, 2; Sherwin

Hsu4; Tabatha Matthias3; David Schmit1, 2; Christopher J. Smith3. 1University

of TX Health Science Center at San Antonio, San Antonio, TX; 2South Texas

Veterans Health Care System, San Antonio, TX; 3University of Nebraska

Medical Center, Omaha, NE; 4Olive View - UCLA Medical Center, Sylmar,

CA. (Control ID #2944661)

NEEDS AND OBJECTIVES: 21st century physicians have been educated in

a digital age. From streaming medical school lectures to experiencing code

blue scenarios in the sim lab, this new era of physicians thrives by using

electronics and digital resources for education. After ACGME implemented

2003 resident duty hour restrictions, many duties transitioned from residents to

staff physicians, including determining the most appropriate disposition plans

or "triaging" inpatient admissions. Institutional pilot data reveal residents

identify this as an essential skill that they currently lack training in. Data from

our multisite survey indicate there is no established curriculum on triaging and

literature is lacking in this area. Thus, through a 2017 Alliance for Academic

Internal Medicine (AAIM) Innovation grant, we developed an asynchronous

online e-module to fill this gap. A systematic approach to developing an online

course is vital to success. 1. Recognize an educational need and create a

timeline toward completion of e-module 2. Identify resources, collaborators

and partners - local, regional, national - for developing an online course 2.

Create and evaluate an online/e-learning course with a development checklist

and scorecard created by University of Nebraska Medical Center(UNMC)

SETTING AND PARTICIPANTS: This online course was developed by

collaborators from three academic medical centers and is the first in a series.

The audience is internal medicine residents guided by faculty, but applicable to

all healthcare practitioners involved in the hospital admission process. Course

includes: faculty guide, e-module didactics with narration/closed captioned

videos, knowledge assessment quiz, and pre/post surveys. The course will be

freely available on a national society learning portal.

DESCRIPTION: A curriculum in admission triage/disposition decision-

making was researched and objectives were created. Grant allowed for the

creation of e-module focused on hospital triage interprofessional communica-

tion. Steps: -For large scale disseminationwith free accessibility within budget,

we partnered with a national organization to house e-module determining the

platform and subsequent software/applications used to develop e-module

-Created curricular content on PowerPoint and script for videos -Partner with

institutional media services for video creation with narration/closed captioning

-Knowledge assessment test and pre/post surveys created -Consultation with

E-learning Instructional Designer -Load e-module onto platform -Deploy to

collaborating institutions

EVALUATION: Once e-module is deployed, outcomes can be measured by

knowledge test and the module can be improved based on feedback from

surveys and faculty input.

DISCUSSION / REFLECTION / LESSONS LEARNED: This has been a

truly multi-institutional, collaborative process allowing resources, knowledge

and strengths at all the sites to be utilized. As a medical educator, understand-

ing and learning the process of creating online content has been invaluable

experience we would like to share.

ONLINE RESOURCE URL (OPTIONAL): URL available for 2018 SGIM

National Meeting

CREATIVE PROJECTS AS ATOOLTO PROMOTE INTERNS' PRO-

FESSIONAL DEVELOPMENT IN AMBULATORY CARE Joshua N.

Wadlin1; Scott Wright3; Laura Hanyok2. 1Johns Hopkins School of Medicine,

Baltimore, MD; 2Johns Hopkins University, Baltimore, MD; 3jhusom, Balti-

more, MD. (Control ID #2946160)

NEEDS AND OBJECTIVES: Professional identity formation must be a

central focus in medical education, and this should particularly emphasized

during residency training. Learning to be competent and effective in delivering

medical care in outpatient settings can be challenging for residents. Bringing

this development to the attention of learners may be even more necessary in the

ambulatory setting where, due to rotation schedules, their time in ambulatory

practice may be more episodic and disjointed. Interns may not have the time or

awareness to reflect upon what it means to be a patient's personal physician and

how they should be deliberately building their professional identity. The

Accreditation Council for Graduate Medical Education (ACGME) now re-

quires medical residency training programs to promote the well-being of

residents. Residency programs are thus being charged with designing curricula

to guide their residents to find meaning in their clinical experiences.

SETTING AND PARTICIPANTS: The Immersions in Outpatient Practice

curriculum was launched in 2011 and has been taught annually ever since.

Fifteen new internal medicine interns participated in the curriculum each year

in July and August, 3 consecutive 2-week blocks with 5 learners. Most of the

teaching takes place at the Johns Hopkins Bayview Internal Medicine practice

in Baltimore, Maryland.

DESCRIPTION: This two-week curriculum serves mainly to build compe-

tence in the skills of outpatient medicine while stimulating reflection on being a

personal physician and building professional identity. It includes an orienta-

tion, shadowing, providing care to new primary care patients, a home visit, and

a final creative project designed to promote reflection on what it means to be

someone's personal physician. We focus here on the creative projects produced

by our interns and report the themes around professional development that

emerged from their projects. Interns produced a wide variety of media
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including sculpture, music, painting, photography, poetry, music, food, and

many others. Prominent themes in these creative projects included empathizing

with patients, connection with community, professional development, and

remember one's personal story. We provide examples of these various media

and themes.

EVALUATION: From the years from 2011 to 2016, the interns rated this

exercise as 4.6, 4.4, 4.1, 4.2, 4.3, and 4.0 respectively on a 5-point Likert scale

rating of usefulness for establishing their primary care practice (1 = not at all

useful, 5 = critical).

DISCUSSION / REFLECTION / LESSONS LEARNED: This curricular

exercise supported a creative outlet for our interns to express their goals and

ideals for excellent patient care. In demonstrating how much we value both

self-expression and professional identity formation, our program is attempting

to promote well-being. Our curriculum integrates creative projects is to pro-

mote this reflection while fulfilling the ACGME requirement to promote the

wellbeing of residents.

CRITICALLY APPRAISING THE USE OF RACE IN BIOMEDICAL

RESEARCH: A NOVEL EDUCATIONAL APPROACH Giselle Lynch2;

Amy Garvey2; Ann-Gel S. Palermo2; Joseph Truglio1; David Muller2. 1Icahn

School of Medicine at Mount Sinai, Maplewood, NJ; 2Icahn School of Med-

icine at Mount Sinai, New York, NY. (Control ID #2945404)

NEEDS AND OBJECTIVES: Biomedical research rooted in scientific rac-

ism, which equates race with biology, is among the most pervasive manifes-

tations of racism in medicine. Common examples include the use of race

within clinical tools (estimated glomerular filtration rate, cardiovascular risk

estimates) as a predictor of the presence or severity of disease (renal disease,

hypertension) or as a predictor of treatment response (post-transplant regimens,

anti-hypertensives). Despite the ubiquitous use of race in scientific research,

most curricula do not prepare trainees to examine the use of race. Thus,

physicians conflate sociopolitical and biologic understandings of race, leading

to misinformed practices and poorer outcomes for patients of color. In this

session students learn to critically appraise the use of race within medical

research. Objectives include to 1) describe the creation of race as a hierarchical

social construct, 2) discuss the sociopolitical and clinical implications of the

use of race as a biologic construct inmedical research, 3) enumerate the steps in

appraising the use of race in medical research and 4) appraise the validity of an

article with regards to its use of race.

SETTING AND PARTICIPANTS: As part of a longitudinal curriculum on

racism and bias, we designed a 90-minute module with 140 students at the start

of their third year. This content was presented to third year medical students to

help them assess scientific literature during their clerkships.

DESCRIPTION: A didactic overview of race as a social construct and the

typical methodological pitfalls of the use of race within medical research is first

presented. A structured approach to appraising an article's use of race is offered

and applied to the ALLHAT trial as an example. In small groups, participants

practice applying the framework to an article comparing the effectiveness of

angiotensin-converting enzyme inhibitors in black versus white patients. The

session concludes with a reflection of when and how these skills can be applied

in day-to-day practice.

EVALUATION:Anonymous surveys were conducted.Mean scores for clarity

of presentation, quality of teaching and quality of slideswere 4.3, 4.4 and 4.5/5,

respectively, with 99 out of 140 participants responding. Relevance to practice

and use of objective data were noted as strengths. Redundancy in the longitu-

dinal curriculum was noted for improvement.

DISCUSSION / REFLECTION / LESSONS LEARNED: This session

offers a practical yet novel approach to critically evaluating the use of race in

medical research that was well received. Modifications should be considered

based on prior exposure to similar content.

CULTURAL AND STRUCTURAL COMPETENCY TRAINING FOR

MEDICAL RESIDENTSRoberto O. Diaz Del Carpio1; Penelope C. Lema1;

Regina Makdissi2; Margarita L. Dubocovich1; Barbara A. Burke3. 1University

at Buffalo, Buffalo, NY; 2State University of New York at Buffalo, Buffalo,

NY; 3University at Buffalo,Jacobs School of Medicine and Biomedical Sci-

ences, Buffalo, NY. (Control ID #2943412)

NEEDS AND OBJECTIVES: Cultural competency training is used by

academic institutions to prepare and support workforce members to work

effectively with culturally diverse people. In health care, research shows that

cultural competency is critical to assure quality and outcomes related to patient

care by promoting effective patient/provider communication. Objectives: To

recognize and counteract bias on an individual, organizational, system, and

societal level as it relates to gender, age, culture, language, race, religion,

disability, sexual orientation (cultural competency) To understand patient care

in the context of health equity and social determinants of health (structural

competency) to advocate for optimal patient care and equity inmedical practice

and systems.

SETTING AND PARTICIPANTS: This pilot project was tested among

residents in two clinical departments, including Medicine and Emergency

Medicine. These departments have a total of 144 residents combined. Work-

shops addressed general concepts and principles of cultural competence,

including discussion of issues such as unconscious bias, stereotyping, and

microaggressions. The workshops also addressed factors that contribute to

disparities in healthcare such as: poverty, lack of transportation, chronic illness,

language, and culture.

DESCRIPTION: The Community Health Worker Network of Buffalo deliv-

ered 6 interactive four-hour workshops. Each cohort of residents (4 internal

medicine and 2 emergency medicine) included a mixed group from each year.

The workshops were limited to small groups of 14-15 individuals to encourage

active participation and opportunity for discussion. The specific content cov-

ered: 1. Listening as a foundation for effective communication, 2. Health

literacy and cultural competency, 3. Privilege and power, 4. Recognizing

patient strengths and assets.

EVALUATION: Formative evaluation focused on collecting feedback on

individual workshops using quantitative (Likert scale) surveys as well as

thematic analysis of qualitative feedback were done after each workshop.

The pre-test and post-test questions covered knowledge, attitude and skills

related to cultural competence of the participants. The post-test evaluated the

effectiveness of the workshop itself.

DISCUSSION / REFLECTION / LESSONS LEARNED: Overall knowl-

edge and understanding about social determinants of health and structural

competency increased among residents. Residents' level of agreement with

pre/post statements reflecting concepts of cultural competency like "the differ-

ences in power experienced by the provider and the patient affect how well

they communicate", moved in the intended direction (pre: 59%, post: 83%

p<0.001) with the exception of "agreement that individual behavior is a
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primary contributor of health outcomes" remained high and constant (pre:

61%, post: 51%, p< 0.05). 92% of residents would recommend the training

because of its interactive nature and it increased the "awareness of bias."

CURRICULUM DEVELOPMENTAND TEACHING ELECTIVE Alex

Tanabe; Michela Blain; Lauren Brown; Jehan Budak; Gevelle L. Cullen;

Lauren R. Thronson. University of Washington, Seattle, WA. (Control ID

#2905887)

NEEDS AND OBJECTIVES:Many residents at the University of Washing-

ton (UW) Internal Medicine Programwant to improve their teaching skills and

learn about curriculum development, but the longitudinal Clinician Educator

Pathway is available only to a small subset of residents. A focus group of UW

residents highlighted interest in a dedicated one-month elective available to all

residents. By the end of the elective, participants will be able to: -Implement

the basics of curriculum development including designing clear goals

and objectives and using feedback and evaluation for iterative im-

provement -Demonstrate the ability to teach in various settings, in-

cluding, but not limited to: Large group settings, small group settings,

bedside teaching, precepting in clinic -Effectively utilize different

teaching modalities, including, but not limited to: PowerPoint, chalk

talks, handouts, one-on-one teaching -Demonstrate the ability to teach

to different levels of learners, including MS3, MS4, R1, R2, and R3

-Give effective feedback to learners

SETTING AND PARTICIPANTS: This elective takes place at the UW

Medical Center and affiliated hospitals. There are two senior level residents

on the elective at a time.

DESCRIPTION: This course is a one-month clinical elective for senior

residents to learn the basics of curriculum development and to improve their

skills as teachers. Residents teach in a variety of educational settings and utilize

multiple teaching methods to expand their repertoire. Participants' activities

include assigned readings, reflection, structured observation of master educa-

tors, and giving and receiving feedback. Alongside Chief Residents and

experienced faculty, participants teach learners in clinic, in small and large

groups, and on physical diagnosis rounds.

EVALUATION: Participants' performance in giving feedback and

implementing the "One Minute Preceptor" technique is evaluated through

objective structured teaching exercises (OSTEs). Pre and post elective evalu-

ation forms are analyzed for participants' confidence in their ability to give

effective feedback, give an effective "chalk talk," precept in an outpatient

clinical setting, teach at the bedside, develop a new teaching session/

curriculum, and speak publically.

DISCUSSION / REFLECTION / LESSONS LEARNED: A unique

aspect of this elective is the varied educational methods and clinical

settings in which participants practice and receive feedback on their

teaching. The diversity within the elective prepares participants for

various teaching opportunities that may arise in their careers. Early

feedback revealed that this elective benefitted more than just the

participating residents. Medical students, chief residents, and attending

physicians described the teaching residents as an asset to the broader

UW mission of improving patient care through innovation and educa-

tion. This elective is sustainable within our program as the basic

didactic material, scheduling, and venues necessary for this elective

have been identified and coordinated.

DESIGN AND IMPLEMENTATION OF A PRIMARY CARE TELE-

MEDICINE ELECTIVE FOR FOURTH YEAR MEDICAL STU-

DENTS IN NORTHEAST OHIO Mark N. Rood1; Matthew Faiman2; Kari

Gali2. 1Cleveland Clinic Foundation, Chagrin Falls, OH; 2Cleveland Clinic,

Cleveland, OH. (Control ID #2914998)

NEEDS AND OBJECTIVES: Despite estimates of telemedicine becoming a

$12.1B global industry by 2022, most programs listed as telemedicine sites by

the Association of American Medical Colleges are educating students via long

distance learning, not training students to provide quality virtual medical care,

including good webside manner, components of a video exam, and cutting

edge innovations occurring in the rapidly changing field. In June 2015 Cleve-

land Clinic became the first hospital in Ohio to offer 24-hour online healthcare

statewide with its mission to become a national leader, pioneering, evaluating,

and educating in patient-centered, high-quality virtualized healthcare delivery.

Working with three medical schools in Northeast Ohio, Cleveland Clinic in

2016 created a 2-week student elective.

SETTING AND PARTICIPANTS: This elective utilizes an interdisciplinary

approach to Primary Care Telemedicine, incorporating clinical input from

Internal Medicine, Family Medicine and Pediatrics, with students primarily

working in an on-demand telemedicine clinical setting, precepted by experi-

enced Cleveland Clinic providers. Students are required to have completed

their core clerkships in Family and Internal Medicine, Pediatrics, Psychiatry

and General Surgery before applying for this rotation.

DESCRIPTION: All students are guided through a curriculum taught by the

Distance Health team, including didactic sessions on the history and business

aspects of the field along with direct observation and hands-on exerience with

virtual patient care in multiple clinical settings. Students are exposed to emergent,

on-demand and scheduled telemedicine visits. Students are required to compete a

final project by the end of the rotation focusing on an element of telemedicine in

their field of choice; the project is agreed upon by the student and faculty sponsor at

the beginning of the elective. As telemedicine has been incorporated in some way

into every department in Cleveland Clinic, great flexibility has been allowed to

accommodate the future career interests of students when designing the rotation.

EVALUATION: Students are assessed on their ability to perform appropriate

focused history and physical examination, assessment and treatment plan with

recommended follow-up using telemedicine technology, document the en-

counter appropriately in the electronic medical record, and demonstrate under-

standing of the unique advantages and limitations of telemedicine. They are

also responsible for creation and presentation of a final project.

DISCUSSION / REFLECTION / LESSONS LEARNED: As the use of

mobile technologies has enabled more consumers to be connected to their health

care team via their smartphones, creating a telehealth elective for medical students

has enabled Cleveland Clinic to keep current with these demands. Adding the

elements of webside manner, on-demand visits, eVisits and specialty applications

has allowed the student to merge the didactic learning they receive by the telehealth

team to be better able to care for patients in the future.

DESIGNING A RESIDENCY ELECTIVE IN CLINICAL INFORMAT-

ICS Ritik Tiwari1; Raudel S. Rodriguez1; Samuel D. Yang2; Aarti R.

Chandawarkar3; Jeffrey Hoffman3; Michael Shoffeitt1. 1University of Texas

Health San Antonio, San Antonio, TX; 2The Ohio State University,

Worthington, OH; 3Nationwide Children's Hospital, Columbus, OH. (Control

ID #2936469)
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NEEDSANDOBJECTIVES:Clinical informatics is a growing specialty, and

interested residents will benefit from gaining further knowledge and skills in

this discipline. This education will be complementary to other training provid-

ed during residency. For example, the ACGME requires that residents be

trained in QI and many programs have robustly met this requirement. Clinical

informatics has perhaps most aptly been described as the "relentless pursuit of

assisting people"—many healthcare processes and their proposed solutions

involve a technology component, and expertise in informatics often goes hand

in hand with success in QI. The primary goal of our elective is that residents

acquire an understanding of the intersection between people, information, and

technology, and a better appreciation of the importance of physicians in this

process.

SETTING AND PARTICIPANTS: This curriculum is offered to internal

medicine residents at UT Health San Antonio (UTHSA) and internal

medicine-pediatrics and pediatrics residents at Nationwide Children's Hospital

(NCH).

DESCRIPTION: Residents meet regularly with the Chief Medical Informa-

tion Officers of our partner health systems, as well as other physician faculty,

professors of clinical informatics, and various members of the health IT team.

Didactics follow the Core Content outlined for fellowship education in clinical

informatics, and are delivered via classroom sessions, online learning modules,

and assigned articles and textbook chapters. Residents are also briefed on and

included in ongoing longitudinal projects that overlap with the rotation, and

select a project of their own to complete. Throughout the four weeks, residents

gain exposure to numerous examples of physicians working in clinical infor-

matics, which helps inform their career choices and enables lasting mentoring

relationships.

EVALUATION: Residents at NCH are evaluated on an end-of-rotation pre-

sentation, completion of a chosen informatics project, as well as by ACGME

milestones that are applicable to the elective. At UTHSA, this is a newly

implemented program and evaluation materials are being developed, as is an

application process to ensure we continue to have qualified candidates who

will thrive in the rotation.

DISCUSSION / REFLECTION / LESSONS LEARNED: Our experience

at both institutions has been positive. Residents have reflected that the rotation has

provided concrete examples of what it looks like to be a practicing physician in an

academicmedical center and have a defined role in informatics. Residents have also

reflected that the rotation was helpful for career planning—especially as regards

positioning oneself to attain board certification in clinical informatics. The elective

began independently with similar structure at our two institutions, and we look

forward to partnering for further innovations in the future. At NCH, there is

exploration as how to generally impart uponmedical students and residents a better

understanding of clinical informatics during their training. At UTHSA, a residency

track in clinical informatics is in the planning stages.

DEVELOPING AND ASSESSING A SUPER HUDDLE FOR AN IN-

TERPROFESSIONAL (IP) TRAINING PROGRAMMichael Soh1; Kerri

Schutz1; Brianna J. Cowan2; Kristin Kopelson3; Shinobu Seragaki1; Colleen

Keenan1; Lillian Gelberg2; Carole Warde4. 1Greater Los Angeles VA, Los

Angeles, CA; 2UCLA, Los Angeles, CA; 3VA, Los Angeles, CA; 4Greater Los

Angeles VA Health System, North Hills, CA. (Control ID #2945175)

NEEDS AND OBJECTIVES: Interprofessional teams caring for complex

and marginalized populationswithmental illness, substancemisuse, and social

determinants of health issues require intricate IP collaboration to deliver patient

centered care. It is imperative that team members have efficient discussions of

patient needs, urgent problem solving, and coordination of communication

between all teammembers. These critical IP interactions, however, can quickly

get lost in the clinic flow or may not happen at all. Here, we describe a novel

augmentation of a pre-clinic teamlet huddle – the Super Huddle (SH), an

evaluation tool designed to measure its impact, and lessons learned from its

ongoing development.

SETTING AND PARTICIPANTS: This IP practice/training site is in a large

VA clinic for homeless Veterans (3000 patients). The clinic provides primary

care (PC), mental health (MH), and social work services within a patient-

centered medical home. In its first year, 15 trainees started the program and the

next year, 13 trainees were added, representing internal medicine, nursing,

pharmacy, psychiatry, and psychology. Using a Plan-Do-Study-Act evolution,

the SH morphed into a highly structured, IP team function for coordinating

complex patient care.

DESCRIPTION: First, primary care teamlets meet (huddle) for ten minutes to

review the daily roster of patients, coordinate patient care, and identify com-

plex patients needing further IP consultation. To discuss these complex pa-

tients, teamlets are then joined by MH providers, social workers, pharmacists,

and RN care managers for a 10-minute SH. During the SH, critical updates for

patients are shared with the team, pertinent information is offered by providers,

emergent problems are deliberated, and collaborating team members coordi-

nate appropriate care.

EVALUATION: Our pilot assessment of the SH is designed to capture two

dimensions: 1) the frequency of IP interactions and care plan changes during

SHs, and 2) the impact of the SH on the IP collaborative orientation of our

trainees. As such, our mixed-methods SH assessment is divided into two

components: a ‘descriptive' component deployed one week a month and an

‘impact' component, to be deployed at the six-month and one-year time points.

DISCUSSION / REFLECTION / LESSONS LEARNED: Improving pa-

tient care and IP practice amongst team members and increasing effectiveness

and efficiency of care coordination continue to be the SH's focus. The SH has

offered an ideal structure, especially given time/space constraints, to promote

IP interactions and processes. Formative feedback has streamlined the SH and

refined our evaluation tool to better capture the essence of the SH. Preliminary

results from the 'descriptive' tool indicate that not only are IP interactions

flourishing in the SH but also impacting patient care plans - nearly 500 non-

unique IP interactions and close to 200 changes to patient care plans. Though

promising, more data is needed to validate the use of the SH and its role in our

team-based patient care model and IP training program.

DEVELOPINGCLINICALROTATIONS FOR INTERDISCIPLINARY

TRAINEES AT AN ACADEMIC HEALTH CENTER-INDIAN

HEALTH SERVICE COLLABORATIVE SITE Julian Mitton1; Tom

Peteet2; Omar Amir3; Vikas Gampa4; Matthew Tobey1. 1Massachusetts Gen-

eral Hospital, Somerville, MA; 2Beth Israel Deaconess, Cambridge, MA;
3Massachusetts General Hospital, Boston, MA; 4Cambridge Health Alliance,

Somerville, MA. (Control ID #2946659)

NEEDS AND OBJECTIVES: The rotations meet needs including: -To pro-

vide primary care rotations as well as electives in rural health -To serve as the

primary regional site for rotations in American Indian communities Objectives

include: -To offer a clinical experience at a rural Indian Health Service (IHS)
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site -To enrich community and tribal partnerships through trainee outreach -To

increase trainee exposure to interprofessional care -To train a generation of

health professionals to care for rural at-risk communities

SETTINGANDPARTICIPANTS:The Rosebud Sioux Reservation in South

Dakota is home to 25,000 enrolled tribal members. The Rosebud Sioux Tribe

are well-known for their robust community, rich traditions and strong advocacy

for better conditions for their people. The IHS site provides emergency,

surgical, obstetric, dental, and general inpatient and outpatient care. Participant

trainees have included medical residents from three urban academic health

centers (AHCs) and physician assistant and nurse practitioner students from an

AHC-affiliated training program. More institutions are joining in 2018.

DESCRIPTION: As part of an ongoing collaboration between our AHC and

the IndianHealth Service (IHS) in Rosebud, South Dakota, we have developed

clinical rotations for trainees interested in health disparities and rural health

care. Over the past year, fifteen trainees have rotated in Rosebud. AHC internal

medicine faculty supervise outpatient and jail-based clinical care and arrange

community outreach experiences. Trainees meet with community partners,

including public health nurses and tribal community health representatives.

EVALUATION: The largest group, PA students (N=5), rated the rotation 5.0

on a scale of 5 in agreement that it was a "stimulating and challenging learning

experience." Similar high marks were given across student disciplines. Com-

ments have been laudatory, for instance: "A once-in-a-lifetime opportunity"

and "the experiences were valuable and vital to a well-rounded medical

education." Two trainees provided constructive feedback on a mandatory

facility orientation.

DISCUSSION / REFLECTION / LESSONS LEARNED: Key lessons

learned include: Care in a limited-resource setting: Trainees see patients with

advanced disease states that would be managed by specialists in a well-

resourced setting. AHC faculty focus on teaching trainees about the needs of

complex patients with limited access to care. Sustaining community partner-

ships despite short rotations: Trainees observe health in the community

through experiences with community health representatives and public health

practitioners. Despite short rotations, faculty support can help develop trust

with the tribe. Balancing breadth with depth: Balancing clinical and non-

clinical experiences remains a goal. One approach has been to focus on

longitudinal trainee-led community initiatives, including a health promotion

teaching series in the jail. Interprofessional care teams: Intentionally placing

trainees in interdisciplinary rural care teams offers a unique opportunity to

develop interdisciplinary care competencies.

DEVELOPMENT AND IMPACT OF A RESIDENT PROCEDURAL

OBJECTIVE STRUCTURED TEACHING ENCOUNTER (PROSTE)

Vimal Jhaveri1; Jacob Johnson2. 1Massachusetts General Hospital, Cambridge,

MA; 2Massachusetts General Hospital, Boston, MA. (Control ID #2945628)

NEEDS AND OBJECTIVES: Residents are increasingly responsible for

teaching procedures on the wards. Yet, there is little formal training on how

to teach procedures. Use of simulated teaching encounters or objective struc-

tured teaching encounters (OSTEs) have proven successful to improve clinical

teaching skills. To our knowledge, no Procedural OSTE (PrOSTE) with a

debrief has been developed to improve procedural teaching competency. We

developed, piloted, and evaluated a "train-the-trainer" session using PrOSTEs

to improve procedural teaching skills of supervising Internal Medicine (IM)

residents at Massachusetts General Hospital..

SETTING AND PARTICIPANTS: Volunteer PGY1-3 residents who super-

vise and teach procedures at Massachusetts General Hospital were offered the

opportunity to complete the PrOSTE training and teach at intern orientation.

DESCRIPTION: A 90-minute session was developed based on a literature

review on how to teach procedures that was iteratively edited with the help of

content experts. Resident participants first underwent a PrOSTE that included a

standardized incoming intern (actor) where the resident taught the actor how to

place an ultrasound guided IV (15 minutes). The actors were experts in US-

guided IVs and trained in procedural teaching and debriefing skills. The actors

debriefed the PrOSTE encounter with the resident. After the debrief, there was

a 30-minute group didactic and discussion of an 8 step method of procedural

teaching. Finally, a redo PrOSTE was performed to solidify skills discussed in

the didactic.

EVALUATION: Program evaluation was measure by participant surveys and

learner outcomes. All 7 PrOSTE attendees completed pre- and post- surveys.

The PrOSTE scenario was uniformly rated as realistic. 100% of residents

reported improvement in their confidence in teaching US guided IVs, plan to

incorporate at least 1 newmethod into their teaching practices, and recommend

the session to a peer. Incoming interns (N=67) were randomized to be taught by

intervention teachers (N=7) who underwent our training or control teachers

(N=6) who did not undergo training. At the end of the orientation session,

interns placed an US guided IV on a manikin that was rated by a blinded

evaluator, using a 13-point checklist. On a 5-point Likert scale, interns reported

improved confidence in placing US guided IVs regardless of teacher group (P

< 0.01). Intervention and control teachers were both highly rated and there was

no difference on the final checklist score between those taught by an interven-

tion teacher and control teacher (10.1 vs 9.7; P = 0.5).

DISCUSSION / REFLECTION / LESSONS LEARNED: We successfully

developed and piloted a highly rated simulation for procedural teaching.

Positive downstream effects of our program were not shown in this initial

pilot. However, our sample was small and one teacher often taught more than

one novice learner at a time in a crowded environment, which likely decreased

the sensitivity of detecting a difference. Ongoing evaluation will assess inter-

vention and control teachers in a more standardized format.

DEVELOPMENTAND IMPLEMENTATIONOF"THEARTOFMED-

ICINE" BOARD GAME TO IMPROVE CHRONIC DISEASE MAN-

AGEMENT SKILLS AMONG MEDICAL STUDENTS Byron D.

Crowe1; Eva Rimler2. 1University of Colorado, Denver, CO; 2Emory Univer-

sity, Atlanta, GA. (Control ID #2939621)

NEEDS AND OBJECTIVES: We set out to develop a learning method that

emphasized development of clinical skills over knowledge transfer and which

was more enjoyable than a lecture. We created and piloted "The Art of

Medicine," a board game in which learners confront both common and

complex scenarios in managing diabetes and hypertension, and make manage-

ment decisions based on dynamic patient variables in accordance with national

guidelines. Additionally, players must navigate highly subjective scenarios -

the "art of medicine" - in which they are challenged to think beyond guidelines

and individualize treatment.

SETTINGAND PARTICIPANTS: This project is an ongoing pilot at Emory

University School of Medicine in Atlanta, GA. Students in their 3rd year

Primary Care clerkship played the game between March 2017 and December

2017 during dedicated educational time.
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DESCRIPTION: "The Art of Medicine" is a medical game in which learners

take on the role of a new intern assigned to a primary care continuity clinic.

Each player is given a panel of 3 patients with diabetes and/or hypertension

which they must manage for the duration of "residency." Players roll a dice to

advance around a game board. Each turn, players draw one of four types of

cards - BP Check, A1c Check, Adverse Event or Art of Medicine. Drawing a

card initiates a clinic visit in which a patient experiences a change in BP/A1c or

an adverse event (i.e. STEMI). For example, a patient's HbA1c might increase

one point and players must add a newmedication. If an "Art of Medicine" card

is drawn, players must respond to a challenging scenario with no ‘right' answer.

For instance, a patient presents to clinic in DKA but declines admission to the

hospital. During the game, players have access to copies of the JNC-8 hyper-

tension guidelines and AACE/ACE 2015 diabetes algorithm. When prescrib-

ing treatments, players can reference "The Pharmacy" - a list of standard

treatments and their average BP and HbA1c lowering effects. Treatment effects

were sourced from the literature to reflect real data on BP and HbA1c control.

EVALUATION:All learners were sent anonymous surveys via email within 1

week of playing the game. We asked learners to indicate their level of

agreement with statements about their experience. Responses were recorded

on a 1-5 scale with 1 being "Strongly Agree" and 5 being "Strongly Disagree".

Of the 102 students who played the game, 58 responded to our survey for an

overall response rate of 57%. Overall, learners agreed that the game was

enjoyable to play (78%) and wanted it to remain a part of the clerkship

(69%). A majority also agreed that the game improved their confidence in

managing both hypertension (52%) and diabetes (59%).

DISCUSSION / REFLECTION / LESSONS LEARNED: Our experience

with "The Art ofMedicine" is that medical games can provide realistic practice

for learners in managing chronic disease. Moreover, learners largely enjoyed

the game, and further refinements - including digitization - may create new

opportunities for dissemination throughout medical education.

DEVELOPMENT OFA SCORING RUBRIC TO ASSESS THE QUAL-

ITY OF RESIDENT INDIVIDUAL LEARNING PLANS (ILPS) Daniel

Kim1, 2; Roger C. Garrison1, 2; Morteza Chitsazan1, 2; Ali Motabar1, 2;

Lawrence Loo3, 1. 1University of California Riverside (UCR) School of

Medicine, Riverside, CA; 2Riverside Univeristy Health System, Riverside,

CA; 3Loma Linda University School of Medicine, Loma Linda, CA. (Control

ID #2935081)

NEEDS AND OBJECTIVES: Self-directed lifelong learning is an overarch-

ing goal of accreditation standards along the continuum of medical education

from medical school (UME), through residency (GME) and ongoing profes-

sional development (CME). While ILPs are well known in the field of general

education, their incorporation into medical education has only been recently

promulgated. Based on the key concept of learner centeredness and the theory

of self-regulated learning, ILPs promote the development of lifelong learning

skills. To the authors' knowledge, no formal scoring rubric to judge the overall

quality of ILPs has been published in the medical literature. We sought to

develop and validate such a scoring rubric applied to residency education.

SETTING AND PARTICIPANTS: In 2016, a 1 hour ILP curriculum was

incorporated into our IM residency program to help improve annual In-

Training Exams (ITEs) scores. The 2017 ITE scores of 23 residents were

compared to the prior year and correlated to the quality of the intervening

ILPs. Three faculty members developed a scoring rubric to judge the quality of

ILPs.

DESCRIPTION: Residents are taught a structured approach to writing ILPs

that includes making personalized goals and objectives based on the ISMART

paradigm - Important, Specific, Measurable, Accountable, Realistic and Time-

ly. The scoring rubric's development is based on the American Psychological

Association (APA) 5 sources for validity - content, response process, internal

structure, relations to other variables, and consequences.

EVALUATION: The content validity of the scoring rubric was based on the 6

major ISMART domains of a structured ILP. The response process was

addressed by having 3 faculty raters use an initial draft of the rating form on

23 resident ILPs, meeting to discuss the variation in scores, refining the rubric's

verbiage, and then scoring an additional 14 ILPs. The internal structure was

assessed by measuring the inter-rater reliability of the initial draft of the scoring

rubric (Intraclass Correlation [ICC] = 0.61, p < 0.005, considered "good") and

again after revising the scoring rubric (ICC = 0.75, p < 0.001, considered

"excellent"). The relation to other variables was assessed by correlating the

quality of ILPs to changes in performance of 23 residents' ITE scores (r =

0.245, 95% CI = -0.19 to 0.60, p=0.25) between 2016 and 2017.

DISCUSSION / REFLECTION / LESSONS LEARNED: Our ILP scoring

rubric shows promise as evident by meeting 3 of the 5 APA sources of validity

for the development of a psychometric instrument. One likely explanation for

the lack of statistical significance in the correlation between the quality of ILPs

and the changes in performance of ITE scores is the small number of residents

(23) used to asses this phase - i.e. underpowered.

DEVELOPMENT OF AN ADVANCED LONGITUDINAL PRIMARY

CARE ELECTIVE IN A STUDENT FACULTY PRACTICE NET-

WORK Amy R. Weinstein1; Bonnie B. Blanchfield2; Rachael Williams3;

Marya J. Cohen3. 1Beth Israel Deaconess Medical Center, Boston, MA;
2Brigham & Womens Hospital, Weston, MA; 3MGH, Boston, MA. (Control

ID #2943936)

NEEDS ANDOBJECTIVES: Advanced clinical students need opportunities

and mentorship to grow their clinical skills to the level of a starting intern and

their skills in innovation and project development to understand how to make

meaningful change. Students choose the clinical track (CT), innovation track

(IT) or both (described below). Objectives: CT: Demonstrate clinical excel-

lence, longitudinally manage common conditions and synthesize knowledge

into plans, advance patient counseling skills, and serve as interprofessional

student-as-teacher. IT: Develop process improvement skills to improve health

of patients. Both Tracks: Address health disparities and demonstrate interpro-

fessional team leadership skills.

SETTINGANDPARTICIPANTS:Core clinical year completion is required.

Students rank and are assigned to a clinical practice. Primary mentors guide

students' clinical development or project based experience. In 2016-2017, 4

students participated and 9 are currently enrolled.

DESCRIPTION: The Advanced Longitudinal Primary Care Elective is a 1

year course designed to grow upper level medical students' clinical, leadership

and teaching skills through self-directed, longitudinal experiences in the Crim-

son Care Collaborative (CCC). Made up of Harvard Medical School (HMS)

and health professional students and faculty, CCC is a network of 7 student-

faculty collaborative primary care practices in greater Boston. CT: Students

function as primary care providers with preceptor guidance, educate earlier

stage students and lead interprofessional teams. There is an emphasis on

learning about social determinants of health, health disparities and primary

care transformation in patient centered medical homes. Students participate in
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quarterly direct observation. IT: Students are challenged to develop a self-

directed, question-driven project in medical education, quality improvement,

innovation, operations and/or research. In both tracks, students develop a

learning plan, meet regularly with mentors and participate in mid & end-of-

clerkship feedback.

EVALUATION: Semi-structured interviews were conducted of the 2016-17

students. Future measures of success will include student growth and attain-

ment of objectives based on final course evaluations, which will include

entrustable professional activities (EPAs) and final course surveys.

DISCUSSION / REFLECTION / LESSONS LEARNED: Semi-structured

interviews revealed that most students were CCC volunteers and appreciated

being able to get credit. The longitudinal clinical aspect and the opportunity to

lead a project was appealing. Students liked the flexibility, mentorship and

feedback. The CT allowed students to maintain clinical skills and the oppor-

tunity to teach and mentor was an unexpected benefit. They felt the interpro-

fessional experience helped eliminate biases and gave a greater appreciation of

teamwork and others students' skills. IT students appreciated the opportunity to

lead a project and learn the research process from idea, to formulation of

relevant policy questions, to data, to analysis and final product.

DIABETIC SIMULATION IN AMBULATORY EDUCATION Jessica

Chan; Rebecca Mazurkiewicz. Lenox Hill Hospital, New York, NY. (Control

ID #2930962)

NEEDS AND OBJECTIVES: To determine if use of a patient care simulator

in ambulatory resident education increased Internal Medicine residents' ability

to correctly perform common procedures for diabetic patients including foot

exams, finger-stick glucose tests, and insulin administration.

SETTING AND PARTICIPANTS: Educational modules were run by three

ambulatory faculty members at Lenox Hill Hospital, a community hospital in

NewYork City. Second and third year Internal Medicine residents who rotated

on the ambulatory service during the 2016-2017 academic year were included

in the educational modules. Each session was comprised of 1 facilitator and 4

resident attendees. Sessions were 1.5 hours long.

DESCRIPTION: Residents underwent individual baseline skill assessment

(pretest) for diabetic foot exams, administering subcutaneous injections and

performing a finger-stick glucose test via direct observation by the session

facilitator using checklists derived from ACP recommendations for these

procedures. Residents then participated in a 1.5-hour education session featur-

ing patient scenarios in which residents would perform diabetic foot exams,

subcutaneous injections, and finger-stick glucose tests on a patient simulator.

The case featured a Type 2 diabetic patient on Metformin and Glipizide

complaining of excessive thirst and urinary frequency. As a group, residents

discussed the case, then the session facilitator performed a stepwise demon-

stration of the procedures. Lastly, residents were retested (posttest) for the same

procedures. Procedure performance before the educational intervention was

compared to that after the intervention using descriptive statistics for all

residents.

EVALUATION: Thirty-nine residents completed the session. The participants'

performance of diabetic foot exams, finger-stick glucose tests, and subcutane-

ous insulin injections improved for every step of each procedure when com-

paring the direct observation checklists completed by facilitators regarding

participant performance before and after the session. The most dramatic

improvements were evident for the following items. For the diabetic foot

exam, 61% of residents assessed the anterior tibial and dorsalis pedis artery

before beginning the exam, as compared to 100% of residents after the

intervention. For the subcutaneous injection, 46% of residents correctly

inserted the needle at a 45 degrees angle before injecting, as compared to

100% of residents after the intervention. For the finger-stick glucose test, 69%

of residents correctly punctured the skin on the side or top (not on the pad) of

the finger with a lancet, as compared to 100% of residents after the

intervention.

DISCUSSION / REFLECTION / LESSONS LEARNED: Based on the

results above, all items were performed correctly in all three sessions after the

residents participated in the intervention. This educational intervention proved

to be a unique curriculum innovation designed to educate residents on how to

properly perform diabetic foot exams, subcutaneous injections, and a finger-

stick glucose test.

DIAGNOSING THE LEARNER: AN ANALYSIS OF HOW OUR

LEARNERS ARE CLINICALLY REASONING Rachel Hathaway1; Mi-

chael McShane1; Hugo Torres1; David Scales1; Joshua M. Onyango2; Priyank

Jain1; Richard Pels1. 1Cambridge Health Alliance, Cambridge, MA; 2Harvard

Graduate School of Education, Cambridge, MA. (Control ID #2940180)

NEEDS AND OBJECTIVES: Clinical reasoning is an important yet

complex process that has been increasingly recognized for its importance over

the past few decades. However, the exact characteristics that define it remain

subject to debate. It is integrated into medical school curricular competencies

and accreditation bodies' standards. As educators we are challenged to help

learners develop expertise in this topic that has many expert recommendations

of how to teach it, but without evidence based assessment tools. Therefore we

set out to describe how clinical reasoning changes across the educational

continuum from undergraduate medical education to graduate medical educa-

tion to expert. Our focus is on how problem representation, a specific skill in

clinical reasoning, is developed. This is a critical skill for physicians as it

quickly conveys how one is interpreting a case and is vital for efficient and

accurate communication.

SETTING AND PARTICIPANTS: We collected one-liners (a.k.a. problem

representation statements) from our learners after reviewing real cases. Our

learners range from 20 Harvard Medical School students in their clinical year

to 15 PGY1-3 Internal Medicine residents at the Cambridge Health Alliance.

We also included faculty one-liners for comparison.

DESCRIPTION: We aim to describe how problem representation changes

across the educational continuum from undergraduate medical education to

graduate medical education to expert. We are performing a mixed methods

analysis of one-liners (problem representation statements) to describe factors

that influence quality and sophistication. We anticipate presenting this data at

the conference.

EVALUATION:We are using a grading rubric that accounts for complexity of

the case as well accuracy of the components of problem representation. We

have several evaluators, ranging from senior to junior InternalMedicine faculty

and a medical student, in order to ensure inter-observer reliability. Through our

analysis of this data, we hope to identify concrete factors critical for the

accurate assessment of one-liners.

DISCUSSION / REFLECTION / LESSONS LEARNED: Through teach-

ing clinical reasoning to learners at various stages, we have identified that

problem representation is an important yet challenging skill to develop. How-

ever, we have limited ability to assess our learners' clinical reasoning. By
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focusing on a core skill, problem representation, we hope to identify key

factors that make up a one-liner as well as discrete stages of problem repre-

sentation development. We expect learners with more medical education will

score consistently higher. We hope that by better understanding how learners

progress in developing the skill of problem representation, we will be able to

develop a useful formative and summative assessment tool. Furthermore, such

a tool would be useful for educators as it would map milestone achievement in

the development of clinical reasoning competence. In addition to being useful

for diagnosing learners' developmental progress, it would help educators to

better target educational interventions.

DISCOVERING VALUE-BASED HEALTH CARE: INTERACTIVE,

ADAPTIVE LEARNINGMODULES FORMEDICALTRAINEES Vic-

toria Valencia; Sara Stamets; ChristopherMoriates. DellMedical School at The

University of Texas at Austin, Austin, TX. (Control ID #2920309)

NEEDS AND OBJECTIVES: "High-value, cost-conscious care" has been

identified as a critical deficiency in health professional training. As of 2013,

only 15% of internal medicine residency programs reported having any cur-

ricula related to costs or value. Barriers to adding new health systems science

topics into medical education include intense time pressures, crowded curric-

ula, and lack of faculty expertise. Our objective was to develop an on-demand

health care value educational tool that addresses these challenges.

SETTINGANDPARTICIPANTS: In June 2017, DellMedical School at The

University of Texas at Austin released the first set of interactive, adaptive

online learning modules, Discovering Value-Based Health Care (VBHC),

which aim to teach the foundation of VBHC to medical learners at any stage

of training. As of October 2017, the module website had received 17,696 page

views, by 2,368 unique users, with 728 registered users, representing 42 of 50

states in the US, and 8 foreign countries.

DESCRIPTION: Each module opens with an engaging short-form video

vignette case about an individual patient interacting with the health care

system. The learning content is presented through varying formats, including

text, pictures, animations, quiz questions, and activities. Each module includes

a "Care Redesign Case" that details institution or tool that has improved value.

Finally, learners participate in an interactive activity to highlight the module

learning objectives. The modules provide supplementary materials to allow

students to "dive deeper" on specific topics and to connect with national

organizations. Learners can complete the modules asynchronously and inde-

pendently, without the need for dedicated classroom time nor faculty mentor-

ship. Providing group time for discussion or for working through the modules

together may be preferable for most students. We have created facilitator

guides to assist local faculty with these formats.

EVALUATION: A total of 257 learners completed all three modules and

completed our assessment survey. The vast majority of learners were satisfied

with the modules overall (N=241, 94%), and 225 (88%) users indicated they

were likely to recommend the modules to a friend. Nearly all learners reported

achieving our learning objectives, including reporting being able to provide

examples of high and low value care (N=252, 98%).

DISCUSSION / REFLECTION / LESSONS LEARNED: Our modules

offer a unique, flexible, and easy-to-use way to teach the foundations of value

and cost, a topic not widely adopted by medical school or residency curricula.

We have received an overwhelmingly positive response from learners com-

pleting the modules, and educational programs across the US have adopted the

modules. It required the collaboration of an interprofessional team including

content experts, medical students, clinicians, web developers, and instructional

designers to create a state-of-the-art product for medical learners across the US.

ONLINE RESOURCE URL (OPTIONAL): www.vbhc.dellmed.utexas.edu

EDUCATION SOUP: THEMATIC MULTIDISCIPLINARY ROTA-

TIONS FOR PRIMARY CARE TRAINING Nancy T. Skehan1; Allen

Chang1; Laura Hallett2. 1University of Massachusetts Medical School,

Worcester, MA; 2University of Massachusetts Medical School, Worcester,

MD. (Control ID #2941824)

NEEDS AND OBJECTIVES: It has previously been identified that the

quality of ambulatory care training is suboptimal. This is due in part to the

limited amount of time spent in ambulatory training, and the lack of substantive

primary care experiences. As a countermeasure to these barriers, our objective

was to redesign the traditional Internal Medicine elective to create thematic

multidisciplinary rotations (TMR) focusing on ambulatory topics.

SETTING AND PARTICIPANTS: Our target audience was the Primary

Care Leadership Pathway (PCLP), a supplemental enrichment program within

the categorical residency composed of a group of residents self-identified as

having interest in primary care; however, categorical residents were also

invited to enroll.

DESCRIPTION: In AY17-18, two pilot TMRs were created: the Behavioral

Health rotation, and the Musculoskeletal Health rotation. In the Behavioral

Health rotation, participants rotated through clinics in addiction psychiatry,

integrated behavioral psychology and integrated general psychiatry. They also

attended an AA meeting, and completed reading assignments to complement

their experience. In the Musculoskeletal Health rotation, participants rotated

through clinics in physical therapy, rheumatology, hand clinic, podiatry, ortho-

pedics and sports medicine.

EVALUATION: For the Behavioral Health rotation, a total of 16/93 (3/11

PCLP) residents enrolled to participate. For the Musculoskeletal Health rota-

tion, a total of 18/93 (2/11 PCLP) residents enrolled to participate. Residents

were asked to evaluate the rotation assessing curriculum-based objectives and

components of the rotation on a Likert scale. The results are pending return.

DISCUSSION / REFLECTION / LESSONS LEARNED: Use of TMRs

aims to address numerous goals in our curriculum. First, it allows for training

across multiple complementary specialties at one time. Second, it provides an

opportunity for our residents to engage in interprofessional learning. By working

with allied health professionals such as psychologists and physical therapists, they

gain a deeper understanding of other roles in the health care team. Finally, it

allowed for an efficient use of elective time. As drawbacks, creation of these

complex elective schedules can be time-consuming and present administrative

challenges, and it also requires volunteerism on the part of the preceptors in other

specialties, whose time is not otherwise compensated. Our next steps are to

expand to other TMRs, such asmetabolic health, women's health, and urgent care.

ELECTRONIC HEALTH RECORD AMBULATORY TRAINING FOR

INTERNAL MEDICINE INTERNS Shawn Ong1; Jesse O'Shea2; Julie R.

Rosenbaum3. 1Yale - New Haven Hospital, New Haven, CT; 2Yale-New

Haven Hospital, New Haven, CT; 3Yale University School of Medicine,

New Haven, CT. (Control ID #2942917)
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NEEDS AND OBJECTIVES: We identified an opportunity to improve the

intern orientation process for the ambulatory setting. The objective was to

provide incoming interns with the electronic health record (EHR) knowledge

and tools necessary to become immediately efficient in the clinic environment

and then demonstrate the course's effect on confidence levels.

SETTING AND PARTICIPANTS: The setting was a classroom with a

desktop computer for every participant and access to the EHR. Fifteen Internal

Medicine Primary Care (PC) interns participated in a 4-hour training course

during June and July 2017 (t = 0 months) with the curriculum developed and

delivered by current residents and faculty.

DESCRIPTION: The PC interns completed a pre-course 10-point rating

survey evaluating their confidence in eight workflow categories, an immediate

post-course survey reassessing their confidence, and a survey related to the

course itself. Two-sample t-test was used to analyze the pre- and post-course

responses. A control group of 27 Traditional Internal Medicine interns did not

take the course but also completed the same confidence survey at the beginning

of residency (t = 0 months). In addition, both Traditional and PC interns who

began residency in 2016 and also did not take the course completed the

confidence survey at the end of their intern years (t = 12 months). Interns

who do not use Epic as their primary EHR were excluded.

EVALUATION: PC interns from 2017 participated in the EHR course, with all

completing the pre-course survey and 14 completing the post-course survey.

Mean confidence scores in eight workflow categories demonstrated significant

increases. When compared to 31 interns from 2016 (14 PC and 17 Traditional)

who completed the survey at the end of their intern year, the post-course survey

confidence results for the 2017 PC interns are higher, though non-significantly.

Mean scores in the eight workflow categories are listed with the 2017 PC

interns first and the 2016 interns listed second: patient preparation (7.93 versus

7.35, p=0.33), keeping within visit time (6.43 versus 5.94, p=0.41), electron-

ically prescribing medications (7.57 versus 7.35, p=0.68), entering lab orders

(7.64 versus 7.42, p=0.69), ordering referrals (7.43 versus 6.35, p=0.09),

documenting a clinic procedure (6.57 versus 5.16, p=0.06), compiling data

for paper forms (7.21 versus 6.84, p=0.58), and managing the electronic inbox

(7.57 versus 7.10, p=0.46).

DISCUSSION / REFLECTION / LESSONS LEARNED: A one-time

structured, resident-led EHR course for incoming interns demonstrates statis-

tically significant confidence increases to levels that surpass trainees who have

completed their intern year. Participants also ranked the course highly when

asked about its significance to their internship experience and patient care.

These results demonstrate that a targeted ambulatory EHR training led by peers

enhances the clinic on-boarding transition period for incoming interns, which

may lead to increases in the quality of patient care and greater satisfaction

during residency.

ENGAGING PRITZKER STUDENTS IN INTER-PROFESSIONAL

CHRONIC DISEASE MANAGEMENT: INTEGRATING THE CUR-

RICULUM AND DEFINING VALUE ADDED ROLES WITHIN THE

RECOVERQI PROGRAMAlex Spacht; JoyceW. Tang; JeanneM. Farnan;

Tia Kostas; Vineet M. Arora; Megan H. Scheetz; Steven R. White; Valerie G.

Press. University of Chicago, Chicago, IL. (Control ID #2944525)

NEEDSANDOBJECTIVES:Competency in patient-centered care and inter-

professional collaboration have been recognized as critical training compo-

nents by accreditation organizations. We aimed to provide enhanced

opportunities for students to meet the important inter-professional competen-

cies with an introduction to patient-centered care by partnering student learners

with an existing inter-professional clinical team, such as our comprehensive

COPD readmissions reduction program. The initial aims of our program for

first year medical students (MS1s) were to (1) align it with existing infrastruc-

ture and (2) determine the value-add roles for the MS1s. The ultimate program

goals are to provide students the opportunity to contribute to patient care as part

of an inter-professional chronic disease care team, improve students' ability to

integrate basic science knowledge of pathophysiology with clinical care, and

foster empathy through an understanding of patients' experience.

SETTING AND PARTICIPANTS: The program pairs MS1s with patient

partners to co-navigate care encounters and aligns with the existing MS1

Longitudinal Program's (LP) patient-centered track.

DESCRIPTION: Leadership of the existing MS1 LP and patient-centered

track has approved the addition of this patient-centered care opportunity to the

formal program. A team of first year medical students helped to determine

value-add roles for students participating in the CDLP. The proposed roles

included performing medication reconciliation teach-backs, conducting

follow-up and reminder calls to patients, and participating in motivational

interviewing on topics such as smoking cessation. Based on these results, we

piloted the program among 6 MS1s in pairs of two. The goal was for each pair

of medical students to be matched with two patients, together they would

attend at least two clinic visits and have at least one phone call visit.

EVALUATION: In piloting this programwe identified several barriers that can

be addressed to strengthen the program in future years, including that the

patients' visits were often in the morning when the students were in class or

the patients did not show up to their scheduled appointments or that patients

move away with loss of care continuity. Future work includes evaluating

changes in knowledge, skills and attitudes to determine how to increase the

value of this program to the participating students for future years.

DISCUSSION / REFLECTION / LESSONS LEARNED: Pairing students

with an existing inter-professional program is an ideal learning environment to

meet critical competencies and working with existing curricula allowed for

synergistic infrastructure. Medical student input was key to ensure that the

program is not only responsive to the curriculum competencies, but also

aligned with student learning goals. Piloting this program among a small

number of students provided the opportunity to identify key barriers to inform

future efforts to improve upon and expand the program.

ENHANCING THE CULTURE OF SAFETY THROUGH AN AMBU-

LATORYPATIENT SAFETYCURRICULUMRichard Cartabuke. Cleve-

land Clinic, Painesville, OH. (Control ID #2926780)

NEEDSANDOBJECTIVES: Three main questions drove this innovation: 1.

Do educational lectures promote a culture of safety in the ambulatory setting?

2. Does reflective practice engage trainees and staff as reflected in the reporting

of adverse events in the ambulatory setting? 3. Does awareness impact attitudes

pertaining to patient safety in the ambulatory environment after incorporating a

defined curriculum?

SETTINGAND PARTICIPANTS: The educational content was delivered in

a case-based didactic lecture to the Post-Graduate Year One (PGY-1) residents

in the Internal Medicine Residency Program (IMRP) at the Cleveland Clinic.

There are 55 categorical PGY-1 residents. A pre-survey was administered to all

categorical PGY-1 residents prior to the delivery of the educational content.
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DESCRIPTION: Trainees completed a preliminary survey prior to the deliv-

ery of any educational content, which, was modified from the Medical Office

Survey (MOS), a validated questionnaire. After completion of the pre-survey, a

lecture was administered to the PGY-1 residents as part of their academic

lecture series on patient safety. The lecture focuses on the types of errors that

occur in the ambulatory setting with special attention on diagnostic delay and

communication of results, in addition to education of the institute process of

SERS reporting. The lecture is interactive, case-based and is 1 hour in length.

Concurrently, a faculty development session was conducted to instruct ambu-

latory faculty on the process of SERS reporting using case-based examples for

the practice area. Following the completion of the lecture, a worksheet was

administered to allow for the process of reflection on an adverse event. This

occurred under faculty supervision.

EVALUATION: Analysis of the pre-survey data revealed the following char-

acteristics: 25% had never filed a SERS report. Approximately 1/3 of respon-

dents did not know how the subsequent process after a SERS report is filed at

our institution. After completion of both the trainee and faculty development

sessions, we have seen a 400% increase in ambulatory SERS reporting from all

providers. Preliminary data from the personal reflection worksheet has sug-

gested at least 6 different potential quality improvement projects to improve

ambulatory patient safety in our practice.

DISCUSSION / REFLECTION / LESSONS LEARNED: The case-based

interactive discussion was initially engaged by trainees with a focus on

assigning blame rather than identifying the larger system-based issues. This

feedback was incorporated in discussions of the components of a culture of

safety, including a blame-free environment with goals for continued process

improvement. Additionally, we observed that our faculty do not have a stan-

dardized background or training with regard to patient safety reporting and

reflective practice, prompting the need for more formalized faculty develop-

ment sessions. Our future direction is to utilize the SERS reports as a launch

point for continuous improvement projects in the ambulatory setting led by

trainees and faculty in their practice teams.

ENHANCING THE PRIMARYCARE EXPERIENCEOF RESIDENTS

WITH NOVEL AMBULATORY BLOCKS IN AVA CENTER OF EX-

CELLENCE IN PRIMARY CARE EDUCATION Stefanie Deeds2, 1;

Joyce Wipf2, 1; Traci Takahashi2, 1. 1University of Washington, Seattle, WA;
2Veteran Affairs Puget Sound Health Care System, Seattle, WA. (Control ID

#2938143)

NEEDS ANDOBJECTIVES: In 2011 Veterans Affairs (VA) established five

Centers of Education in Primary Care Education (CoEPCE) to transform

primary care education and prepare physicians and other health professionals

for interprofessional team-based care. In our CoEPCE, expanded primary care

time includes novel ambulatory electives providing clinical, teaching and

leadership experiences not traditionally part of medicine residency.

SETTING AND PARTICIPANTS: Our VA CoEPCE pathway has had 33

primary care track residents in the University-affiliated Internal Medicine

Residency Program from 2011-2017. CoEPCE residents spend 30% of their

3 years in primary care, including 2 CoEPCE electives per year consisting of 3

core and 3 thematic electives, which are designed with resident input.

DESCRIPTION: CoEPCE R1s have VA Deployment and Homeless Health

blocks. Most CoEPCE R2-R3s complete a core Leadership elective and a

Clinician-Eeducator elective in addition to theme-based interprofessional

blocks. For example, a Rehabilitation block includes clinics with Physiatry,

Spine, Podiatry, and one-on-one time with physical and occupational

therapists.

EVALUATION: In academic years 2014-17, 33 CoEPCE residents had com-

pleted 102 novel rotations, and were given standard end of rotation evaluations

with 7 free text-response questions. There were 85 completed evaluations. The

authors performed qualitative thematic analysis of responses to open ended

questions and identified 7 themes: clinical skills development, career choice,

faculty as role models, teaching quality by faculty of multiple professions,

rotation structure, gaining knowledge, and applying skills learned in care of

other patients. Rotations helped affirm resident primary care career choices,

particularly the Homeless Health block. They highly valued rotation faculty,

considering them as role models and outstanding teachers. Several areas for

improvement were identified, including a need for explicit rotation introduc-

tions and goals, adequate patient census in some clinics, restructuring certain

blocks, and decreasing observer time.

DISCUSSION / REFLECTION / LESSONS LEARNED: CoEPCE novel

electives provide valued educational experiences that prepare future primary

care physicians by focusing on excellence in clinical care, leadership, teaching,

and interprofessional team-based practice. The electives build skills iteratively,

starting with exposure to unique needs of veterans and health care decision-

making, followed by opportunities to personalize learning based on individual

preference, career interest and clinical skill needs. In addition to anticipated

benefits of developing new skills and knowledge, unforeseen benefits include

positive impact on care of residents' primary patient panel, professional

growth, and exposure to a variety of clinical role models, thus expanding

perspectives on careers. Challenges of implementing these blocks include

scheduling logistics and variability in structure and orientation.

EVALUATING POPULATIONHEALTHMANAGEMENT SKILLS - A

SHAREDWEB-BASEDOBSERVATION TOOL FORHEALTHCARE

TRAINEES AND SUPERVISORS William G. Weppner1, 3; Maya H.

Dulay2; Elena Speroff3; Rick Tivis3; Anne P. Poppe4. 1University of Washing-

ton, Boise, ID; 2UCSF/VA, San Francisco, CA; 3Boise VA Medical Center,

Boise, ID; 4VA Puget Sound HCS, Seattle, WA. (Control ID #2944922)

NEEDS AND OBJECTIVES: Population Health Management (PHM) is an

increasingly important focus for health care systems to efficiently and proac-

tively improve patient care. However, established curricula and evaluation of

health professionals' skill in this area are lacking. This abstract will share line

medical innovation to help trainees reflect and receive feedback on their

performance related to Population Health Management clinical training and

practices.

SETTING AND PARTICIPANTS: The VA-based Centers of Excellence in

Primary Care Education (CoEPCE) were established to develop innovations to

improve education in team-based primary care. Representatives from five

academic sites (Boise, Cleveland, San Francisco, Seattle andWest Haven VA's

and affiliates) have cooperated over the past 3 years to develop curriculum for

team-based approaches to PHM as part of a collaborative quality improvement

process.

DESCRIPTION: Over 150 trainees from internal medicine, nursing, pharma-

cy, and psychology from these sites have participated in longitudinal PHM

workplace-based curricula. Iterative evaluations of different stages of devel-

opment of PHM curricula from these sites culminated in the development of
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cross-site, interprofessional desired learning outcomes (DLOs) for PHM, as

well as direct observation and self-appraisal assessment tools to evaluate and

provide feedback related to a trainees' competency in PHM. The assessment

tools focuses on DLOs expected for competent level learners. It allows trainees

to rate their own skills, share this evaluation on-line with their supervisors, to

allow reflection and a shared review of the trainee's behaviors related to PHM

practice.

EVALUATION: The PHM evaluation tool was developed from program

competencies, using group consensus approach with internal and external

validation. It is currently being pilot tested at seven separate CoEPCE conti-

nuity clinic sites. Additional feedback and user testing has been obtained via

workshops and trainings with interprofessional academic participants from

different clinical systems. The feedback has led to a shorter tool and the

addition of descriptions of behaviors which represent competency in each of

the DLOs

DISCUSSION / REFLECTION / LESSONS LEARNED: The PHM obser-

vation tool allows trainees from different health care professions to reflect skills

and behaviors related to PHM and offers opportunities to get feedback from

supervisors of multiple professions. This allows for feedback for the trainees

related to practice, and helps to guide supervisors in improving their own

instructional strategies to meet desired learning outcomes. Completing assess-

ments specific to PHM activities can be time consuming, but doing so ac-

knowledges skills that are unique to PHM that may not be assessed with

clinical evaluations strategies traditionally focusing on visit-based care of

individual patients. As PHM continues to grow as a team-based activity,

individuals will need to understand how they function as part of a team to

improve clinical care.

ONLINE RESOURCE URL (OPTIONAL): https://redcap.iths.org/surveys/

index.php?s=PTW8MMR9X9

EVALUATION OFA NEW FACULTY DIRECT OBSERVATION AND

ASSESSMENT MODEL FOR THE INTERNAL MEDICINE CLERK-

SHIP Katherine Wrenn; Amy R. Weinstein. Beth Israel Deaconess Medical

Center, Boston, MA. (Control ID #2938955)

NEEDS AND OBJECTIVES: With many medical schools moving towards

competency-based medical education, there is a need for increased observation

of medical students performing clinical skills. However, many students report

they do not receive sufficient observation and feedback from faculty during

their rotations. To increase the amount of observation students receive during

their internal medicine (IM) clerkship, and provide more longitudinal feed-

back, we designed a model in which a faculty "coach" would meet with each

student 3 times over the course of the clerkship, providing observation and

immediate formative feedback about their performance. We aim to 1) assess

the impact of the model on students' perceptions of the amount and quality of

direct observation and feedback they receive during their clerkship, 2) assess

students' satisfaction with the model, and 3) identify areas for improvement

within the model.

SETTING AND PARTICIPANTS: During their IM clerkship at Beth Israel

Deaconess Medical Center, medical students spend 8 weeks in an inpatient

care setting and 4 weeks in an ambulatory care setting. From July-December

2017, a faculty member with formal training in medical education served as a

coach for the 28 students who rotated through the clerkship (14 students per 3-

month block).

DESCRIPTION: A faculty "coach" met individually with all students in the

IM clerkship for 3 one-hour sessions over the course of the 3-month rotation. In

the first session, the coach observed the student performing a history and

physical, and provided feedback. The coach and student identified areas for

improvement, and students had the opportunity to choose what clinical skills

they wanted to focus on in the remaining sessions. At the end of the clerkship,

the coach provided formative and summative feedback to the IM clerkship

directors about the students' performances.

EVALUATION: After the clerkship, we sent students an online anonymous

survey to assess their perceptions of the amount of observation and feedback

they received during the clerkship and the quality of observation and feedback

(Likert scales). We asked what was most useful about the program and what

changes they would recommend. We will compare responses to those from

students who rotate through the clerkship in the next 6 months, who will not

participate in the pilot.

DISCUSSION / REFLECTION / LESSONSLEARNED:Data collection is

currently ongoing, but preliminary feedback from students has been positive,

withmany students enjoying the format and the ability to tailor sessions to their

learning goals. The most frequent concern was the additional time away from

patient care. From a faculty perspective, performing the direct observations

was time-intensive, and it is unlikely that having a single coach for all students

in the clerkship will be feasible going forward. Next steps will include

determining who should serve in the coaching role, what faculty development

is necessary, and how to best incorporate the program within the students'

schedules.

EVALUATIONS OF OBJECTIVE STRUCTURED CLINICAL EXAM-

INATIONS: WHO KNOWS BEST? AN ANALYSIS OF FACULTY

ASSESSMENT VERSUS SELF, SAME-LEVEL PEERS, AND STAN-

DARDIZED PATIENT Jaideep S. Talwalkar; Tanya D. Murtha; Stephanie

Prozora; Matthew S. Ellman. Yale School of Medicine, New Haven, CT.

(Control ID #2942155)

NEEDS AND OBJECTIVES: We developed a 4-station formative objective

structured clinical examination (OSCE) for senior medical students on ad-

vanced communication skills topics. The purpose of this study was to evaluate

the concordance of assessment of students based on four information streams:

student self-evaluation, same-level peer observer, standardized patient (SP),

and faculty.

SETTING AND PARTICIPANTS: As part of the capstone course prior to

graduation, 91 senior medical students participated in the OSCE. Consent to

participate in the study was obtained from 63 (69%) students, 45 of whom

participated in the study based on videotaping capacity.

DESCRIPTION: Students rotated through OSCE stations in groups of three.

Each group participated in three of four 20-minute stations: palliative care,

goals of care, medical error, and difficult encounter with a patient. Didactics on

these topics as well as on giving and receiving feedback preceded the OSCE.

Each student participated as the interviewer for one station and observer for

two stations. Interviewing students received verbal feedback directly from

peers based on two measures: a task-specific checklist (TSC) designed by

faculty-experts in each topic area and a modified Master Interview Rating

Scale (MIRS).

EVALUATION: At the end of each interview for study participants, the

interviewing student and SP completed the TSC, while the observing students
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completed both the TSC andMIRS. The encounters were videotaped and later

reviewed by faculty trained to use both the TSC and MIRS. Two faculty

members reviewed 25% of the videos to ensure agreement. The remaining

75% of encounters were divided randomly and evaluated by one faculty

member. TSCs were scored as a percentage of possible points, and MIRS as

a mean score per rater. Intra-class correlation coefficients (ICC) were used to

compare inter-rater agreement, with faculty score as the gold standard. Scores

on TSC were similar among different raters with ICC showing substantial

agreement between faculty and self-evaluations (0.712) and among peer eval-

uators (0.735), and moderate agreement between faculty and peer (0.553) and

SP (0.470) evaluators, all of which were statistically significant. Average

scores on the 5-point MIRS were 4.2 by faculty and 4.7 by peers, with ICC

showing statistically significant substantial agreement among peers (0.670) but

lack of significance with fair agreement between faculty and peers (0.245).

DISCUSSION / REFLECTION / LESSONS LEARNED: Self-assessment

on OSCE performance task completion closely resembled that of trained

faculty, and both same-level peer and SP assessment were moderately equiv-

alent. Agreement on the MIRS between untrained peers and faculty was not

significant, but on a practical level, the comparable raw scores may allow for

actionable and reasonably accurate peer-assessment for purposes of formative

feedback. Thus, a combination of same-level peer, self, and SP-assessment

may be a useful alternative to faculty assessment for a formative OSCE on

advanced communication skills for senior medical students.

EXAM ROOM PRESENTATIONS IN RESIDENT CONTINUITY

CLINIC Rachel Vanderberg; Tanya Nikiforova; Megan Hamm; Carla

Spagnoletti; Melissa McNeil. University of Pittsburgh, Pittsburgh, PA. (Con-

trol ID #2905822)

NEEDS ANDOBJECTIVES: Current literature suggests exam room presen-

tations (ERPs) in resident continuity clinic (RCC) have several benefits. ERPs

facilitate direct observation, improve patient satisfaction, and provide an op-

portunity to return to the bedside. However, the majority of case presentations

currently take place in the conference room.We aimed to explore the feasibility

of ERPs as a precepting model in RCC.

SETTING AND PARTICIPANTS: Participants included University of Pitts-

burgh General Internal Medicine faculty (n=16) and residents (n=20) across all

three RCC sites who participated in a one month pilot of ERPs. We defined an

ERP as the case presentation and discussion taking place in the exam room

with both the attending physician and patient present.

DESCRIPTION: We conducted a descriptive qualitative study using semi-

structured one-on-one phone interviews with faculty and 4 focus groups with

residents (average 5/group). Interviews and focus groups were recorded,

transcribed, coded and analyzed for themes using the constant comparative

method.

EVALUATION: Advantages and disadvantages of ERPs fell into two do-

mains: medical education and patient care. Within medical education, two

themes emerged: 1) ERPs create unique learning opportunities regarding role

modeling, physical exam, and communication while limiting learning oppor-

tunities about guidelines, research, and clinical decision making; and 2) direct

observation during ERPs provides meaningful formative feedback; however,

constructive feedback may negatively impact the resident-patient relationship.

Within patient care, four themes emerged: 1) Verification of the resident's

history and exam improved quality care; however, difficulty reviewing other

objective data in the electronic medical record (EMR) hindered quality care, 2)

ERPs enhanced patient centeredness, but too much patient participation led to

unfocused encounters, 3) Some patients enjoyed seeing the medical decision

making process, but lengthy clinical discussions were confusing for others, and

4) ERPs sometimes provided an opportunity to highlight the resident's skill

while at other times detracted from resident's role as the primary provider.

Other barriers included: 1) ERPs are longer than conference room presenta-

tions, 2) small exam rooms and computer positioning make ERPs awkward,

and 3) difficulty reviewing the EMR in real-time.

DISCUSSION / REFLECTION / LESSONS LEARNED: ERPs can have

substantial educational and patient care benefit, but their use in appropriate

situations is key. Patients with abnormal exam findings or counseling visits

were identified as ideal for ERPs, while sensitive issues or clinical uncertainty

were best discussed in the conference room. Strategies to preserve the

resident's role as the primary provider included having the resident sit closest

to the patient, tolerating stylistic difference in management, and providing

tactful correction.

EXPERIENTIAL LEARNING ABOUT MENTORSHIP FOR MID-

LEVELACADEMICCLINICAL FACULTYNeil J. Farber1; Gita Mehta2.
1University of California, San Diego, La Jolla, CA; 2UCSD, La Jolla, CA.

(Control ID #2915148)

NEEDS AND OBJECTIVES: Junior faculty members look to mentors for

guidance on their research, career, and work-life balance. There are few

programs reported in the literature which train more senior faculty about

mentorship skills, and no training programs have used experiential learning.

We developed a unique program for mid-level clinical faculty involving both

didactic and experiential learning for mentorship in clinician-educator skills.

SETTING AND PARTICIPANTS: Settings and Participants: We trained

three residents to represent three junior faculty with issues requiring mentor-

ship, and one senior faculty member on being a problematic mentor. Seven

mid-level academic clinical faculty members received a 90 minute didactic

program on mentorship. Thereafter, the participants engaged in a structured

feedback session that involved communication with 4 mentorship situations:

three involving communication with a junior faculty member, and one involv-

ing communication with a senior faculty mentor. Participants moved in pairs

from one scenario to the next, assigned as participant or observer. Four faculty

members who were senior viewed each interaction remotely in a monitoring

room, before joining the participant and standardized mentee or mentor to

debrief on each encounter and provide feedback.

DESCRIPTION:Description of the Program/intervention: Prior to the session

participants were provided pertinent reading materials and a tutorial on men-

torship. Participants were given 15 minutes to communicate in each scenario.

Following each encounter, 15 minutes were spent in giving feedback to each

participant by the colleague, standardized mentee or mentor, and observing

senior faculty member. Participants completed pre and post questionnaires

assessing their self-perceived confidence in 26 domains regarding mentoring

skills.

EVALUATION: Results: Out of 26 domains, 23 demonstrated a shift

toward improvement. These included communication skills, assessing

mentees' level of expertise and ability, strategies in enhancing mentees'

abilities and confidence, addressing biases and diversity, and address-

ing mentees' needs including work/life balance, resources, and acting

as a role model.
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DISCUSSION / REFLECTION / LESSONS LEARNED: Discussion: Our

workshop is unique in providing mid-level academic clinical faculty members

education about being an effective mentor. This is the first time to our

knowledge that experiential learning has been used in teaching communication

skills for the purpose of effective mentorship. Despite the inherent constraints

of simulated encounters, this workshop provides a safe environment for mid-

level academic clinical faculty to learn key skills relevant to mentorship

FACILITATING PATIENT-CENTERED LEARNING THROUGH A

LONGITUDINAL PATIENT-PARTNERED CLINICAL EXPERI-

ENCE: LESSONS LEARNED WITH PROGRAM EXPANSION Joyce

W. Tang1; Anshu Verma1; Tia Kostas1; Valerie G. Press1; Josef Kushner1;

Lauren Wiklund1; Nicole Gier1; Vineet M. Arora2; Jeanne M. Farnan1; David

Meltzer1. 1University of Chicago, Chicago, IL; 2University of Chicago Med-

ical Center, Chicago, IL. (Control ID #2946075)

NEEDS AND OBJECTIVES: Traditional educational models are not de-

signed to promote patient-centered care, with few opportunities to experience

care from the perspective of a patient or engage longitudinally in a patient's

care.

SETTING AND PARTICIPANTS: The Patient Centered Longitudinal Ex-

perience (PCLE) was implemented as an elective track within a required M1

clinical preceptorship experience. After a successful pilot, we expanded PCLE

to 34 students across 3 clinical settings selected for focus on patients with

frequent hospitalization and use of interprofessional teams.

DESCRIPTION: Groups of two students were paired with two patient part-

ners and a physician to co-navigate their patients' interactions with the

healthcare system. Over a 9-month period, students were required to complete

at least 6 clinical encounters across 2 or more different care settings (primary or

specialty care, interprofessional care, hospital, home visits), call patients be-

tween visits, and meet with their preceptor monthly. Students not assigned to

PCLE participated in a traditional longitudinal clinical preceptorship with a

physician in a single healthcare setting. All students attended a lecture on

behavioral goal-setting, medication reconciliation, and making a home visit.

EVALUATION: Of 96 first year medical students, 34 were assigned to PCLE

(11 opted in; 23 were randomly assigned). PCLE students completed a mean of

6 (SD 3) visits and 3 (SD 2) phone calls with their longitudinal patients, across

3 (SD 1) settings. While PCLE students were less likely than traditional

students to perceive the experience as valuable (62% vs. 78%, p=0.05),

students who opted into PCLEwere more likely than those randomly assigned

to find it valuable (90% vs. 60%, p = 0.05). Low value was attributed to

logistical challenges to visits (conflicting classes; cancelled visits) and few

opportunities to practice clinical skills. A qualitative analysis of lessons learned

among PCLE students elucidated themes of patient-centered learning (patient

perspective, burden of illness, challenges to navigating the healthcare system);

value of the doctor-patient relationship; and importance of care coordination; "I

learned about what it is like from the perspective of a patient and how difficult

it can be to navigate and successfully communicate within the healthcare

system." In comparison, learning themes among students in traditional clinical

preceptorships focused on biomedical concepts (diseases, clinical skills) and

learning how a clinic functions: "[I learned] how the ER works, how the EMR

is managed, how to better conduct a history of the patient."

DISCUSSION / REFLECTION / LESSONS LEARNED: PCLE students

gained valuable exposure to patient challenges with health systems navigation

and insight into the importance of care coordination. Unfortunately, logistical

challenges diminished enthusiasm among students randomly assigned to the

program. Efforts to decrease logistical challenges for students will need to be

balanced with the potential implications of selecting a patient population with

fewer barriers to care.

FEASIBILITY OF TRAINING PRIMARY CARE INTERNAL MEDI-

CINE RESIDENTS IN ETONORGESTREL IMPLANT INSERTION

Louisa Holaday1, 3; Jennifer Stella2, 3; Shwetha Iyer1, 3; Erin J. Goss1, 3; Joseph

Deluca1, 3; Mary Gover1, 3. 1Montefiore Medical Center, New York, NY;
2Medecins Sans Frontieres, Kinshasa, Congo; 3Montefiore Medical Center,

Bronx, NY. (Control ID #2945634)

NEEDS ANDOBJECTIVES:About half of pregnancies in the United States

are unintended every year. In vulnerable populations the rate of unintended

pregnancies is higher, including poor women (2-3x higher) and women of

color (about 1.5x higher). Long-acting reversible contraception (LARC) is an

effective method of reducing unintended pregnancies; the etonorgestrel im-

plant is 99.95% effective. One of the barriers to increased use of LARC is an

inadequate number of trained providers. Primary Care Internal Medicine

residents are an untapped pool of providers serving vulnerable populations.

SETTING AND PARTICIPANTS: Our program was implemented at one

federally qualified health center, the continuity clinic site for 30 Primary Care

Internal Medicine residents with 19 full- and part-time faculty in the South

Bronx, NY, which serves >90%Black and Latino patients with <10% privately

insured.

DESCRIPTION: In 2013, this resident-led project began meeting with key

stakeholders to create the opportunity for training in implant insertion.

The support of these collaborators, secured through meetings over the

subsequent four years, led to a monthly clinic as a formal part of the

residency curriculum as of 07/01/2017. The collaborators contributed

in the following ways: the Department of Medicine assisted with

certification; Family Medicine and OB/GYN with training our precep-

tors; residency leadership with creating time in residents' schedules;

clinic leadership with clinical scheduling, reimbursement procedures,

creating a referral system, and securing materials; the clinic head nurse

with training LPNs and front desk staff; and the manufacturer with the

non-clinical initial training. The implant clinic provides qualifying

training for residents and needed medical care for our patients.

EVALUATION: Twenty-one residents have completed the initial training, six

have placed implants in clinic on a total of 15 patients, for an average of 2.5

placements per resident per clinic. As implant insertion has grown into a

routine part of clinical practice the number of referrals and scheduled patients

per clinic has increased. Each resident in our program who opts into the

training, thus far about two-thirds of those asked, will be able to complete

one or two clinics. We expect that all residents who elect to be trained will be

qualified to place implants upon graduation. Anecdotally, patients who have

received implants in our clinic are satisfied with the procedure and its avail-

ability at their medical home.

DISCUSSION / REFLECTION / LESSONS LEARNED: Training Primary

Care Internal Medicine residents in implant insertion is feasible and results in

more providers with LARCexpertise serving vulnerable communities. There is

clear benefit to patients and residents with no observed harms. In order to

implement a sustainable clinical service and training opportunity, it is essential

to have buy in by all stakeholders.
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FORMATIVE ASSESSMENT FOR TEACHING RADIOLOGY TO

LARGE GROUPS USING HEAT MAP SURVEYS Aleksey Tentler1, 2;

Faisal Shah2; Sangeeta Lamba1, 2. 1Rutgers New Jersey Medical School,

Passaic, NJ; 2Rutgers New Jersey Medical School, Newark, NJ. (Control ID

#2941840)

NEEDS AND OBJECTIVES: Radiology image learning is traditionally best

accomplished in small 1:1 to at most 1:4 teacher-learner ratios. When scaling

image interpretations to large groups such as lecture halls, the learning tends to

default to the lecturer asking a query, with 1-2 students responding at most,

failing to engage the entire class in a meaningful way. We describe a real-time

visual formative feedback tool for teaching radiology that allows us to trans-

form and scale the engagement of students for very large groups. This submis-

sion describes how to: - Engage all learners of a large group (>100 learners) in

a bi-directional dialogue regarding radiology image reading - Conduct a

formative real-time gap assessment, identifying areas of radiology image

reading in most need of clarification for a large learner group - Provide a large

group of learners real-time feedback regarding the standing of their skills in

radiology image reading compared to their peers

SETTINGANDPARTICIPANTS: This tool has been used in two sessions of

our medical school's organ-systems based curriculum (Digestive System

Course) for all the 2nd year medical students (179 students).

DESCRIPTION: During a heat map session, after the students have been

presented with a lecture about certain radiological diagnostic skills, the pre-

senter displays a QR code (or shortened link) that takes the learners to an online

survey. Within the survey, each question is a clickable radiology image with a

question (e. g. "Click onwhere you think a lung finding suspicious for cancer is

located"). Once each learner clicks on the spot that they feel shows the finding

being asked about, the presenter brings up the image in the question, with a

"Heat Map" overlay of all the responses submitted. The spots clicked most

often are represented in red, and the spots with less number of clicks are

represented in orange, yellow, etc, over a spectrum. This allows the presenter

to instantly get an idea whether the whole group clicked in roughly the right

area, or, if there are substantial numbers of wrong answers, whether the wrong

clicks seem to be clustered over some other finding(s). The presenter can then

discuss how the structures that received clustered incorrect clicks look similar,

yet different from the correct answer.

EVALUATION: On the course evaluation, with 96% of the class

responding (171 students), the use of Heat Maps as a learning/

assessment tool was evaluated by the students at 4.28 out of 5 (STD

0.79).The students made multiple positive comments on their evalua-

tion, conveying their appreciation of both the innovation and useful-

ness of this teaching modality.

DISCUSSION / REFLECTION / LESSONS LEARNED: The heat map

survey formative assessment tool was used in several sessions for 2nd year

medical students, receiving excellent evaluations. It allowed for in-class dis-

cussions regarding radiology image reading, focusing on areas in most need of

clarification. Plans are in progress to further expand this teaching modality to

other organ system courses in the curriculum.

FOSTERING SELF-DIRECTED ONLINE LEARNING THROUGH

RESIDENT-LED GROUP TEACHING Yakira David1, 2; Andrew A.

Chang1, 2; Melissa S. Lee1, 2. 1NYC Health + Hospitals/Kings County, Brook-

lyn, NY; 2SUNY Downstate, Brooklyn, NY. (Control ID #2946071)

NEEDSANDOBJECTIVES:Web-based self-directed learning resources are

increasingly integrated into medical education curricula to augment and-

transform traditional learning models. [1] While this has been shown to

improve medical knowledge, poor rates of completion hamper performance.

Barriers to completion include perceived time constraints, lack of interest in

topics, technical difficulty and lack of personal discipline. [2] The study

objective is to evaluate the effectiveness of utilizing an Internal Medicine

Ambulatory OnlineModule Course (IMAOMC) during structured ambulatory

didactic sessions in an Internal Medicine Residency program.

SETTING AND PARTICIPANTS: The study population consisted of Inter-

nal Medicine Residents across Postgraduate Years (PGY) 1-3. The residents

participated during their protected outpatient academic time at NYC Health +

Hospitals/Kings County.

DESCRIPTION: Annually residents have access to 40 modules from a well-

established IMAOMC to be completed independently. In the 2017-18 academ-

ic year, each resident was assigned one online module to teach during a

monthly didactic session while peers completed the module on personal

electronic devices. At least one faculty member was present to moderate and

augment the session.

EVALUATION: At the end of a 6-month period, rates of module completion

were measured and compared to the prior academic year of independent study.

A surveywas completed by the residents to assess the impact of this strategy on

their medical education experience.

DISCUSSION / REFLECTION / LESSONSLEARNED: 36 residents were

included in this study. Residents thought that the IMAOMC module topics

were pertinent to clinical practice (96.2%) and the Internal Medicine Board

Certification Exam (88.4%). Despite this perceived relevance, in the pre-

intervention academic year, 11.5% of residents did not complete any

modules, and 26% completed >5 modules. 6 months after the intervention

100% of residents completed at least 1 module and 44% completed >5

modules. 52% of residents reported that at least 50% of their completed

modules were done during didactic sessions and 81.5% of them complet-

ed modules that they would otherwise have not done on their own. 63.5%

of residents reported that they retained more than half of the module's

content when done as part of didactic sessions compared to 23% of them

when done on their own. 73% of residents who taught modules reported

that they retained >50% of the module. Overall 81.5% of residents

reported that completing online modules in a group setting was beneficial

to their learning experience and 74.1% of residents preferred this method

to completing them on their own.

FOSTERING TRAINEE QUALITY AND PATIENT SAFETY INTER-

ESTS WITH THE DEVELOPMENT OF A QPS ELECTIVE Jessica

Donato. Cleveland Clinic, Cleveland, OH. (Control ID #2944110)

NEEDS AND OBJECTIVES: Healthcare systems, medical specialty boards

and accreditation organizations recognize the necessity of training and leader-

ship in quality improvement and patient safety. A growing cohort of internal

medicine trainees seek to develop and advance their competency in this field.

Given variable trainee interests and the complexity of resident scheduling,

specialized electives offer trainees an opportunity to explore specific interests.

We sought to create a quality and patient safety (QPS) elective for internal

medicine trainees to provide QPS proficiency through dedicated didactic and

experiential education.
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SETTING AND PARTICIPANTS: Eight internal medicine residents (six

PGY2 and two PGY3) enrolled in and completed a 1-week non-clinical quality

and patient safety elective led by a physician course director.

DESCRIPTION: Learners in the elective participated in 3-4.5 hours of ded-

icated interactive educational sessions daily which included core didactic

sessions run by the course director, guest lectures by institutional experts,

journal clubs, and attendance at non-medicine departmental patient safety

meetings. Core educational sessions covered topics such as culture of safety,

root cause analysis, and the model for improvement using Institute for

Healthcare Improvement (IHI) resources for content development. Expert

speakers were recruited from across our institution to provide didactics on

topics includingmedication safety, coremeasures and care paths, QPS from the

nursing perspective, and risk management. Similar to previously reported QPS

rotations, the remainder of the elective was dedicated to experiential patient

safety education where residents conducted a root cause analysis (RCA) on a

near miss or adverse event from our institution's error reporting system.

Residents worked in pairs with protected time for their investigation and

dedicated time to check-in with the course director on their RCAwork.

EVALUATION: The elective culminated in resident presentations of their

RCAs to an audience of senior leadership (hospital, residency, and patient

safety), faculty and peers. The course director completed an assessment of each

trainee during the presentation, which was considered the final deliverable. All

trainees showed attainment of competencies in key patient safety domains.

Three trainees (37.5%) from the elective are currently leading quality improve-

ment projects for our institution.

DISCUSSION / REFLECTION / LESSONS LEARNED: Despite a grow-

ing number of QPS curricula nationwide, few programs have developed a

dedicated elective to provide an advanced educational experience directed at

trainees with a specific interest in QPS who elect to enroll. Trainees showed

successful knowledge and skill acquisition through attainment of competency

in patient safety domains and have become leaders within our training program

in both quality improvement (QI) projects and patient safety endeavors.

Further assessment of QI skills and attitudinal change would be beneficial to

further evaluate the impact of this rotation in the future.

FROMBOARDROOMTO BEDSIDE: ACTIVELY ENGAGINGMED-

ICINE RESIDENTS IN QUALITY AND SAFETY WITH

HOUSESTAFF SAFETY ROUNDS Katherine G. Hicks1, 2; Jared W.

Klein2; J. R. Goss2; Anneliese M. Schleyer2. 1University of Washington,

Seattle, WA; 2Harborview Medical Center, Seattle, WA. (Control ID

#2944677)

NEEDS AND OBJECTIVES: Developing a culture of safety is a core

element of delivering high quality patient care. Executive safety

rounds have been endorsed by the Institute for Healthcare Improve-

ment and the Agency for Healthcare Research and Quality as a

method to connect leadership with concerns faced by frontline staff.

Applying a similar model to the residency environment engages

housestaff in safety culture and lowers barriers for event reporting,

satisfying objectives in the CLER initiative set forth by the ACGME.

SETTING AND PARTICIPANTS: Setting was an urban, county hospital

that is 1 of 3 training sites for a large, academic Internal Medicine residency

program. Out of 174 residents, fifteen trainees per month rotate on the inpatient

general internal medicine service.

DESCRIPTION: A quality and safety chief resident (CR) visited the resident

work room on admitting days at an agreed upon time. After an introduction, the

residents were asked to share something that has gone well followed by their

biggest safety concerns. The conversation then opened to any specific concerns

with prompts from the CR regarding unexpected deaths or ICU transfers,

readmissions, hospital acquired infections, VTE events, and professionalism

concerns. Field notes were recorded by CR. After rounds were done, event

reports were filed by residents or CR as indicated and action items were

compiled. If applicable, teams received follow up emails about their concerns.

EVALUATION: Participants were surveyed about their experience, and pre-

liminary results indicate that the majority (70%) felt safety rounds increased

awareness of patient safety events and made it easier to report concerns (70%).

No resident felt that rounds disrupted patient care. One trainee stated "safe

space to debrief on how to do better for our patients." Another wrote that the

rounds, "helped report certain events that would have otherwise been forgot-

ten". The most common themes based on field notes were communication/

professionalism and care coordination concerns (30% and 34% of all events

respectively). Medicine residents completed 25% of all physician submitted

electronic event reports since implementation compared with 13% during the

same period the year prior.

DISCUSSION / REFLECTION / LESSONS LEARNED: Introducing safe-

ty rounds to housestaff increases awareness of patient safety topics and lowers

the barriers to reporting safety concerns in a structure that minimizes workflow

disruptions. It is an intervention at the point of care which allows for timely

feedback and involves reporting to a trusted peer leader (CR). In particular, it

provides trainees with a space to discuss unprofessional behavior which prior

studies have shown are often observed but rarely reported by trainees. Loop

closure and reporting themes to hospital leadership improves accountability

and care transformation.

GOALS OF CARE INFORMATION RARELY DOCUMENTED FOR

CRITICALLY ILLPATIENTS, EVENAFTERABRIEFEDUCATION-

AL INTERVENTION Janet Record1, 2; Teresa Oszkinis2; Eric Weaver2;

Colleen Christmas3. 1Johns Hopkins Bayview Medical Center, Baltimore,

MD; 2Johns Hopkins University School of Medicine, Baltimore, MD; 3Johns

Hopkins University, Baltimore, MD. (Control ID #2945435)

NEEDS AND OBJECTIVES: Residents face multiple barriers to participat-

ing in and documenting goals of care (GOC) meetings in the intensive care unit

(ICU). Barriers include heavy workloads, need for urgent stabilization of

patients, and inadequate communication skills training. Guidelines recommend

regularly conducting and documenting GOC meetings for critically ill patients

to facilitate communication across care transitions, but how best to teach

residents the skills to accomplish this remains unclear. We designed and

implemented a brief educational intervention introducing an approach to

GOC meetings and promoting documentation of key findings in a location

easily accessible to relevant clinicians: Family Meeting Notes (FMNs) and

Transfer Notes (TNs). Our objective was to evaluate whether GOC information

was documentedmore frequently in TNs and FMNs after this brief educational

intervention.

SETTING AND PARTICIPANTS: Participants were internal medicine res-

idents working in the medical and cardiac ICUs.

DESCRIPTION:Residents in the intervention period participated in biweekly

30-minute teaching sessions and received pocket cards outlining an approach
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to GOC meetings. Major teaching points were learning about each patient's

values, circumstances, and nature of a typical day prior to the critical illness;

exploring understanding and perspectives; sharing information; offering em-

pathy and support; and documenting key points (GOC information) in a FMN

and/or TN.

EVALUATION: We reviewed charts of sequential ICU patient-stays during

the pre- and post-intervention periods. TNs were eligible for patient-

stays of ≥3 days. FMNs were reviewed for patient-stays of ≥3 days, or

if the patient died in the ICU. 2 investigators independently coded

notes for presence or absence of domains of GOC information taught

in the curriculum; coding discrepancies were discussed to reach con-

sensus. 186 and 192 patient-stays were eligible for analysis in the pre-

and post-intervention periods, respectively. The rate of documenting

GOC information in TNs and FMNs was low, and for most GOC

domains examined, there was no difference between pre- and post-

intervention groups. Only the rate of documentation of a patient's

typical day changed (2.7% [pre] vs. 8.3% [post], p=0.02). FMNs were

present in 7.0 vs. 10.4% (p=0.24). Among FMNs, more notes in the

post-intervention group included descriptions of discussions about

treatment goals, options, and decisions (46.2% vs. 70.0%, p=0.03).

DISCUSSION / REFLECTION / LESSONS LEARNED: We found that

patients' GOC were documented infrequently in TNs and FMNs before and

after a brief educational intervention targeting internalmedicine residents in the

ICU. Our resources did not allow for assessment of resident communication

with patients and families in the ICU in real time.

HARNESSING TECHNOLOGY TO DELIVER A HEALTH DISPAR-

ITIES CURRICULUM DURING A PHYSICIAN'S MOST FORMA-

TIVEYEARS Sean Treacy-Abarca1; Marisela Aguilar1; Estebes Hernandez1;

Arleen F. Brown2. 1David Geffen UCLA School of Medicine, Los Angeles,

CA; 2UCLA, Los Angeles, CA. (Control ID #2941932)

NEEDS ANDOBJECTIVES:Although medical school curricula increasing-

ly include training on racial and ethnic disparities, the content of disparities

curricula differs substantially across schools and has been described as subop-

timal by both faculty and students. Nationally, there have been calls for more

effective and consistent training in health disparities in the medical school

curriculum. To address these needs, we created, and evaluated the effectiveness

of, a supplemental health disparities curriculum delivered through an online

learning management system.

SETTINGANDPARTICIPANTS:All first-year medical students (n=188) at

the UCLA David Geffen School of Medicine were provided access to the

health disparities curriculum during the first 8 weeks of their education via an

online course content delivery system, "Gryphon." A subset of students (n=81)

volunteered to participate in the study; 32% identified as Underrepresented

Minority (URM), 68% non-URM, and 6% as other.

DESCRIPTION: Guidelines for health disparities curriculum recommended

by the Society for General Internal Medicine Diversity task force were used to

annotate the preexisting first-year lecture material with relevant health dispar-

ities content. A particular focus was to incorporate this newly created supple-

mentary health disparities curriculum without any changes to the students'

schedule or lectures. The supplementary material was made available via

"Gryphon," an online learning management system where students usually

access traditional course content.

EVALUATION: To analyze the effectiveness of the health disparities curric-

ulum, students self-selected into the intervention group if they reported use of

thematerial "sometimes" to "very often." Students who reported use as "rarely"

or "very rarely" were included as the comparison group. A pre-course assess-

ment measured both students' self-reported confidence to describe health

disparities among key ethnic and racial groups as well as the associated

knowledge of health disparities data among these groups. Effectiveness of

the intervention was evaluated via an identical post-course assessment with the

question order randomized.

DISCUSSION / REFLECTION / LESSONS LEARNED: No statistically

significant differences were found between the two groups in either the pre-

curriculum knowledge assessments or pre-curriculum self-reported confidence

to describe health disparities. However, the average post-curriculum knowl-

edge score for the intervention groupwas 79%, compared to 71% in the control

group (p<.001*). At follow up, 78% of the intervention group described good

or excellent confidence in addressing health disparities in a clinical setting, as

opposed to 49% in the control group (p<.021*). Overall, 96% of the cohort

described the health disparities curriculum as a valuable learning resource. This

study highlights the viability of annotating traditional lectures with health

disparities content based on SGIM guidelines. Analysis indicates that online

delivery of health disparities curriculum is effective contingent on utilization.

HEALTH COACHING IN A STUDENT-FACULTY COLLABORA-

TIVE PRACTICE: IMPACT ON HEALTH PROFESSIONS STU-

DENTS' EDUCATION Liwen Xu1, 2; William Hirsch3; Bonnie B.

Blanchfield4, 1; Rachael Williams6, 1; Andreas H. Mitchell2; Bradley H.

Crotty5; Kristin Remus3, 2; Katherine Wrenn3, 2. 1Crimson Care Collaborative,

Boston, MA; 2Harvard Medical School, Boston, MA; 3Beth Israel Deaconess

Medical Center, Boston, MA; 4Brigham & Womens Hospital, Weston, MA;
5Medical College of Wisconsin, Milwaukee, WI; 6MGH, Boston, MA. (Con-

trol ID #2939395)

NEEDS AND OBJECTIVES: Health coaching is a patient education ap-

proach for influencing and supporting lasting behavioral changes. Although

pre-clinical health professions students do not typically train as health coaches

(HCs), they may benefit from serving in this role. Students serving as HCs can

use their knowledge of common chronic conditions, practice motivational

interviewing (MI), and develop ongoing relationships with patients. At the

Beth Israel Deaconess Medical Center (BIDMC) site of the Crimson Care

Collaborative (CCC), a student-faculty collaborative practice (SFCP), we

implemented a health coaching program with the goals of both improving

patient outcomes and providing a student-learning opportunity. This study will

examine the impact of health coaching on students' knowledge, skills and

attitudes towards primary care, chronic disease management, and MI.

SETTING AND PARTICIPANTS: CCC is a Boston-based network of 7

SFCPs, created to foster primary care interest among health professions stu-

dents. At the BIDMCCCC site, 36 students will be recruited as HCs. Theywill

attend a health coaching orientation and a 2-hourMI training session consisting

of didactic presentation, demonstrated patient encounter, and interactive role-

play. A control group consisting of similar health professions students at

another CCC site will be identified to evaluate the impact of the coaching

program on students.

DESCRIPTION:During clinic, trained student HCs recruit CCC patients who

have identified a health goal and initial plan to enroll in the coaching program.
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HCs then engage patients and follow-up with a 20-minute phone call biweekly

for 12 weeks. Phone calls focus on building rapport, reviewing progress,

setting goals, and motivating change.

EVALUATION: A prospective cohort study will evaluate if HCs demonstrate

improved self-reported proficiency and confidence with motivating chronic

disease self-management. Electronic pre- and 3-months-post- surveys will be

administered to both the HC and the control cohorts to identify HC proficiency

andHC confidencemetrics, the primary outcomes. Students' T-test will be used

to compare scores. Secondary outcomes, including improvement in MI skills

and application of coaching skills, will also be evaluated. To date, 5 students

have enrolled in the program.

DISCUSSION / REFLECTION / LESSONS LEARNED: Health coaching

programs offer pre-clinical students experiential learning inMI and counseling

for health promotion. The impact of such a program on students' proficiency

and confidence to influence chronic disease self-management has great poten-

tial. To our knowledge this has not been previously studied in a SFCP setting.

Our study examines this impact and advances the cause of student clinics

serving as models of primary care education.

HEALTH EQUITY WEEK: A GRADUATE MEDICAL EDUCATION

(GME) SPONSORED INTERDISCIPLINARYCONFERENCE TO IM-

PROVE EDUCATION ON DISPARITIES IN HEALTH CARE AND

HEALTH Jaya Aysola; Jeffrey S. Berns. University of Pennsylvania, Phila-

delphia, PA. (Control ID #2941873)

NEEDS AND OBJECTIVES: In a report published in 2016, the Accredita-

tion Council for Graduate Medical Education (ACGME) review of Clinical

Learning Environments (CLEs) found that both learners and educators were

seldom aware of the CLE's priorities for improving health care disparities and

received minimal education on this topic. We therefore introduced an interdis-

ciplinary, institution-wide conference, titled "Health EquityWeek", to establish

health equity as an institutional priority and galvanize educational activities

pertaining to defining and addressing health care and health disparities.

SETTING AND PARTICIPANTS: This annual conference is open to all

employees, GME program coordinators and directors, faculty, students, resi-

dents, and/or fellows across the multiple health science schools and hospitals

affiliated with our large academic center. In-person attendees on average across

the many events scheduled over one week numbered 247 in 2016, and 404 in

2017. Additional participants viewed live webinars of the sessions broadcasted

to satellite sites.

DESCRIPTION: Health Equity Week (HEW) is an annual week-long confer-

ence designed to increase awareness of disparities in health care and health.

Through an interdisciplinary series of lectures, workshops, research poster

presentations, leadership forums, and storytelling sessions, HEW aims to

inspire conversations and foster actions on how to reduce disparities experi-

enced by vulnerable populations, how to provide culturally humble care, and

how to ensure diverse and inclusive CLEs. April of 2018 will mark the third

iteration of this conference, which offers Professional Continuing Medical/

Nursing Education (CME/CNE) credit to attendees.

EVALUATION: In our 2017 survey evaluation, 98% of respondents reported

the conference met their learning objectives and 94% reported the educational

activities were relevant to their practice needs. All survey respondents reported

that conference participation improved their knowledge and skills, with 82%

stating that the activities completely or to a great degree enhanced their

competence. Lastly, 94% thought the educational activities would improve

their performance and 92% anticipated improvements in the health outcomes

of their patients. One attendee noted, "I plan to exercise cultural competency

and to make sure patients understand procedures in their own words." Another

stated they would begin with their department "to consider projects that

address health disparities and…a journal club to raise awareness". Recom-

mendations for future HEWs included more interactive workshops.

DISCUSSION / REFLECTION / LESSONS LEARNED: Our evaluation

highlights that this week-long educational intervention effectively served to

meet a critical gap highlighted by the ACGME. It is a novel and impactful way

for academic institutions to showcase their priorities for achieving health

equity in their CLEs while providing faculty development and housestaff

training in how to consider health care and health disparities among the

populations they serve.

ONLINE RESOURCE URL (OPTIONAL): http://www.uphs.upenn.edu/

gme/hewregister.aspx

HEALTH INTHENEIGHBORHOODCONTEXT: A SOCIALDETER-

MINANTS OF HEALTH (SDH) FOCUSED HOME VISIT CURRICU-

LUM FOR INTERNAL MEDICINE RESIDENTS Iman Hassan1;

Etsemaye P. Agonafer1; Amy J. Kennedy1; Thuy Bui2; Carla Spagnoletti2;

Maggie K. Benson1. 1University of Pittsburgh Medical Center, Pittsburgh, PA;
2University of Pittsburgh, Pittsburgh, PA. (Control ID #2946003)

NEEDS AND OBJECTIVES: The aim of our curriculum is to enhance

residents' awareness of SDH by providing a framework for understanding

the connection between patients' health with their social and neighborhood

context. The goals of this curriculum are to use patient home visits to increase

resident: Recognition of the link between neighborhood-level SDH and health

Familiarity with the neighborhoods and local resources in Pittsburgh Rates of

inquiring about and rates of addressing SDH in their clinic patients

SETTING AND PARTICIPANTS: Second year internal medicine residents

at UPMC Medical Center will participate during their one month ambulatory

clinic block rotation.

DESCRIPTION: The curriculum consists of (1) a 60 minute introduction to

neighborhoods and their impact on health including clinic-accessible electronic

tools to identify local community resources and neighborhood-level character-

istics, and an introduction to conducting home visits (2) completion of a

neighborhood survey homework assignment specific to a the home visit

patient's neighborhood (3) a half day SDH focused home visit experience

including an exploration of the patient's neighborhood and a local community

resource (4) a debrief session and (5) a faculty development session.

EVALUATION: Evaluation will be done through immediate and delayed

surveys assessing attitudes and self-reported behavior, a qualitative assessment

of the post-home visit debrief session, patient telephone surveys to assess the

impact of the curriculum on patients, and monitoring of the frequency of use of

developed electronic health record tools for addressing SDH. Results of

surveys by residents who received the curriculum will be compared to those

of residents who did not receive the curriculum.

DISCUSSION / REFLECTION / LESSONS LEARNED: Social and envi-

ronmental factors account for 50% of population health. Understanding the

neighborhood context is important as neighborhoods are independent predic-

tors of health status. Home visits allow residents to gain insight into patients'

living conditions; family, social and community supports; interaction with
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neighborhood resources; and daily challenges living with illness and compet-

ing priorities. Curriculum evaluation will help establish the impact on resident

perceptions and clinical care and on patients.

HIV IN CONTEXT: AN AMBULATORY CURRICULUM FOR PRI-

MARY CARE RESIDENTS IN HIV MEDICINE AND URBAN UN-

DERSERVEDCARE Yasmin Sacro1, 2; Jennifer Adams1, 2. 1Denver Health,

Denver, CO; 2University of Colorado, Denver, CO. (Control ID #2936369)

NEEDS AND OBJECTIVES: A significant proportion of internal medicine

residents rate their HIV ambulatory training as inadequate and do not feel

competent to provide HIVoutpatient care.1 Residents with greater exposure to

underserved groups are more prepared to treat patients with HIV and other

frequently co-morbid conditions such as substance use disorders.2 Recognizing

that medical management of HIV care is often overshadowed by psychosocial

factors and medical co-morbidities, our program sought to develop an innova-

tive elective curriculum to teach chronic care of patients with HIV as well as

broad exposure to conditions seen in urban underserved clinical settings that

disproportionately impact persons living with HIV. Our objective is for resi-

dents to have the knowledge and skills to provide comprehensive care to

patients living with HIV and increased confidence in their ability to identify

and impact the social determinants affecting health outcomes of underserved

populations.

SETTINGAND PARTICIPANTS: 4 internal medicine residents participated

in clinical training at a safety net hospital (DenverHealth),an academic medical

center (University of Colorado), a non-profit community mental health, and

community organizations (needle exchange program, alcohol detoxification

center, homeless shelter clinic) in the fall of 2017

DESCRIPTION: The curriculum focused on caring for patients with HIV,

substance use disorders, mental health disorders, correctional care, homeless-

ness, and members of the LGBT community. Residents also participated in

small group didactics and journal club.

EVALUATION: A needs assessment was conducted among primary care

residents to assess the need for more formal training pertaining to comorbid-

ities and social determinants of health commonly associated with HIV. 56% of

residents identified a need for more formal training in this area. Curricular

outcomes were assessed by surveys administered before and after the

elective. With completion of the elective, resident confidence in ability

to provide comprehensive outpatient care of patients with HIV increased

from an average of 2.25 to 4.0 on a 5-point Likert scale. There was an

increased average score in resident confidence of ability to provide care in

all subsets of the focused underserved populations; notably, increases were

seen in comprehensive care of patients with opiate use disorder from 2.75

to 4.0, care of patients with homelessness from 3.0 to 4.5, and care of

patients in correctional systems from 2.25 to 3.75. 100% of residents at

completion of the curriculum stated they plan to look for a job incorpo-

rating care of both HIV and underserved populations.

DISCUSSION / REFLECTION / LESSONS LEARNED: We are not

aware of similar experiential electives focused in HIV and urban

underserved care in diverse clinical settings after literature review.

Next steps are to offer this elective more frequently allowing for

increased resident participation. We believe this curriculum is easily

exportable to other GME or UME programs with clinical sites focused

on HIV and vulnerable patient populations.

HOUSE STAFF ONBOARDING FACILITATED THROUGH A

SMARTPHONE APPLICATION Suhavi Tucker1; Kathleen Y. Li1; I. Mi-

chael Leitman3; Frank H. Basloe2; Theodore Pak1; Mark Finkelstein4. 1Mount

Sinai Hospital, New York, NY; 2Mount Sinai Health System, New York, NY;
3Icahn School of Medicine at Mount Sinai, New York, NY; 4Mount Sinai

Hospital, New York City, NY. (Control ID #2945421)

NEEDSANDOBJECTIVES: In a largemedical system, new house staff find

it challenging to navigate the hospital, demonstrating the need for a centralized

directory to ease resident daily workflows. A needs assessment at one hospital

in the system revealed that house staff rely on ad hoc methods such as contact

number sheets in team rooms or personally collected phone numbers to access

other departments. The objectives of the intervention was to implement a

centralized smartphone accessible hospital directory to improve (1) resident

experience and (2) ease of access to key phone numbers.

SETTING AND PARTICIPANTS: The study environment is a large aca-

demic health system with 2109 house staff in 214 residency/fellowship pro-

grams that turnover each July. The first proposed intervention is at one hospital,

with future plans to release to other rotation sites in the system.

DESCRIPTION: The intervention is a web-based, smartphone application

that lists the phone numbers of different hospital areas. Some of the included

numbers are: individual sections of the emergency room, operating rooms, and

floor pharmacies. The user can dial the number directly from a smartphone.

Resources such as department-specific guides are also accessible from the

application. The plan is to incorporate this application into the formal annual

house staff orientation. In the post-implementation period, the goal is to include

contact information from satellite rotation sites to ease the onboarding process

for rotating house staff. This project is a joint collaboration of the office for

Graduate Medical Education, House Staff Quality Improvement Committee,

and medical student web-app developers.

EVALUATION: A survey will measure efficiency facilitated by the applica-

tion, by house staff perceived ease of access to certain hospital departments and

number of resources used to access the information. Qualitative analysis will

be used to evaluate house staff experience. Adoption of the application will be

measured through a programmed website utilization tracker.

DISCUSSION / REFLECTION / LESSONS LEARNED: The onboarding

process may be challenging for house staff in a large academic medical system,

resulting in ad hoc methods of navigating the hospital. Residents prefer the use

of smartphone accessible information for daily workflows. Standardizing

orientation with a smartphone application of hospital contact information and

department-specific guides may enhance resident experience and productivity.

Limitation of the needs assessment conducted during this study was decreased

by breadth of house staff survey response.

ONLINE RESOURCE URL (OPTIONAL): msh.careteamapp.com

HOWTOWRITE A NOTE: DEVELOPMENT OFAMEDICINE RES-

IDENT DOCUMENTATION CURRICULUM Heather L. Briggs1; Stacey

Nagao2; Amy Sowles1; Gayle Boring2. 1University of Texas Health Science

Center at San Antonio, San Antonio, TX; 2University Health System, San

Antonio, TX. (Control ID #2936879)

NEEDS AND OBJECTIVES: In most academic health care systems, resi-

dents provide the majority of patient care documentation. In addition to

acquiring clinical skills, residents are now expected to provide notes that meets

JGIM ABSTRACTS S707



billing and regulatory requirements. We created an innovative resident educa-

tion curriculum in electronic health record documentation to meet the critical

need for training residents in these important skills.

SETTING AND PARTICIPANTS: Our curriculum was developed in an

academic center, partnered with a large county hospital, and provides resident

education in EHR requirements in a lecture- and case-based format. It is a

multi-disciplinary approach with team-based involvement from clinical docu-

mentation specialists, coders, and faculty.

DESCRIPTION:Approximately 100 residents rotate in a 4+1 system. After 4

weeks of inpatient clinical care, they have one week of outpatient clinics and

didactic lectures. Every 5 weeks, the lectures change topics. We start with an

"Introduction to Documentation" to the interns. Then all residents participate in

an interactive case-based practice session. Residents review an admission note

and progress note from a simulated case to identify areas for improvement,

such as lack of specificity required by ICD-10. Third-year residents act as near

peer mentors for second and first year residents. In addition to scheduled

didactics, there are meetings with the residents the day prior to the ward

rotation. Residents review de-identified inpatient medicine notes to "fix"

unclear documentation. For all sessions, the multi-disciplinary team reviews

changes the residents propose and provides immediate verbal feedback.

EVALUATION: At least 90% of the residents participated in the dedicated

didactic time. Qualitative feedback from residents via post-class surveys and

small focus groups has led to more case-based, interactive presentations and

helped target topics for the simulated cases (for example, GI bleed). We will

measure the success of the curriculum by comparing the case-mix index and

length of stay at the beginning and end of the academic year and add

knowledge-based pre- and post-tests for the residents attending the scheduled

lectures.

DISCUSSION / REFLECTION / LESSONS LEARNED: The curriculum

has been well received by the residents. We have outside rotators on our teams

and they comment on the challenges of writing notes without formal teaching

in documentation at their institution. The most common feedback was the

benefit in reviewing actual notes. These sessions give residents an opportunity

for direct interprofessional interaction with the clinical documentation im-

provement team and coders that would otherwise not occur. It is also an

opportunity for the upper level residents to further develop mentoring skills

such as feedback to the interns during these sessions. In addition, a critical part

of the success of the curriculum is that the sessions occurred during a time

already dedicated to didactics.

HUMANS OF HARBORVIEW: INSTILLING HUMANISM INTO

MEDICINE WARDS AT A COUNTY HOSPITAL Ayesha A. Appa;

Jennifer Best. University of Washington, Seattle, WA. (Control ID #2946616)

NEEDS AND OBJECTIVES: As length of stay shortens and the electronic

medical record reigns supreme, it has been well-studied that trainees are

spending increasingly little time at the bedside of their patients. Especially

when caring for a socially vulnerable population, this can lead to two subop-

timal outcomes: 1) the patient's context, which may underlie or dictate many of

their medical problems, is passed over, and 2) medical students and/or residents

may be at increased risk of burnout when not able to create these meaningful

connections with patients. Our objective was to demonstrate the value of

understanding social context andmeaningful connection by designing a project

completed by MS3s then disseminated to residents, modeled after a popular

photography/narrative project disseminated widely on social media called

Humans of New York.

SETTING AND PARTICIPANTS: Harborview Medical Center has dual

missions of serving as the county's safety net hospital serving a primarily

low-income, marginally housed, and/or immigrant population as well as one

of the largest clinical sites affiliated with the University of Washington.

Participants are third-year medical students rotating on their inpatient Internal

Medicine clerkship, and secondarily the resident teams concurrently on Med-

icine Wards.

DESCRIPTION: During the second week of their clerkship, medical students

were given the following instructions related to one patient: - Block out time in

your day to sit down with your patient for at least 20-30 minutes. - Let your

patient know you'd like to spend some time getting to know them as a person,

and talk with them using prompts as needed. (Ex: What has been your greatest

struggle in life to date?) They were also instructed to obtain consent for use of

photography, then to spend 10 minutes writing up their patients' stories. Once

weekly at morning report, the Chief Resident facilitates medical students

sharing the patients' medical one-liner, followed by their personal story, with

the group of residents and attendings present.

EVALUATION: Thus far, qualitative feedback from MS3s includes the fol-

lowing: - "I probably wouldn't havemade time if you didn't assign this project -

thanks!" - "It was a really awesome experience actually, I definitely think it

should continue in future clerkships." Next steps include gathering qualitative

feedback from residents regarding the experience of passively hearing stories.

DISCUSSION / REFLECTION / LESSONS LEARNED: The patient

stories unearthed by the students are both emotionally raw and clinically

relevant; examples include patients disclosing remote histories of child labor,

sexual assault, but also love at first site, getting a GED. As such, this pilot

project has beenwell-received thus far, by the patients, by the medical students,

and by the residents. While this project may be well suited to all levels of

training, medical students are a wonderful place to start, as ideally early

instillation of the value of understanding patients as people, as humans, will

remain with them throughout training.

IDENTIFYING ENTRUSTABLE PROFESSIONAL ACTIVITIES FOR

INTERNALMEDICINE RESIDENTS IN AMBULATORY CONTINU-

ITY PRACTICE Christine Soran1; Ryan Laponis1; Abigail P. Eastburn2;

Vanessa Thompson3; Sarah Summerville1; Katherine Julian3. 1University of

California San Francisco, San Francisco, CA; 2SFVA/UCSFDept ofMedicine,

Burlingame, CA; 3UCSF, San Francisco, CA. (Control ID #2944008)

NEEDS AND OBJECTIVES: Entrustable professional activities (EPAs) are

discrete tasks essential for clinical care that combine multiple competencies

and allow evaluation of trainees based on entrustment in each task. Previous

work identified EPAs for internal medicine residents, but noted limited content

validity on EPAs occurring in the ambulatory setting (Hauer KE, et al. JGME,

2013; Post JA, et al. JGIM, 2016). We sought to identify a core list of relevant

EPAs for internal medicine residents in their ambulatory continuity practice.

SETTING AND PARTICIPANTS: This study is conducted at a single

internal medicine residency program. Participants are ambulatory residency

faculty educators who practice in diverse settings including university, Vet-

erans Affairs, or county hospital-based clinics.

DESCRIPTION:We created a comprehensive list of EPAs relevant to ambu-

latory continuity practice that have been described in the literature. A focus

group of ambulatory faculty educators then eliminated duplicative EPAs. Two
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faculty then independently rated each EPA using a 14-item validated rubric on

a Likert-like scale (1-5, 5=excellent) (Taylor DR, et al. AM, 2017). For the

EPAs rated as 4 or greater, ambulatory residency faculty educators will use a

two-step electronic survey to identify EPAs essential to ambulatory continuity

practice using a Delphi method for determining expert consensus.

EVALUATION: Content validity indices will be used to identify core EPAs

for the ambulatory setting. We will also calculate average variance changes

between the two-steps of the survey.

DISCUSSION / REFLECTION / LESSONS LEARNED:A list of potential

EPAs can be identified through literature review, independently rated on

quality, and then ranked by expert consensus to develop a core list of EPAs

for resident assessment in the outpatient setting.

IMAGINGWISELY: AN INTRODUCTIONTOTHEACRAPPROPRI-

ATENESS CRITERIA AND ANALYSIS OF ITS IMPACT ON INTER-

NAL MEDICINE RESIDENTSMike K. Cheng; Andrea L. Magee; Carina

W. Yang; Joyce W. Tang. University of Chicago, Chicago, IL. (Control ID

#2945833)

NEEDS AND OBJECTIVES: Inappropriate radiological exam ordering is a

large contributor to healthcare waste in the United States. The American

College of Radiology (ACR) Appropriateness Criteria (AC) are designed to

inform radiological exam ordering practices, but many general internists are

unfamiliar with it. To address the underutilization of this valuable resource and

promote evidence-based high-value ordering practices, we developed a curric-

ulum introducing internal medicine residents to the ACR AC and analyzed its

impact.

SETTING AND PARTICIPANTS: Our curriculum has been integrated into

the required ambulatory lecture series for internal medicine interns at the

University of Chicago in the 2017-2018 academic year. To date, 16 interns

have participated.

DESCRIPTION: The two-lecture curriculum includes: (1) an introduction to

the ACR AC, its website, and mobile app; (2) an assignment to apply the ACR

AC to case vignettes through the Radiology-TEACHES online portal (an

initiative of the ACR); (3) a group discussion about the vignettes and a

radiologist-led session on the principles of high-value radiological exam or-

dering. We used pre- and post-intervention surveys to assess for change in

knowledge (using vignettes from Radiology-TEACHES) and attitudes related

to high-value radiological exam ordering and use of the ACR AC. We used

McNemar's test as appropriate to analyze data.

EVALUATION: Pre-intervention, 37.5%% of residents were unaware

of the ACR AC and only 25% reported it among their top 3 resources

guiding radiological exam ordering decisions; 50% stated that attend-

ing physicians rarely if ever mention radiological exam ordering

guidelines. Knowledge scores related to appropriate radiological exam

ordering improved from a mean of 59% (SD 0.16) correct answers on

vignettes pre-intervention to 87% (SD 0.14) post-intervention

(p=0.0001). Use of ACR AC during this "open-book" knowledge

assessment increased from 19% of residents pre-intervention to 75%

post-intervention (p=0.004). Post-intervention data showed that resi-

dents were more likely to agree that they felt comfortable with their

knowledge of cost of radiological exams (6% pre vs. 81% post) and

with discussing cost with patients (6% pre vs. 63% post), and that

they value the ACR AC (56% pre vs. 94% post); p-values were all

<0.05. All residents found the curriculum helpful and thought it

should be offered yearly; 88% agreed that they plan to change order-

ing practices as a result of the curriculum.

DISCUSSION / REFLECTION / LESSONS LEARNED: This curriculum

was well-received and led to a promising and significant positive shift in

knowledge and attitudes towards high-value radiological exam ordering and

use of the ACRAC. A large majority of participants believe the curriculumwill

change their ordering practices. Future assessments will evaluate the durability

of these findings over time.

IMPLEMENTATION AND EVALUATION OF A PRIMARY CARE

NEAR-PEER TEACHING EXPERIENCE FOR MEDICAL RESI-

DENTS Katherine L. Chen; Antonio M. Pessegueiro; Mina Ma. UCLA, Los

Angeles, CA. (Control ID #2943024)

NEEDS AND OBJECTIVES: Teaching is considered a core competency in

residency, and residents consistently report that they enjoy teaching their near-

peers (interns and students). Programs that support resident teaching benefit

both learners and teachers: interns report greater satisfaction and better men-

torship, while residents show better knowledge retention, more self-reflection,

and better attitudes toward teaching and their training programs. Most research

on near-peer teaching has focused on the inpatient team of attending, resident,

and intern, which naturally facilitates teaching and role modeling. Meanwhile,

in primary care clinics, trainees rarely work together. Our objective was to

create and study an outpatient teaching team model.

SETTINGAND PARTICIPANTS: Five residents and 6 interns in an internal

medicine residency training program are currently participating in an outpa-

tient near-peer teaching intervention.

DESCRIPTION: Each resident and intern participates in 4-5 teaching

sessions per year. In each half-day session, a resident directly observes

an intern's patient visits while using a worksheet to highlight clinical

pearls and assess the intern's skills in medical interviewing, physical

exam, humanism, counseling, and efficiency. After each visit, the

resident spends 5 minutes helping the intern develop a focused assess-

ment and plan to present to the attending, who confirms the final plan.

At the end of the day, the resident and intern review key points from

each case along with structured feedback from the worksheet.

EVALUATION: Evaluation data is being actively collected. Participants

are invited to complete anonymous surveys before and after the

intervention. Survey questions use a Likert scale to assess the effect

of the intervention on trainees' self-reported medical knowledge, con-

fidence, teaching ability, and attitudes toward primary care. Graduating

residents and interns were surveyed at the end of the previous aca-

demic year as a historical comparison group. Attendings supervising

the teaching sessions are also invited to complete surveys examining

the intervention's impact on their ability to evaluate residents' teaching

skills and readiness for independent practice.

DISCUSSION / REFLECTION / LESSONS LEARNED: The primary care

office offers a prime opportunity to enhance residents' teaching skills and

clinical abilities as well as interns' attitudes toward and access to role models

in primary care. In early informal feedback sessions, residents have reflected

positively upon the experience, emphasizing themes of teaching and mentor-

ship. Analysis of pre- and post-intervention survey data will further clarify the

impact of this innovation.
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IMPLEMENTATION OF A SAFE OPIOID PRESCRIBING CURRIC-

ULUM FOR INTERNAL MEDICINE HOUSESTAFF Amanda Breviu.

University of Utah, Salt Lake City, UT. (Control ID #2941852)

NEEDS ANDOBJECTIVES: In the past two decades, the use of opioid pain

medications to manage chronic pain has increased dramatically, along with a

corresponding increase in opioid related deaths. Despite the prevalence of this

issue, the education provided to physicians in training on this topic is limited.

To address this, we developed a curriculum for first year Internal Medicine

housestaff in the form of two interactive seminars to improve housestaff

knowledge and confidence regarding opioid prescribing.

SETTING AND PARTICIPANTS: 27 categorical Internal Medicine PGY1s

participated in two 2.5 hour seminars. Seminars were conducted by an Internal

Medicine Chief Medical Resident with the assistance of clinical pharmacists

with experience in Addiction Medicine.

DESCRIPTION: Two interactive seminars provided education to trainees on

tools available for monitoring patients on opioid prescription medications

including the use of functional assessments in monitoring patients with chronic

pain, urine drug screening, use of the Utah prescription drug monitoring

program and use of an opioid agreement for patients receiving long-term

opioid therapy. The seminars also included skills practice in screening for

substance use disorder and naloxone prescribing for overdose prevention.

EVALUATION: An online pre-survey of all participants was obtained to

assess baseline confidence levels and information on self-reported practices.

Levels of confidence on a 5-point Likert scale (1, not at all confident, to 5, very

confident) and self-reported practices on a 5-point scale (1, never/rarely, to 5,

always) were assessed. Participants in the seminar series will also complete a

post-survey which is pending at the time of this submission.

DISCUSSION / REFLECTION / LESSONS LEARNED: In the baseline

assessment, 66% of learners (18/27) reported that in their clinical training they

care for patients who use prescription opioid medications for chronic non-cancer

pain at least once per day or more frequently. Despite the frequency with which

our trainees care for these patients, they overall reported low confidence levels in

their ability to monitor patients who use prescription opioids for chronic, non-

cancer pain. Trainee confidence in using opioid analgesics for patients with

chronic, non-cancer pain was 1.93 (SD = 0.55). Self-reported practices for the

frequency of different monitoring techniques were as follows: use of an opioid

agreement 2.07 (SD= 1.20), utilizing a tool tomonitor function status 1.11 (SD=

0.32), conducting routine urine drug screening 2.11 (SD = 1.15) and prescribing

naloxone 1.52 (SD = 0.80). These data further support the need for improved

housestaff education on opioid prescribing. Though our post-survey data is still

pending, the seminars were overall well received by housestaff and covered

topics not otherwise formally covered in didactic curriculum.

IMPLICIT BIAS RECOGNITION AND MANAGEMENT: ADVANC-

ING FROM AWARENESS TO SKILLS DEVELOPMENT Cristina M.

Gonzalez1; Sydney A. Walker2; Elisa Karp3; Natalia Rodriguez4; Yuli Noah4;

Paul R. Marantz5. 1Albert Einstein College of Medicine/Montefiore Medical

Center, Bronx, NY; 2OregonHealth SciencesUniversity, Portland, OR; 3Jacobi

Medical Center, Bronx, NY; 4Albert Einstein College ofMedicine, Bronx, NY;
5Albert Eisntein College of Medicine, Bronx, NY. (Control ID #2945211)

NEEDS AND OBJECTIVES: There have been significant gains in knowl-

edge regarding cultural competency, yet patients continue to describe instances

of bias and prejudice in their encounters with physicians. Medical education is

addressing implicit bias, raising awareness of its prevalence and impact in an

effort to decrease individual physician's contributions to healthcare disparities.

However, raising awareness of bias without skill building can have unintended

consequences; to date, there are no published curricula for skill development in

recognizing and managing implicit bias.

SETTING AND PARTICIPANTS: To address this gap, we developed a

novel elective for first-year medical students to recognize and manage their

own implicit biases.

DESCRIPTION: We developed a nine-session elective. Implicit bias and its

potential influence on communication patterns and clinical decision-making

was introduced using an evidence-based approach. The remaining instructional

design was based on transformative learning theory, which posits that perspec-

tivesmay be transformed through grappling with a "disorienting dilemma."We

sought to stimulate this experience through such classroom based activities as

video observations, role-plays, and the Implicit Association Test. Critical

reflection and guided discourse occurred through narrative writing and debriefs

on their video observations and the role-plays. Behavior change was accom-

plished through high fidelity role-plays, a structured debrief, and a repeat role-

play based on the Stanford Faculty Development Center model.

EVALUATION: For each session, the research team collaborated on the

design, took notes on student reactions and behaviors, and debriefed post-

session. Once during and again at the conclusion of the elective, two additional

student feedback sessions were held. These were coordinated by an outside

facilitator, digitally recorded, professionally de-identified and transcribed, and

analyzed through thematic content analysis.

DISCUSSION / REFLECTION / LESSONS LEARNED: We were able to

develop a safe learning environment, operationalize group cohesion and trust,

and design a developmentally appropriate approach to video observation and

debrief. Skills and strategies to address bias emerged through the active

learning exercises. These included asking for clarification and reasoning on

potentially biased behavior just as if they were asking about medication

choices and identifying when and how to address potentially biased statements

made by faculty, among others. Thematic analysis resulted in lessons learned

including the need for increased clarity of expectations and the value of using

non-scripted videos from lay press resources (e.g. YouTube) for perspective-

taking exercises. Suggestions included optimizing the balance between organic

unfolding of experiences with the cognitive load of reaching the "Aha!"

moment. Finally, because our first-year students have not practiced clinical

decision-making, we adapted the curriculum to include exercises where they

witnessed bias as bystanders and could choose if and how to intervene.

INCORPORATING HOME VISITS INTO RESIDENCY TRAINING

Jonathan X. Li1; Molly Brett1; Elizabeth Minevich1; Rebecca Glassman2;

Kelly L. Graham2. 1Beth Israel Deaconess Medical Center, Brookline, MA;
2Beth Israel Deaconess Medical Center, Boston, MA. (Control ID #2945631)

NEEDS AND OBJECTIVES: A small proportion of patients are responsible

for a large proportion of healthcare cost. Home-based primary care represents

one effort to target high utilizers. Despite growing numbers of home visits

performed annually, the number of home visits performed by general internists

is decreasing. One potential reason for this is lack of home visit exposure in

residency. The objective of our innovation is to assess resident attitudes

towards home visits before and after completing a home visit. We hypothesize
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that residents who perform a home visit will have improved attitudes towards

home visits.

SETTINGAND PARTICIPANTS:Our project involved twenty one 2nd and

3rd year Internal Medicine residents at Beth Israel Deaconess Medical Center

in Boston, MAwho have continuity clinic at the hospital-based primary care

practice.

DESCRIPTION: Our innovation project's aims were as follows: increase

resident exposure to home visits; teach residents about benefits and challenges

of home visits for patients and providers; assess resident attitudes towards

home visits before and after the intervention. A brief didactic on home visits

was presented to small groups of residents prior to the home visit. Residents

then performed a home visit on a patient from their own panel, of their

choosing. Before and after the intervention, residents completed anonymous

surveys assessing their attitudes toward home visits.

EVALUATION: Around half of residents had prior home visit experience

before residency, but fewer than 1 in 5 had conducted home visits during

residency. Resident attitudes were assessed on a 5 point Likert scale of

agreement. At baseline, residents felt home visits are an important part of

primary care (Likert scale 3.6 out of 5), and that it is important to have this

experience during training (3.6). They strongly felt that home visits improve

the doctor-patient relationship (4.5) but were indifferent about whether home

visits are a good use of time (3.3). Twenty one residents participated in a home

visit with partners. Reasons cited for choosing the patient were: old age,

difficulty with transportation, high fall risk, polypharmacy, and complex

psychosocial needs. After performing the home visit, resident perception of

the importance of home visits increased (Likert scale increased from 3.6 to 4.1)

and perception that it was a valuable part of residency training increased

(increase from 3.6 to 4.0). Finally, residents had increased desire to do home

visits as part of their future careers (increase from 2.6 to 3.5).

DISCUSSION / REFLECTION / LESSONS LEARNED: This study found

that internal medicine residents are interested in conducting home visits and

believe it can affect patient outcomes and improve the doctor-patient relation-

ship. The intervention of conducting a single home visit further strengthened

these attitudes. Residency programs may consider incorporating home visits

into ambulatory care training to advance the educational goals of residents

while also meeting the health care needs of certain high risk patients.

INCREASING CONNECTION BETWEEN PHYSICIANS TO EN-

HANCE JOY IN PRACTICEANDPREVENTBURNOUT: AN INTER-

VENTION FOR FELLOWS Arabella L. Simpkin1, 2; Susan Hata1;

Merranda Logan1; Katrina Armstrong1. 1Massachusetts General Hospital,

Boston, MA; 2University of Oxford, Oxford, United Kingdom. (Control ID

#2907678)

NEEDSANDOBJECTIVES:Burnout appears to be an accelerating phenomenon

in the healthcare environment, with profound implications for physician wellbeing,

patient safety, and the quality of healthcare delivery. The current organizational

culture and system in which physicians practice challenges their inherent resilience

and risks causing depersonalization, emotional exhaustion, poor responses to stress

and worsening mental health. How to effectively manage burnout is an important

unanswered question. To tackle the goals of reducing burnout, increasing engage-

ment, inclusion and belonging among physicians, we have created a program that

creates small communities of fellows, who will gather to reflect on meaningful and

challenging aspects of their work, and support one another.

SETTING AND PARTICIPANTS: First-year sub-specialty fellows at Mas-

sachusetts General Hospital from the Department of Medicine. Peer support

groups will convene for one hour, every 2weeks, in a centrally located room on

the main campus.

DESCRIPTION:Wehave developed an innovative program that creates small

communities of 8-10 interdisciplinary physicians who gather together on a

two-weekly basis to intentionally create a ‘safe space' where vulnerabilities and

insecurities can be aired, and where best practices for high patient safety culture

can be shared. The groups are self-facilitated, with fellows rotating as ‘leader'

for each session. A discussion guide is provided for each session. Topics

include: cultivating gratitude in our work; making peace with vulnerability;

handling self-doubt and imposter syndrome; and processing medical errors and

near misses. No advanced preparation is necessary.

EVALUATION: All participants will complete surveys at the beginning and

end of the study to measure: work engagement; empowerment at work;

resilience; reaction to uncertainty; burnout; and patient safety culture. Focus

groups of participants will also be conducted to understand how this program

was received, and how self-facilitated groups fare, allowing us to experiment

with, and document, a relatively unused instructional practice.

DISCUSSION / REFLECTION / LESSONS LEARNED: This study builds

on prior work in which facilitated small group discussions for faculty were

shown to be effective within a single department. No prior studies have

evaluated the effect of an interdisciplinary and self-facilitated group interven-

tion on wellbeing and safety culture, and this project therefore seeks to enhance

current strategic interventions. In meeting with Fellowship Program Directors

to seek support, we have recognized several challenges that exist for wellness

initiatives: fear of disclosure of suicidality and ensuring a clear protocol is in

place to protect participants; prioritizing and creating protected time for groups;

valuing wellbeing metrics as a marker of program success.

INCREASING DIRECT OBSERVATION IN THE INTERNAL MEDI-

CINE CLERKSHIP: A PILOT PROGRAM Jason T. Alexander; Anshu

Verma; Shannon K. Martin; Amber Pincavage. University of Chicago, Chica-

go, IL. (Control ID #2935733)

NEEDS AND OBJECTIVES: 1. Describe two novel competency-based

grading tools for directly observed encounters used to increase direct observa-

tion in the internal medicine clerkship. 2. Compare and contrast the novel direct

observation tools with pre-existing standard assessments. 3. Evaluate percep-

tion of the novel tools among participants.

SETTING AND PARTICIPANTS: Third-year medical students were ob-

served by trained faculty in the inpatient and outpatient settings at a university-

based academic medical center.

DESCRIPTION: Direct observation is a critical tool for competency-based

assessment. Observed structured clinical examinations (OSCEs) are utilized

frequently, but simulations present their own challenges. Small differences

among standardized patients may lead trainees to pursue unintended lines of

questioning and often fail to reflect the varied and disparate presentation of

patients in the real world. At the University of Chicago, we aimed to improve

assessment in the internal medicine clerkship by piloting two direct observa-

tion assessment platforms. A core group of trained faculty individually ob-

served medical students interview a patient admitted to the general medicine

service (inpatient encounter, IPE) as well as a patient who presented to an

urgent care clinic (outpatient encounter, OPE) utilizing a standardized
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competency-based grading tool. Grades from the IPE and OPE were not

counted, but scores from each assessment tool were compared to pre-existing

standard assessments. Students were asked to evaluate the experience by

surveys and focus groups.

EVALUATION: During one academic year 15 students participated in the

pilot (17% of students). Three faculty members participated and each assess-

ment was scheduled for 1 hour. Spearman rank correlation coefficients were

calculated for the OPE and IPE with respect to standard assessments. Moderate

correlations were found between the OPE and IPE with respect to clinical

grades (0.5986 and 0.7144) and final grades (0.4308 and 0.4983), respectively.

Neither correlated with the clinical reasoning OSCE (0.1683 for OPE, 0.2901

for IPE), while both negatively correlated with the NBME Medicine Subject

Examination (-0.0375, -0.2887). The majority of students agreed the OPE was

a valid assessment of their history-taking (92%), physical exam (85%), com-

munication (100%), and clinical reasoning skills (100%). Perception of the IPE

was slightly lower; history-taking (77%), physical exam (69%), communica-

tion (85%), and clinical reasoning (92%). Only 30% of students agreed the

NBME examination was a better assessment of their competency in medicine

than the OPE.

DISCUSSION / REFLECTION / LESSONS LEARNED: Both the OPE

and IPE provided valuable information on the clinical skills of students,

correlated well with clinical and final clerkship grades, and were well received

by students. Significant support from clinical leadership and faculty were

required.

INCREASING RESIDENT ENGAGEMENT IN PRIMARY CARE-

BASED HEPATITIS C TREATMENT THROUGH A PEER-TO-PEER

EDUCATIONAL INITIATIVE Michael Incze1; Emily Thomas2; Christine

Soran3; Edward Liu2; Soraya Azari4; Vanessa Thompson2. 1Univeristy of

California, San Francisco, San Francisco, CA; 2UCSF, San Francisco, CA;
3University of California San Francisco, San Francisco, CA; 4University of

California, San Francisco, San Francisco, CA. (Control ID #2942909)

NEEDS AND OBJECTIVES: A stated goal of the UCSF Internal

Medicine Residency Primary Care Track is to train physician leaders

to promote health equity; however, resident confidence in HCV treat-

ment - an issue with strong health disparities implications - remains

relatively low, likely as an unintended consequence of current referral

and treatment models in clinic. Our objective is to increase resident

confidence in HCV work-up and treatment by implementing a six-

month, multi-faceted, peer-to-peer educational campaign.

SETTING AND PARTICIPANTS: The study is set at two resident clinics at

an academic medical center in Northern California. Participants include a

group of 16 residents in the Internal Medicine Residency Program Primary

Care Track and a group of 20 residents in the Family and CommunityMedicine

Residency Program.

DESCRIPTION:We surveyed residents at each study site about their respec-

tive comfort with clinic-based HCV treatment, assumed to be reflective of

differing exposure to educational and referral models. We plan to employ a six-

month peer-to-peer educational initiative at one of the study sites, including

regular resident-led didactics, implementation of EHR templates to facilitate

resident-led work-up and readiness assessment, and opening an e-consult

service with experts in HCV treatment to help guide residents' treatment

planning ahead of referral to the site's HCV treatment champion. At the end

of the intervention, identical surveys will be distributed to both study sites to

assess response to the intervention.

EVALUATION: The baseline survey results at the intervention site (n=12)

showed that 92% of respondents have referred a patient for primary care-based

HCV treatment. Only 8% reported that they have used the e-consult service.

Self-reported levels of involvement in HCV work-up and treatment were rated

4/10 and 3/10, respectively. Reported confidence in ability to provide primary

care-based HCV treatment after residency was 3.5/10. Baseline survey results

at the control site (n=5) demonstrated a referral rate of 80%, 60% usage of the

e-consult service, self-reported involvement in work-up and treatment were

4.5/10 and 3.5/10, respectively, and confidence in ability to lead HCV treat-

ment after residency of 5/10. Post-intervention surveys will be completed in

June 2018.

DISCUSSION / REFLECTION / LESSONS LEARNED: Despite the ma-

jority (~92%) of surveyed residents having referred a patient for clinic-based

HCV treatment, confidence in ability to provide treatment after residency was

rated low, most likely due to limited exposure to work-up and treatment during

and after the referral process and low usage of available resources to discuss

cases with expert consultants. As an academic healthcare institution, our

mission encompasses both training leaders poised to develop innovative care

delivery systems, as well as addressing healthcare disparities. Hepatitis C

treatment falls squarely into both of these areas. Our preliminary data show

that new initiatives need to be explored to improve resident training in this

novel primary care skill set.

INCREASING SENIOR RESIDENT READINESS TO PRACTICE IN

PRIMARY CARE Peter Kleinschmidt; Joan Addington-White; David

Feldstein; Vidthya Abraham; Linda Baier. University of Wisconsin, Madison,

WI. (Control ID #2928953)

NEEDS AND OBJECTIVES: A Survey of recent graduates from the Uni-

versity of Wisconsin Internal Medicine Primary Care Track revealed that some

residents felt unprepared for the volume and pace of practice. Challenges

include balancing a busy clinic schedule with panel management, inbox

attention, coding/billing, and administrative duties. These challenges have

shown to contribute to burnout andworkplace dissatisfaction among practicing

physicians as well. Our objective was to improve resident's readiness for

practice and confidence in ability to handle clinical duties.

SETTING AND PARTICIPANTS: We developed a curriculum to facilitate

transitioning to clinical practice during a 2-week required clinical service for

the four PGY-3 internal medicine residents in the academic primary care track.

DESCRIPTION: Residents were paired with a single attending physician and

scheduled in an intensified clinic template to mimic that of an attending

physician at our institution. Residents had opportunities to develop flexibility

and resilience by building schedules with urgent care visits, last-minute add-

ons, and other high acuity patients. Additionally, working several urgent care

clinic shifts during the 2 week rotation helped build acute care skills. Residents

were also linked to the attending physician's inbox in the electronic health

record and tasked with the daily management and upkeep under the physician's

supervision. Pairing with a single attending physician allowed for frequent

debriefings and feedback opportunities. Finally, during the rotation, residents

reviewed an E/M curriculum with a billing specialist.

EVALUATION: Our intervention was piloted during the 2016-17 academic

year. Pre and post surveys of the 4 residents who completed the rotation
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evaluated self-efficacy on a 0 (not at all confident) to 9 (extremely confident)

scale. Residents reported average increases in all measured categories. 5 of 6

questions reached statistical significance in the impact observed. Queried skills

included documentation completion (6.25 to 8, p=0.19), leading a team (4.25

to 7, p=0.05), in-basket management (4.75 to 7.25, p=0.03), chronic disease

management strategies (4.25 to 6.5, p=0.04), providing efficient acute care (6.5

to 8.25, p=0.04), and billing/coding (4.5 to 7.25, p=0.05).

DISCUSSION / REFLECTION / LESSONS LEARNED: In our pilot we

demonstrated the value of a focused curriculum to improve resident self-

efficacy for readiness to practice. Physician burnout is quite prevalent among

primary care physicians, with as many as 50% of early career physicians show

either high emotional exhaustion or high depersonalization in their work.

Perhaps by using simple interventions to improve practice management skills,

as educators we can help ease transition to practice and reduce early burnout.

Next steps include modifying the clinical service based on resident feedback

and conducting a survey of recently graduated participants to assess practice

impact.

INDIVIDUAL LEARNING PLANS (ILPS) AS A METHOD FOR

ENTRUSTABLE PROFESSIONAL ACTIVITY (EPA) GOAL SET-

TING AND DOCUMENTATION: A PILOT STUDY Kristy Y. Kosub;

Jean A. Petershack; Phyllis D. MacGilvray. UT Health San Antonio, San

Antonio, TX. (Control ID #2944397)

NEEDS AND OBJECTIVES: An Individual Learning Plan (ILP) allows

learners to customize educational experiences and learning strategies. Learner

engagement improves with a proactive approach to goal setting. Educators

must document achievement of AAMC EPAs at medical school graduation.

Our ILP creates a practical structure for senior medical students to self-select

EPAs for clinical focus, reflect onmilestone achievement, increase engagement

in feedback from supervisors and document skill attainment. A key addition is

student attention to personal wellness through specific reflection questions.

Objectives:1. Determine feasibility of an ILP for focused engagement in EPA

goal setting and documentation of accomplishments; 2. Increase observation

and feedback by team educators; 3. Enhance attention to personal wellness.

SETTING AND PARTICIPANTS: Our online ILP supplements clinical

skills acquisition matched to self-selected EPAs for senior students on Internal

Medicine, Pediatrics, and Family Medicine rotations.

DESCRIPTION: ILP includes three reflective assignments. Week 1: students

identify strengths and weaknesses, select at least two EPAs to focus skill

acquisition, and create SMART objectives. Week 3: students document bar-

riers, feedback, and progress. Final assignment includes reflection on personal

wellness, goal attainment, and next steps. Students document feedback on goal

setting and progress by team supervisors. Faculty complete EPA checklist

evaluation.

EVALUATION: Qualitative analysis will identify themes, level of reflection,

and compare faculty determination of skill achievement to student self assess-

ment. Data on 39 students on Internal Medicine indicate students value

creation of goals based on strengths and weaknesses. Use of ILP enhanced

collaboration with team educators. Most frequently chosen EPAs were 2, 4,

and 7. EPAs 1, 11, and 13 were least frequently chosen for goal setting.

Students rated ILP activity as 3.06 on a scale of 1-5 (not helpful to very

helpful). Early analysis reveals consistency in confirming student self-

assessment of competency by faculty completing EPA checklist.

DISCUSSION / REFLECTION / LESSONS LEARNED: Nearly all stu-

dents showed good depth of reflection and chose EPAs appropriate to learning

environment. Individualizing skill acquisition through specific EPAs supports

student engagement in professional development and increases confidence.

Educators increase learner feedback and provide more detailed assessments.

Some students identified interest in using an ILP in future rotations. Early

results identified 1) second assignment may need shortening, 2) opportunities

for enhanced faculty and student development for EPA knowledge, and 3) need

for brief faculty checklist.

INTEGRATING RESIDENT REJUVENATION INTO THE X+Y

SCHEDULE AnneMarie Laurri1; Regina Makdissi2; Janet Sundquist3. 1Uni-

versity at Buffalo, Buffalo, NY; 2State University of New York at Buffalo,

Buffalo, NY; 3University at Buffalo, East Aurora, NY. (Control ID #2942400)

NEEDS AND OBJECTIVES: The epidemic of burnout among trainees is

nowwell recognized. As a part of ourWellness Program, we sought to develop

a retreat as a respite from clinical duties and bonding opportunity. Prior efforts

to create such retreat were not successful given the large number of trainees

spread over multiple inpatient and outpatient sites, the inability to find clinical

coverage as well as cost. When our program moved to 4+1, this task became

even more challenging.The objectives of our innovation are: Develop a unique

sustainable retreat in a large multi-site program using the X+Y scheduling

system. Improve different aspects of trainees' burnout associated with isolation

Improve emotional exhaustion among residents

SETTING AND PARTICIPANTS: University at Buffalo Internal Medicine

Residency, a program consisting of 101 residents rotating at 4 inpatient sites

and 4 outpatient clinics in an urban setting. Residents participated on a

voluntary basis in retreat activities at a local shopping mall at no expense.

They were voluntarily surveyed before and after.

DESCRIPTION: When the residency program started the 4+1 system, its

positive effects were felt on the ambulatory rotations due to improvement in

continuity of care as well as the ability to provide one half academic day for

every cohort of residents. With the support of our faculty involved in facilitat-

ing and planning the ambulatory education half day sessions, we were able to

plan the first annual retreat. One half day was devoted to resident wellness.

Additionally, residents from each PGY class could intermingle in the groups.

The use of the 4+1 schedule allowed for groups that were sized perfectly (20)

for meaningful conversation and activities. Faculty for all the sites participated

in the activities and table discussions.

EVALUATION:Within five weeks all the residents in our residency program

enjoyed an afternoon of Wellness-related activities. Residents surveyed at the

beginning of the year and then immediately after retreats were compared.

Residents felt 30%more able to rely on others during a difficult day. Emotional

exhaustion dropped by 22%. A sense of camaraderie improved from 48% to

73%. Access to supportive resources and counseling increased by 18% as did a

feeling of appreciation from administration.The activities were easily accessi-

ble and no patient care was compromised. The benefits reaped by the

housestaff were evident in our survey and a new tradition was established for

our program - one that would continue to celebrate residents as people.

DISCUSSION / REFLECTION / LESSONS LEARNED: It was important

for the residents to see the program administration and faculty were invested in

their overall wellness, the support from everyone was overwhelming.Using the

ambulatory week to plan a retreat is easily sustainable. Faculty buy in and

JGIM ABSTRACTS S713



participation is a powerful tool to engage the program and the residents in their

wellness. The activities were accessible and no patient care was compromised.

Residents were very pleased with the retreats.

INTEGRATING RESIDENTS INTO INSTITUTIONAL SAFETYCUL-

TURE BY A RESIDENT LED HOUSE STAFF SAFETY COUNCIL

Charles B. Seelig1; EllikaMardh2; Stephen Jones2; Catherine Joyce2; kimberly

Farrell2; Mingjun song2; Arista Chand2; Alyssa L. Anderson2; Julie Clarke2;

Tro Kalayjian2. 1Greenwich Hospital, Greenwich, CT; 2Yale School of Med-

icine, Greenwich, CT. (Control ID #2946719)

NEEDS AND OBJECTIVES: To Err is Human brought attention to safe

medical practice. In 2012 the ACGME's CLER project began to assess incor-

poration of institutional values (including safety) in GME programs. This

abstract describes how a residency accomplished this goal by a House Staff

Safety Council (HSSC).

SETTING AND PARTICIPANTS: 24 resident internal medicine pro-

gram at Greenwich Hospital (GH), a 204 bed community teaching

hospital

DESCRIPTION: In 2012 a resident led HSSC was created, partly in response

to lower than expected resident responses on an AHRQ safety survey done in

4/2011. HSSC includes all residents, led by two senior resident Safety Cham-

pions, meets monthly without attendings, reviews safety events reported by

and/or involving residents through GH's RL reporting system, hears results of

hospital actions taken as a result of prior reports, engages in open discussions

regarding event causation and mitigation and receives didactic safety educa-

tion. The Safety Champions, mentored by the departmental Safety Champion,

are members of GH Safety Steering Committee at which all RL reports are

discussed. Those, involving house staff, are brought back to HSSC by the

Champions. At AM Report the PD debriefs resident RL reports made the

preceding day and reports at the daily GH Safety Huddle as does every

department. On weekends and holidays the senior resident on call reports for

the residency.

EVALUATION: Average resident responses on the 2013 AHRQ survey

showed impressive improvement in every safety domain. These gains have

been stable or continued to improve in the 2015 and 2017 safety survey (except

handoffs which declined in 2017). Four respresentative domains, comparing

2011 and 2017 responses (Fishers exact test) are, Feedback about Error (49.2%

positive responses vs 86.4%, p=.01), Frequency of Event Reporting (43.1% vs

83.3%, p=.04), Non-punitive Response to Reporting (40.9% vs 69.7%, p=ns)

and Overall perception of Safety (36.4% vs 67.3%, p=.06). In parallel with the

statistically significant survey response, the number of event reports by resi-

dents in 2014 (when RL reporting began) was 9 compared to 43 reports in in

2017.

DISCUSSION / REFLECTION / LESSONS LEARNED: A resident led

HSSC is an effective way to integrate residents into the safety culture of an

institution. Experientially and didactic learning results in dramatically in-

creased events reporting and resident perception of working in a safe environ-

ment in which to care for patients.

INTERACTIVE WORKSHOP: AN INNOVATIVE APPROACH OF

TEACHING QUALITY IMPROVEMENT CURRICULUM Smita Y.

Bakhai. SUNYat BUffalo, Williamsville, NY. (Control ID #2915344)

NEEDS AND OBJECTIVES: Introducing interactive workshop techniques

can promote learner's participation through collaboration and creative thinking

among attendees and can lead to a higher level of learning. The objectives of

this study were 1) to assess effectiveness of structured, interactive workshop on

learner's knowledge; 2) to reflect on teacher's perceptive in improving teaching

skills by integration of learners feedback .

SETTING AND PARTICIPANTS: Internal Medicine (IM) residents from

university of Buffalo participated in interactive workshop to learn the basic

concepts of QI curriculum. Residents from four ambulatory sites participated in

2-hour workshop. One faculty member developed and conducted two sessions;

there were 17 residents in first session and 20 residents in the second session.

DESCRIPTION: Three instruments were used in the evaluation of the work-

shop. Pre-workshop and an immediate post workshop questionnaire; and

evaluation of objectives of the workshop were administered to determine

improvement in the participants' knowledge .There were 8 questions and 5

objectives,raking from 1(low) through 5 ( high).

EVALUATION: We used McNemar's test for analysis for pretest-posttest com-

parison of residents ( n= 37) who answered individual questions correctly ; resulted

into a substantial and statistically significant improvement in percentage of residents

.We used Paired-samples t-test for analysis to compare mean number (SD) of

correct responses , with pre-test 3.5(1.0) and post-test 6.9 (1.1) p value < 0.001; and

for percentage correct , with pre-test 44.3% (12.7) Posttest 86.8% (13.8) , p-value <

0.001.Residents' ratings for each of the posttest ‘Objectives' demonstrated mean

(SD) score for objective1- 4.84 %( 0.37), Obj 2- 4.81 (0.46), Obj. 3-4.68 (0.67),

Obj4- 4.76 (0.55) and Obj 5 -62 (0.59). Percentages of participants who rated score

of five for each objectives were; Obj1 31 (83.8%), Obj2 -31 (83.8%), Obj 3- 29

(78.4%), obj 4- 30 (81.1%) and obj 5- 25 (67.6%).There was no difference among

PGY Groups for any of the above analysis.

DISCUSSION / REFLECTION / LESSONS LEARNED: Implementation

of a structured, interactive educational technique was associated with an

improvement in learner's knowledge in basic QI concepts. This 2-hr workshop

designed to promote the use of interactive lecturing techniques, can be con-

sidered successful based on self-reports of achievement of stated objectives of

the QI curriculum and test scores of the learners. Various in-class activities can

be used to help learners develop higher thinking skills and gain better under-

standing of the curriculum. This workshop was designed to help leaners

integrate their knowledge, to facilitate communication, and to allow the teacher

to closely monitor the learning process. The didactic lecture is the most widely

used method of teaching in medical education. Introducing interactive tech-

niques can promote learner participation and, as a result, can lead to a higher

level of learning. Overall, the workshop was deemed very useful by the

majority of the participants.

INTERNAL MEDICINE RESIDENT EXPERIENCES WITH A 5-

WEEK PANEL MANAGEMENT CURRICULUM: A QUALITATIVE

AND DESCRIPTIVE ANALYSIS Emily Hadley Strout3; Alison R.

Landrey1; Charles D. MacLean4; Halle G. Sobel2. 1University of Vermont/

Fletcher Allen Medical Center, Morristown, VT; 2University of Vermont

Medical Center, Burlington, VT; 3The University of Vermont Medical Center

Internal Medicine Residency Program, Burlington, VT; 4University of Ver-

mont, Burlington, VT. (Control ID #2939464)

NEEDS AND OBJECTIVES: Panel management, a proactive approach to

optimizing care for a defined population of patients, is increasingly important
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in health care reform. Competency in panel management is an internal medi-

cine (IM) graduate medical education requirement. Despite its importance,

there are few established curricula in population medicine within internal

medicine residency programs. We designed and implemented a 5-week out-

patient panel management curriculum and evaluated resident experiences with

the curriculum.

SETTING AND PARTICIPANTS: 42 IM residents, PGY-1 through PGY-

3 at a suburban IM resident clinic in Vermont, USA participated in the

curriculum.

DESCRIPTION:Residents were providedwith registries of their patients with

diabetes, pre-diabetes and obesity. They were given a panel management

didactic session and asked to complete online learning modules on diabetes

and obesity. Meetings with their team MA or LPN were scheduled during the

first week of the curriculum to coordinate patient outreach and update gaps in

care. Patients due for visits were scheduled with the residents over the next 4

clinic weeks. At the end of the five weeks, resident were required to submit a

worksheet, a reflection and a likert-scale questionnaire about the curriculum.

Responses were analyzed using qualitative grounded theory analysis and

descriptive analysis.

EVALUATION: In their open-ended reflections, the residents reported that the

curriculum positively impacted patient care, teamwork, familiarity with their

patient panel, and their relationships with patients. They also reported the

program to have high educational value. Residents reported inconsistent pa-

tient follow-up, patient complexity, competing patient priorities, and difficulty

with patient engagement as barriers to the panel management activity. In the

survey, 95% of residents either agreed or strongly agreed that they and their

team MA or LPN worked as a team, 67% either agreed or strongly agreed that

they were successful in coordinating outreach to patients, and 66% found that

panel management increased their sense of panel ownership.

DISCUSSION / REFLECTION / LESSONS LEARNED: Our panel man-

agement curriculum was well received by resident learners and had positive

impacts on patient care, resident-patient relationships and office teamwork.

The curriculum taught residents important skills in health information technol-

ogy and population health. Future directions for the program will focus on

systems to improve care for complex patients and resident education on

approaches to successfully engage patients in behavior change.

INTERNAL MEDICINE UPPER LEVEL BOOT CAMP: BASELINE

SURVEYAND PILOT CURRICULUM Hillary Liebler; Jonathan A. Lim;

Shira Sachs; Zaven Sargsyan; Stephanie V. Sherman. Baylor College of

Medicine, Houston, TX. (Control ID #2945662)

NEEDS AND OBJECTIVES: To provide upper level residents with a for-

malized opportunity to develop and enhance clinical leadership skills To

optimize communication, feedback and team culture to improve patient care

To draft a set of team expectations using categories of day-to-day logistics,

team ethos, and student responsibilities

SETTING AND PARTICIPANTS: The study included upper level

(UL)—defined as PGY-2s & 3s—internal medicine (IM) residents at Baylor

College of Medicine (BCM). At BCM, PGY-2 residents spend 2 months

leading wards teams at the VA Medical Center; PGY-3s spend 2 months on

wards at the county hospital and 2 months on ICU at either. Participants

voluntarily completed online surveys. The intervention took place over 4 hours

during a dedicated didactic day.

DESCRIPTION: BCM UL residents voluntarily completed a needs

assessment/pre-intervention survey about executing tasks as UL team leader.

All ULs were randomly assigned to an intervention vs. control arm. The

control arm underwent regularly scheduled didactic sessions. The intervention

arm underwent three workshops: 1) a session by social workers and case

managers to better understand dispo planning, discharge facilities' levels of

care, and veteran culture 2) a case-based discussion of challenging scenarios in

the daily life of an UL 3) an exercise in drafting team visions, missions, and

expectations to be used by ULs when leading a wards team Participants

completed feedback surveys after each session. Six months later, UL IM

residents completed a post-intervention survey on UL preparedness.

EVALUATION: 95 of 129 (74%) ULs responded to the initial survey. Resi-

dents feel most comfortable "creating a positive work environment" for teams;

least comfortable objectives were "addressing a medical error" and "providing

feedback to a learner about specific weaknesses". Males showed a higher level

of preparedness to "Lead effective goals of care discussions", "Teach medical

students", and "Address a medical error" than females (statistically significant).

PGY-3s had higher levels of preparedness for all learning objectives vs. PGY-

2s. Immediate feedback surveys showed 100% of ULs agreed/strongly agreed

that the workshops were helpful. Data from post-intervention survey will soon

be available.

DISCUSSION / REFLECTION / LESSONS LEARNED: The clinical

leadership skills upper levels are charged with, including emotional intelli-

gence, situational leadership, and the ability to reflect, are not routinely

emphasized in formal residency curricula. Optimally preparing ULs for these

jobs makes better teams, which lends itself to better patient care and resident

wellness. Pilot survey identified objectives which residents systematically

identified as having low levels of preparedness. 100% of participants found

the workshop to be subjectively helpful, objective impact data to come.

Stastically significant differences in needs between men vs women, PGY2s

vs 3s will allow us to tailor the curriculum to better suit the needs of our

residency's upper levels.

INTERPROFESSIONAL COLLABORATION AND TEAMDYNAMIC

AS CURRICULAR GOALS IN THE IMPACCT (IMPROVING PA-

TIENTACCESS, CAREANDCOSTTHROUGHTRAINING) CLINIC

Frank Cacace1; Johanna Martinez2; Lauren Block2; Daniel J. Coletti2; Alice

Fornari3; Lyndonna M. Marrast4; Joseph Conigliaro5. 1northwell health, Great

Neck, NY; 2Northwell Health, Lake Success, NY; 3Zucker School of Medicine

at Hofstra, Uniondale, NY; 4Hofstra North Shore LIJ School ofMedicine, Kew

Gardens, NY; 5Northwell Health, Great Neck, NY. (Control ID #2942644)

NEEDS AND OBJECTIVES: There are few programs with experience

teaching medical residents simultaneously with health care students from other

professions. We aimed to 1) create a curriculum for a new interprofessional

clinic in our ambulatory site and also to 2) deepen skills in collaborative patient

care amongst the students from different participating professions.

SETTING AND PARTICIPANTS: The IMPACcT clinic of the Northwell

Health Division of General Internal Medicine (DGIM) is an interprofessional

(IP) clinic providing ambulatory care to adults. Embedded in this experience

are learners from medicine, pharmacy, physician assistant studies and

psychology.

DESCRIPTION: The Northwell Health DGIM implemented a HRSA grant

supported ambulatory clinic whereby patients receive care from IP teamsmade
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up of medicine residents/preceptor, pharmacy students/preceptor, clinical psy-

chology student/preceptor, physician assistant student, medical assistant and

clinic secretary. Prior to each care session charts are reviewed and patient needs

for IP input are triaged via a huddle. Faculty development in huddling was

provided to guide a non-hierarchical process for all team members. From an

educational standpoint, a longitudinal curriculumwas developed and delivered

by physicians, pharmacists, and psychologists. The core domains of the

curriculum include IP team dynamic, medication management, health dispar-

ities, behavioral health and PCMH principles. Elements were delivered via

experiential workshops, mini didactics prior to huddles and during patient care

sessions. The domain of our curriculum termed 'IP dynamic' includes topics

such as role identification, team dynamic, leadership, conflict resolution and

huddle technique.

EVALUATION: All learners who completed a rotation in IMPACcT were

surveyed regarding perceived knowledge, skills and attitudes using the Inter-

professional Collaborative Competency Attainment Scale (ICCAS) both be-

fore and after exposure to the IMPACcT program in 2016-17. The scale is a

validated instrument (1) eliciting one time self-assessment in team based

communication and patient care skills. Twenty Likert Scale items tap the

learner's perceived contribution to care, ability to communicate with other IP

members and to resolve conflict. Mean scores on each ICCAS item improved

significantly before and after their IMPACcT experience (n=22, P values all

<.001).

DISCUSSION / REFLECTION / LESSONS LEARNED: Delivering this

IP curriculum has been eye opening. Increased appreciation of IP expertise has

been observed and documented, and enriches real time patient care. From a

learner's standpoint, educational needs related to medical content are variegate

and rooted in their professions' values and roles. Depending on the workshop

or mini didactic content being taught, small group work supports IP dialogue

that promotes shared patient care. Also, listening to our learners and applying

adult learning theory, we enabled more senior residents to deliver curricular

components. They report this opportunity as a valuable part of their profes-

sional growth in IP education.

INTERPROFESSIONAL CURRICULUM FOR EARLY HEALTH

PROFESSIONS STUDENTS ON COMMUNICATION TO PROMOTE

PATIENT ADHERENCE Elizabeth Imbert1; Lynnea Mills2; Calvin L.

Chou2; Anna Chang3; George Saba1; Amin Azzam1; Jen Cocohoba1. 1Uni-

versity of California, San Francisco, San Francisco, CA; 2UCSF, San

Francisco, CA; 3University of California San Francisco, San Francisco, CA.

(Control ID #2942397)

NEEDS AND OBJECTIVES: Non-adherence with medical plans has signif-

icant consequences for patients' health outcomes and systems metrics. Utiliza-

tion of effective patient-centered communication techniques by healthcare

providers can successfully address adherence issues, but many health profes-

sions trainees may not receive education on communication to promote adher-

ence. Research indicates that patient-centered communication skills can be

taught successfully. To address this unmet need, we developed an interdisci-

plinary curriculum to train early health professions students on evidence-based

communication methods to inquire about and improve patient adherence.

SETTING AND PARTICIPANTS: This curriculum was delivered to first-

year medical and pharmacy students in both classroom settings and workplace

learning settings.

DESCRIPTION: First-year medical and first-year pharmacy students worked

in small groups through a facilitated interactive case demonstrating multiple

causes of and approaches to nonadherence. In this session, students worked

together to develop "best practices" for talking with the "patient" about her

adherence. They then entered clinical settings to test out their new communi-

cation techniques with real patients identified as having challenges with

adherence, and subsequently returned to small groups to do a facilitated debrief

of their successes and challenges.

EVALUATION:Based on initial data from pre- and post-intervention surveys,

medical students demonstrated improved confidence discussing adherence,

and improved knowledge of evidence-based approaches to discussing adher-

ence, at 3-months post-intervention. (We lack adequate post-intervention data

for pharmacy students because of logistical challenges obtaining their data.)

DISCUSSION / REFLECTION / LESSONS LEARNED: The curriculum

incorporates an interdisciplinary approach to nonadherence, a common issue

that is clearly relevant to students from different health professions schools. It

is interactive and enables students towork through and develop approaches in a

low-stress setting and then test out their learning with real patients in a higher-

stakes clinical setting. The curriculum includes evidence-based communica-

tion techniques throughout to develop students' ability to partner non-

judgmentally with patients on adherence. The challenges include the logistical

difficulties of coordinating schedules of students from different schools, as well

as challenges of enabling students to interview real patients. We developed a

comprehensive facilitator guide to enable non-expert small group facilitators to

guide the students in working their way through the curriculum, making this

very sustainable and transferable to other institutions.

INTERPROFESSIONAL TEAM TRANSFORMATION: CAPITALIZ-

ING ON THE CLINICAL HUDDLE Lauren Block1; Nancy A. LaVine2;

Johanna Martinez1; Celia Lu3; Joseph Conigliaro2; Alice Fornari1; Daniel J.

Coletti1. 1Northwell Health, Lake Success, NY; 2Northwell Health, New Hyde

Park, NY; 3St. John's University College of Pharmacy&Health Sciences, Lake

Success, NY. (Control ID #2937671)

NEEDS AND OBJECTIVES: Huddles are brief, clinically focused team

meetings to guide patient care sessions. With a move towards block scheduling

and hence rotating clinical teams, maintaining continuity and learner partici-

pation in huddles can be difficult. We sought to improve interprofessional (IP)

collaboration in daily huddles within our primary care training program.

SETTINGAND PARTICIPANTS:Our IP clinic includes residents, pharma-

cy, PA, and medical students, and psychology externs as well as interprofes-

sional faculty and a dedicated medical assistant (MA) and patient access

coordinator (PAC).

DESCRIPTION: Huddles were developed based on the AMA StepsForward

and UCSF Healthy Huddles checklists to include pre-visit preparation, team

check-in, mini-didactic, and review of each patient. We included a brief

teaching point called a "mini-didactic" in most huddles. Based on learner

feedback we adapted our huddle to be led by the MA or PAC. Based on

resident requests for more teaching experience, we adapted mini-didactics to

include learner-led sessions.

EVALUATION: Evaluation included direct observation of huddles as well as

learner and faculty member perceptions of IP practice. Learners (n=22) com-

pleted two scales to assess interprofessional collaboration before and after

participating in the program; the Interprofessional Socialization and Valuing
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Scale and the Interprofessional Collaborative Competency Attainment Scale.

We observed statistically significant increases in perceived ability, value,

comfort, and competence working within IP teams pre-post training experi-

ence. Faculty (n=10) completed a survey with qualitative and quantitative

elements. While all faculty reported that huddles happened during at least

75% of clinical sessions, only 60% of faculty reported that all team members

participated during most huddles. While review of each patient and assignment

of learners occurred regularly, team preparation, use of check-ins, and inclu-

sion of a teaching point was more variable as was participation of non-resident

learners; 74% of huddle elements were completed during direct observation.

Faculty commented that huddles provided consistency, team-building, and

attention to health maintenance. Suggestions to improve huddles included an

on-time start, accountability for team preparation, and more involvement of all

learners.

DISCUSSION / REFLECTION / LESSONS LEARNED: Huddles cata-

lyzed transformation of our resident clinic to an IP team by fostering leadership

by the medical assistant and patient access coordinator, chart preparation, and

development of teaching skills by learners and faculty. We hypothesize that

huddle participation contributes to perceived competence working on an IP

team. While learners were present for most huddles, participation by non-

resident learners was less consistent. Setting clear roles within the huddle for all

team members may ensure adequate preparation, promote involvement by all

learners, and contribute to team cohesion.

IT'S INYOURHANDS:EMPOWERINGANACTIVEAMBULATORY

STUDENT EDUCATIONAL ENVIRONMENT (EAASEE CARD) Nan-

cy M. Denizard-Thompson; Kirsten Feiereisel; Cynthia Burns. Wake Forest

University School of Medicine, Winston-Salem, NC. (Control ID #2944195)

NEEDS AND OBJECTIVES: Recent trends in medical education highlight

challenges in medical student integration into ambulatory care. Students have

limited rights and roles within the electronic medical record. Patient volume,

appointment duration, and guidelines regarding resident precepting ratios also

impact this issue. Less formal note writing and presentation instruction, as well

as reduced overall interaction with faculty, has resulted. This study investigates

how a discrete change in medical student and faculty engagement in clinic

affects the educational experience of both groups. The aims are to empower

students to take an active role in their ambulatory education, to improve the

quality and quantity of faculty educational interaction with students and to

provide direct feedback on verbal presentations and written documentation.

SETTING AND PARTICIPANTS: The study will target third year medical

students at Wake Forest University School of Medicine. We will also survey

Internal Medicine faculty preceptors in the ambulatory clinic sites. Exclusion

criteria include third year medical students who do not complete a one week

rotation at the Outpatient Department Medicine clinic (OPD) or the Downtown

Health Plaza Medicine Clinic (DHP).

DESCRIPTION: Third year students on the Internal Medicine clerkship

receive a checklist card to complete during their ambulatory experience. The

checklist includes: eight formal presentations, two note evaluations by an

attending and review of five ambulatory education cards with an attending or

senior resident. Faculty sign off on the checklist as students progress through

the week and they are submitted to the clerkship administrator.

EVALUATION: A survey was distributed to students following their clerk-

ship. For comparison two cycles of students who completed the clerkship prior

to implementation were surveyed. Students presenting ≥4 times increased from

50% to 77%, and ≥6 times from 25% to 53%. Feedback on ≥4 presentations

increased from 31% to 62%, and on ≥2 notes, from 13% to 62%. Faculty

preceptors were surveyed regarding their experience. Following the interven-

tion, 83% reported students formally presenting ≥1 time, increased from 51%

pre-intervention. The number of faculty who never gave feedback on notes

decreased from 25% to 0%. Seventy-five percent rated themselves as more

engaged and recommended continue use of the card.

DISCUSSION /REFLECTION / LESSONSLEARNED:Results show that

using a checklist card during the Internal Medicine clerkship significantly

increased the frequency of student presentations to faculty as well as discrete

feedback on presentations and written documentation. By providing the stu-

dents and faculty a literal "invitation" to interact via a physical card, the

educational experience was markedly improved for both groups.

LANDMARK TRIALS IN 5 MINUTES: A CURRICULUM FOR INPA-

TIENT AND OUTPATIENT ROTATIONS Isabella Lai. UCLA, Los

Angeles, CA. (Control ID #2949661)

NEEDS AND OBJECTIVES: Landmark trials form the basis of modern

evidence-based medicine, and clinical rotations are a unique time to apply this

knowledge. However, clinical demands make it difficult to find time to curate

high quality teaching resources. We addressed this problem by creating a series

of 5-7 minute online presentations based upon Landmark clinical trials. These

trials are placed in powerpoint slides that are easily accessible on http://

trialGuru.org. This encourages residents to teach high yield points of

evidence-based medicine and hopefully, sparks further curiosity for more in

depth analysis of these trials. Objectives: 1. To improve resident practice of

evidence-based medicine by teaching landmark trials 2. To distill landmark

trials into 5-7minute presentations accessible online to decrease the time barrier

for teaching

SETTINGAND PARTICIPANTS: Setting: UCLA-Olive View. Participants:

Internal medical residents (PGY1-PGY3)

DESCRIPTION: We have devised 5 stages to make teaching landmark trials

more accessible: Stage 1: We assessed the necessity for curricular change.

Stage 2: We surveyed experts of internal medicine subspecialties to create a

database of key landmark trials that residents should know prior to graduation.

Stage 3: We created a 5 minute presentation of highlights for each trial. At the

end of each presentation, we present discussion questions and a clinical

vignette. We then assess current resident knowledge. Future Plans (2017-

2018 Academic Year): Stage 4: We plan to involve team members (medical

students, interns, residents, and attendings) in piloting these presentations

during rounds. Stage 5: We will assess residents with board-style questions

to gauge knowledge and application of evidence-based medicine in clinical

practice.

EVALUATION:During our needs assessment phase (Stage 1), we received 57

survey responses. We found that 51% of residents were satisfied with clinical

teaching, while 49% were neutral or dissatisfied. When asked about the

amount of additional time for teaching (outside of noon lecture and resident

report), 37% desired 1-5 minutes of teaching, 42% desired 6-10 minutes, and

21% desired more than 10 minutes. When asked how frequent landmark trials

were referenced, 65% reported less than 1 day per week. Of note, 72% desired

more evidence-based teaching. In our expert survey phase (Stage 2), we

created a database of key landmark trials for each medicine subspecialty. In
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our knowledge assessment phase (Stage 3), residents were tested on 6 key

landmark trials and their clinical applications. We found that over 50% of

residents (from PGY1-PGY3) missed 12 out of 18 questions.

DISCUSSION / REFLECTION / LESSONSLEARNED:Residents desired

more evidence-based inpatient teaching in short (<10 minute) intervals, and

landmark trials were not consistently taught during inpatient rotations. We

designed a series of short presentations to lower the barrier for teaching. Future

studies will focus on measuring the utilization of these resources and assessing

resident knowledge of landmark trials.

ONLINE RESOURCE URL (OPTIONAL): http://trialguru.org/

LEADING WITH HEART: HUMANISM IN HEALTHCARE Mary Ann

Gilligan1; Arthur R. Derse1; Lars Osterberg3; Elizabeth A. Rider4; William T.

Branch2. 1Medical College of Wisconsin, Milwaukee, WI; 2EMORY UNI-

VERSITY SCHOOL OF MEDICINE, Atlanta, GA; 3Stanford University

School of Medicine, Menlo Park, CA; 4Harvard Medical School, Boston,

MA. (Control ID #2944341)

NEEDS AND OBJECTIVES: A major challenge facing those leading

healthcare organizations is how to ensure that the humanistic tradition of

medicine is preserved while meeting demands for efficient, high quality care.

In this study we explored responses to this challenge by leaders in academic

medicine.

SETTING AND PARTICIPANTS: A convenience sample of leaders willing

to share their reflections was identified at the 8 academic institutions where we

conducted our yearlong national faculty development program to train physi-

cian educators in humanistic teaching.

DESCRIPTION: We conducted semi-structured interviews with 32 selected

leaders at 8 institutions. Participants were asked to provide written reflective

responses to specific prompts: (a) What factors and/or programs in your

organization encourage practicing and teaching humanistically? and (b) What

factors in your organization pose barriers to creating humanistic practice and/or

environment? What proposed solutions are you considering?

EVALUATION: We conducted a qualitative analysis of written re-

sponses using grounded theory and the constant comparative method.

Themes were generated and iteratively revised by consensus on calls

attended by the authors.

DISCUSSION / REFLECTION / LESSONS LEARNED: Leaders

who participated in our study were aware, and expressed understand-

ing, of the challenges faced by providers in practicing humanistical-

ly. Frequently mentioned barriers included: financial pressures; the

electronic health record; and fragmentation in healthcare delivery.

The most common support for humanistic practice were various local

programs and policies in individual institutions. Some of these in-

cluded "top-down" efforts such as building humanism into the mis-

sion and vision statement of the organization and making humanism

an expectation of acceptable behavior. Others were "bottom-up"

programs apparently initiated by individual faculty members who

wished to promote caring attitudes toward patients and one another.

A few were addressing specific barriers to humanism. Few leaders

described structural changes or named solutions that they had per-

sonally initiated. Many leaders named positive role modeling, includ-

ing their own efforts, as the most effective means of maintaining

humanistic values.

LEARNING BY DOING: QUALITYAND SAFETY RESIDENT EDU-

CATION USING REAL-TIME PATIENT EVENT REVIEW Katherine

G. Hicks4, 1; Stephanie Carr4, 2; Milner Staub3; Christine Cottingham1; Jessica

Yanny-Moody4; Chenwei Wu2, 4; Nicholas Meo4, 2; Anders Chen4, 2.
1Harborview Medical Center, Seattle, WA; 2Puget Sound VA Medical Center,

Seattle, WA; 3Vanderbilt University, Nashville, TN; 4University of Washing-

ton, Seattle, WA. (Control ID #2945006)

NEEDSANDOBJECTIVES:Developing skills in quality improvement (QI) and

patient safety (PS) is critical for training physicians as emphasized by the Accred-

itation Council for Graduate Medical Education (ACGME) and its Clinical Learn-

ing Environment Review (CLER) program. Pairing lecture-based instruction on

foundational QI/PS concepts with application of those skills to real-time event

analyses provides an opportunity to align institutional goalswith resident education.

SETTING AND PARTICIPANTS: Large, multi-site, academic Internal

Medicine residency program. Fifty-two second year residents participated in

the required course out of 174 total trainees. Lectures were delivered by twoQI

chief residents with additional faculty members as small group leaders.

DESCRIPTION: The curriculumwas delivered over onemonth in weekly 3-hour

sessions. The first twoweeks focused on patient safety tools (Root Cause Analysis,

interviewswith stakeholders, ProcessMaps and Hazard Analysis). The second two

weeks emphasized the Institute for Healthcare Improvement (IHI) Model for

Improvement (aim statements, PDSA cycles, and metrics). Residents were divided

into groups of 5 for project work that coincided with lecture material during the

month. Each groupwas assigned a recent patient safety event that had been reported

through the institution's electronic error reporting system and was preselected by

instructors and institutional patient safety representatives. Priority was given to

internist-submitted event reports that aligned with institutional priorities. The

resident-performed event reviews and improvement suggestions were presented

at the conclusion of the course to hospital QI/PS leadership.

EVALUATION: Knowledge evaluation was assessed using the validated

QIKAT-R tool. 52 residents participated in the course and 33 completed both

pre- and post-test evaluations (63% response rate). Composite scores signifi-

cantly improved from pre-test (13.7) to post-test (17.4), for a 3.7 point increase

(95% CI 2.3 - 5.1, p < 0.001). The majority of residents (71%) rated the overall

course quality as "Excellent" or "Very Good." One resident commented, "I did

not know any of the strategies for approaching QI before this series and

practicing working through actual cases with my colleagues was a great way

to learn." Another wrote, "our group was able to use our specific case to

identify targeted interventions that would help avoid future errors."

DISCUSSION / REFLECTION / LESSONS LEARNED: Coupling tradi-

tional QI/PS didactics with actual patient safety event review aligns resident

education, institutional priorities and CLER requirements. Reporting resident

reviews directly to existing institutional safety leadership provides residents

withmeaningful work and ensures their efforts are not lost as residents disperse

back to clinical rotations. Event reviews are small enough in scope to incor-

porate easily into resident schedules.

LESSONS LEARNED FROM ONE YEAR OF AN ACADEMIC

HEALTH CENTER - INDIAN HEALTH SERVICE CLINICAL PART-

NERSHIPMatthew Tobey1; Devin Oller2; Julian Mitton1; Omar Amir2; Tom

Peteet1; Michael Sundberg1; Katrina Armstrong2. 1Massachusetts General

Hospital, Somerville, MA; 2Massachusetts General Hospital, Boston, MA.

(Control ID #2946550)
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NEEDS AND OBJECTIVES: In 2012, the Indian Health Service (IHS)

reached out to our academic health center (AHC) to request academic partner-

ship, beginning with student/resident rotations. In 2016, the AHC team deter-

mined that a rotating team of internists would help the IHS site achieve stable

clinical staffing, a longstanding goal. Objectives of the program included: 1.

Providing intensive, 365-day-a-year staffing with academic clinicians 2. Par-

ticipating and leading care improvement activities 3. Cultivating an atmo-

sphere of academic engagement 4. Building bridges between the IHS and the

community

SETTINGANDPARTICIPANTS: The Rosebud Sioux Reservation in South

Dakota is home to 25,000 enrolled tribal members who live in an area larger

than Rhode Island. The Rosebud Sioux Tribe, or Sicangu Oyate, are well-

known for their robust community, rich traditions, and strong advocacy for

better conditions for their community. Over a century of universally acknowl-

edged unjust policies at the hands of the US government has created alarming

conditions for health. The site has the second-lowest life expectancy per county

in the US.

DESCRIPTION: On September 1, 2016, our AHC team began providing

365-day-a-year internal medicine staffing of the IHS site in Rosebud, South

Dakota through a fellowship program. The AHC team consists two faculty and

two fellows affiliated with a previously-described fellowship program. At any

time, a single faculty or fellow provides 80-hour-per-week clinical coverage at

the site. All team members engage in community activities and care improve-

ment projects.

EVALUATION: Given the ethical considerations of conducting research on

sovereign American Indian land, our program cannot to date share data. Our

most critical outcome is the Rosebud Service Unit's graduation from its

structured improvement plan from the Center for Medicare and Medicaid

Services. The clinic is on pace to meet several GPRA quality metrics in

2017 after meeting zero in 2016. Community and patient-level feedback has

been laudatory.

DISCUSSION / REFLECTION / LESSONS LEARNED: AHCs may, in

such a partnership: 1. Stabilize clinical staffing: the IHS reports a 33%

vacancy rate. Our rotating team has established rapport with patients

and consistency of care plans through a complex care pathway and

weekly patient panel coordination calls. 2. Enhance care systems:

AHC teams can leverage their strengths. Our AHC team has

established a weekly jail clinic and a substance use disorder treatment

pathway. We have expedited initiatives in primary care team redesign

and diabetes care management. 3. Enhance provider recruitment and

retention: we have established a series of continuing education talks, a

journal club, and student rotations. A monthly didactic lecture series

in partnership with a non-profit has been well-reviewed and well-

attended. 4. Build bridges with the community: our AHC team has

collaborated with the tribe's health administration on a number of pilot

projects, participated in a community diabetes program's activities, and

provided first aid at tribal high school basketball games.

LET'S TALK ABOUT COST: AN ANALYSIS OF FOURTH YEAR

MEDICAL STUDENTS' KNOWLEDGE AND CONFIDENCE IN

COST-CONSCIOUS CARE IN A RESOURCE LIMITED SETTING

Noah Ravenborg1; Bridget C. Huysman1; Madeline Taskier1; David K.

Popiel2, 1. 1George Washington University, DC, WA; 2George Washington

University, Washington, DC. (Control ID #2943290)

NEEDS AND OBJECTIVES: Health care costs in the United States are at

almost 18% of the gross domestic product and continue to grow. The Accred-

itation Council for Graduate Medical Education has made cost effective care

practice a core competency. There is limited data on educating medical stu-

dents on cost. These studies do demonstrate student interest in learning more

about cost and that students can identify lack of attention to cost and possible

solutions. To our knowledge, there is no data on educational interventions

about cost conscious care for medical students within a resource limited

clinical setting. We aim to assess senior medical students' knowledge and

confidence in discussing health care costs in our student run free clinic. We

also hope to improve their knowledge and confidence on this topic

SETTINGAND PARTICIPANTS:As apart of a yearlong community health

elective at George Washington University's (GWU) free student run Healing

Clinic, we modified the curriculum to include engaging fourth years in pro-

viding cost conscious care. Specifically, we added the requirement of writing a

case report on the cost of a patient's visit, work up, and prescriptions.

DESCRIPTION: Likert-scale, multiple choice, and free-answer choice ques-

tionnaires were distributed to fourth years halfway through the course. We will

re-assess these points at the conclusion of the course.We also aim to survey the

rest of the fourth year class who did not have these requirements for

comparison.

EVALUATION:Online surveys were distributed with a 92% (24/26) response

rate. 12.5% of students self report confidence in their ability to counsel patients

on cost, while 87.5% either reported not feeling confident or neutral. 45.8% of

students were able to correctly identify the most inexpensive second line

medication for Type 2 Diabetes Mellitus. 62.5% of students self reported

confidence in their ability to find medications at a reduced cost, with 58%

reporting GoodRx application as the resource of choice, whereas 25% reported

being unaware of any resources to use to find inexpensive medications. The

majority of students were also unable to identify the correct price of common

lab tests. 42% of students reported they knew where to find the costs of tests

while 58% either disagreed or were neutral. In regards to identifying challenges

to practicing cost conscious care, the largest barriers reported were having

access to information about cost and limited time during visits.

DISCUSSION / REFLECTION / LESSONS LEARNED:Most students do

not routinely discuss cost nor do they feel confident in doing so; furthermore

their knowledge of commonly ordered tests is limited. Students identified

access to information about cost and limited time as the most significant

barriers to practicing cost conscious care. Students do report using online

applications to find reduced prices of medications, GoodRx being the most

commonly used app.

LEVERAGING THE ELECTRONIC HEALTH RECORD IN INTER-

NALMEDICINE RESIDENCY CURRICULA: CREATING A NOVEL

AND MEANINGFUL ELECTRONIC PATIENT REGISTRY FOR

TEACHING RESIDENTS PANEL MANAGEMENT Elizabeth L. Lee1;

Mark G.Weiner2. 1Temple University Hospital, Philadelphia, PA; 2Lewis Katz

School of Medicine at Temple University, Philadelphia, PA. (Control ID

#2938380)

NEEDS AND OBJECTIVES: As residency programs struggle to develop

curricula to teach panel management, a common obstacle is leveraging data

from the Electronic Health Record (EHR) tomake it a meaningful and effective

teaching tool. Many programs use generic dashboards from their EHR that do
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not specifically capture and present data relevant to their institution's quality

goals, are difficult to navigate and challenging to use as a teaching tool. We

describe our experience at Temple University Hospital (TUH) in developing a

novel interactive web-based patient registry created for an Internal Medicine

resident curriculum in panel management and quality improvement.

SETTING AND PARTICIPANTS: The patient registry was created from

Epic EHR data on 11,600 primary care patients of the faculty and resident

internal medicine practice at TUH. All categorical residents participate in a

year-long panel management curriculum where they must use the patient

registry to 1) define and implement an individual quality improvement project

and 2) practice proactive outreach on their panel for preventive services that

have been designated as institutional goals.

DESCRIPTION: We designed a patient registry interface that gathers data

from our Epic system and displays it in an interactive, dynamic, easy-to-read

web-based report on providers' panel of patients focused on our specific

institutional quality goals that including among others, cancer screenings,

diabetes and hypertension management. Physicians are able to see a graphical

view of their quality scores in comparison to other providers. They are able to

select clinical and demographic parameters to further stratify the data. Pro-

viders can also obtain a list of their patients that are overdue for screening or

preventive care based on the specific quality indicators.

EVALUATION: We received 48/57 responses to an anonymous satisfaction

survey regarding the registry and teaching sessions. A total of 6 questions

specific to the registry. The registry website was positively rated as informative

91.7% and interactive 83.3%. "Easy to use" had mixed response with 57.5%

agreeing, 29.8% neutral, and 12.8% disagreeing. A majority of residents

81.2% felt they were ready to use the registry to improve their clinical practice

and 85.5% reported they plan on visiting the website to review their perfor-

mance during the year. Lastly, 75% of the residents felt confident in being able

to perform panel management.

DISCUSSION / REFLECTION / LESSONS LEARNED:We found that by

developing our own unique patient registry tailored to our resident's

needs, we were able to create a valuable learning tool that fostered

positive attitudes and confidence in the learner for performing panel

management. The data mart underlying the web interface is generaliz-

able to all EHR vendors. We hope to share with other residency

programs that individual programs can successfully leverage data from

their EHR to develop their own interactive dashboards to effectively

inform and teach performance improvement.

LOST IN TRANSITION: DISCHARGE PLANNING CURRICULUM

TO IMPROVE TRANSITIONS OF CARE Shreya P. Trivedi1; Ian Fagan1;

Sondra Zabar1; Mack Lipkin2. 1NYU School of Medicine, New York, NY;
2New York University School of Medicine, New York, NY. (Control ID

#2937613)

NEEDS AND OBJECTIVES: Discharge planning remains under

researched, prioritized and taught. Much is left to informal curriculum,

which varies based on the local discharge culture, patient census and

workload. 90% of residents (n=60) surveyed at a large academic

institution had never been observed or given feedback doing discharge

education. This intervention aims to empower residents to improve

their approach to patient discharges utilizing a novel "DISCHARGE"

aid, while emphasizing interdisciplinary teamwork.

SETTING AND PARTICIPANTS: A hour-long discharge planning session

was held for 3 groups of 20-30 Internal Medicine residents and their team

attendings, social workers and care managers. Participants were surveyed after

the session.

DESCRIPTION:The discharge planning session utilized experiential learning

strategies. First, trainees were prompted to identify gaps in transitions of care

using case studies generated from post-discharge home visits. Then cases were

analyzed using a novel mnemonic, "DISCHARGE," that addresses key factors

in a smooth transition after hospitalization: Drugs, Identifying barriers, Self-

management of diseases, Communication with PCP and caregivers, Home

services, Appointments, Red Flags, Go/Goals of Care, Educate Back. To

consolidate learning, trainees role-played as a team, creating a patient's com-

prehensive discharge plan and working interprofessionally.

EVALUATION: After the session, 66 participants completed a pre-post retro-

spective survey addressing key components of transition of care. A nonpara-

metric Wilcoxon signed-ranks test was used to evaluate change in perceived

behavior. The session significantly increased likelihood of reviewing: medica-

tions, self-management of diseases, communicating the discharge plan with

caregivers and PCP, and asking patients to teach back their care plan (P<0.05).

All attendings and residents had an increased likelihood (mean 2 point change

on a 1-5 scale) in observing and giving feedback to their juniors doing

discharge education (p<0.05). A majority of interns (88%) reported they were

more likely to ask for help from their team in carrying out a comphrensive

discharge plan.

DISCUSSION / REFLECTION / LESSONS LEARNED: Our current

discharge cultures relies on implicit assumptions about each other's roles and

motives at a vulnerable time in a patient's care. Allowing teams the opportunity

to align and prioritize their goals about discharges is key to interprofessional

collaboration and arguably better patient care. Moreover, applying an innova-

tive comprehensive discharge approachwith a "DISCHARGE" guide and role-

playing can significantly lead to change in attitudes and knowledge regarding

discharge care.

MAKING EPIC YOUR FRIEND: A CURRICULAR INNOVATION TO

IMPROVE THE EMR EXPERIENCE IN THE CLINIC Galina S. Tan;

Rebecca Rogers; Rachel Stark. Cambridge Health Alliance, SOMERVILLE,

MA. (Control ID #2942261)

NEEDS AND OBJECTIVES: EMRs are often cited as a source of burnout

for practicing clinicians due to documentation burden, complex interfaces that

do not match clinical workflow, and interference with face-to-face time and

communication with patients. The goals of this curriculum include optimizing

primary care residents' EMR use as a means of 1) promoting patient-centered

care within a team-based medical home, 2) creating sustainable practice habits

among our future primary care workforce, and 3) mitigating burnout among

residents.

SETTING AND PARTICIPANTS: The curriculum is folded into the ambu-

latory blocks of the IM residents over 3 years, and will be based on the Epic

EMR system. The curriculum was started in spring 2017 with a pilot program

for interns, and has undergone a slow rollout since. Program leadership is

supportive of this longitudinal curriculum, and the faculty in charge is a former

chief resident of the program.

DESCRIPTION: The curriculum involves a series of brief, targeted sessions

over the course of the IM residency, a format chosen to complement the steep
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learning curve of a resident PCP practice and the competing priorities for

residents. There will be regularly scheduled "Epic office hours" and two

didactic sessions for each ambulatory resident cohort. The intention of the

office hours and didactics is to provide residents with a consistent forum to

seek help with issues such as clinic efficiency, Epic inbasket management, and

population management. Starting July 2018, in addition to ongoing office

hours and didactics, Dr. Tan will join IT trainers as the clinician lead during

intern Epic orientation training, and there will be an added focus on EMR

competencies to the existing direct observations of residents in clinic.

EVALUATION: Evaluation will consist mainly of two parts: needs assess-

ment of residents and ongoing feedback. Firstly, anonymous resident surveys

to collect self-identified EMR-related deficiencies and feedback on current

sessions. Second, periodic reviews of Epic generated provider efficiency

reports to track general areas of need. Third, tracking the questions/topics that

residents bring to office hours to inform future curricular planning. Further-

more, future direct observations in the clinic will be supplemented with an

evaluation tool for the faculty around EMR use.

DISCUSSION / REFLECTION / LESSONSLEARNED:Overall reception

has been positive based on anecdotal feedback and reflections from the 2017

spring pilot intern didactics and office hours sessions. Interns and residents

have voiced appreciation of having dedicated curricular time and a go-to

resource for Epic-related questions. Given that the pilot curriculum was

targeted towards end-of-year interns, they felt that it would have been helpful

to have more opportunities to ask questions and to introduce some of this

teaching earlier in the year, which inspired the idea of ongoing office hours.

Direct observations in the clinic (5 of 8 interns opted in for this option in the

spring pilot program) were valuable in both identifying areas of strength and

weaknesses.

MANAGING CHRONIC OPIOID THERAPY IN PRIMARY CARE:

TEACHING RESIDENTS TO IDENTIFY AND ADDRESS ABER-

RANT USE Kerry Sheets; Ryan Graddy; Paul O'Rourke. Johns Hopkins

Bayview Medical Center, Baltimore, MD. (Control ID #2944754)

NEEDS AND OBJECTIVES: In our resident primary care practice, each

resident manages chronic opioid therapy (COT) for at least one patient. A

needs assessment revealed that many residents felt uncomfortable managing

COT, specifically screening for, identifying, and addressing aberrant opioid

use. We developed a curriculum that focused on the following learning objec-

tives: 1) Describe key components of safe opioid prescribing 2) Identify risk

factors for aberrant opioid use 3) Identify aberrant medication taking behaviors

4) Interpret urine toxicology results 5) Discuss aberrant medication taking

behaviors with a patient 6) Develop a plan for patients with aberrant medica-

tion taking behaviors

SETTING AND PARTICIPANTS: We planned and implemented a 3-hour

workshop on safe opioid prescribing with groups of 4-8 residents in the Johns

Hopkins Bayview InternalMedicine Residency Program. The workshops were

conducted during didactic time on outpatient blocks, with a total of 20 PGY-1

and 16 PGY-2/3s completing the curriculum.

DESCRIPTION: The workshop started with a short lecture-style review of

COT. Residents then completed the online Physician Education and Assess-

ment Center module on Prescription Drug Misuse (https://ilc.peaconline.org/).

During the remaining 90 minutes, residents role-played 2-3 commonly-

encountered challenging patient encounters (aberrant opioid use, cocaine-

positive urine toxicology, and patient on COT establishing care). After each

practice encounter, residents watched a similar encounter conducted by an

experienced clinician (case study videos from the Scope of Pain online training

- https://www.scopeofpain.com/tools-resources/), with group discussion of

specific communication strategies employed by the experienced clinician.

EVALUATION: Residents completed a pre/post knowledge, attitudes, and

self-reported practices survey. Residents reported increased confidence with

managing COT following the workshop, particularly related to discussing

unexpected urine toxicology results (mean increase in confidence of 1.4 on a

5-point Likert scale) and prescribing naloxone (mean confidence increase of

1.4). Residents mean confidence with discussing aberrant medication-taking

behaviors increased from 2.5 to 3.6. We will be conducting a 6-month follow-

up survey.

DISCUSSION / REFLECTION / LESSONS LEARNED: Our skills-

focused intervention helped residents feel more confident safely managing

COT in a primary care setting, particularly related to having challenging

conversations with patients.

MANAGING INFORMATION OVERLOAD David Flemig; Thaddeus R.

Salmon; John Stewart. University of Kentucky, Lexington, KY. (Control ID

#2945880)

NEEDS AND OBJECTIVES: In a combined Internal Medicine/Pediatrics

residency, the flow of information is endless. This includes not only extensive

patient data, but also a steady stream of updates regarding many nonclinical

facets: schedules, meeting times, conference learning points and related file

attachments, shared articles, printed materials, and links to various helpful

online resources. In a survey of 18 graduating senior residents: 69% agreed

they were "unable to keep my e-mail inbox organized" 66% disagreed they

were "able to consistently, effectively manage the flow of nonclinical informa-

tion. 75% used two to three and 25% used four to five different electronic

devices in a given day. 83% used Facebook daily or multiple times per day

81% were neutral or agreed they were "willing to use Facebook for program-

relatedmaterials" 80%were neutral or agreed theywere "willing to use another

website for program-related materials" Our project is designed to assess and

improve methods of nonclinical (electronic) information transfer, cataloguing,

and referencing by resident physicians.

SETTING AND PARTICIPANTS: This program was designed for the

Internal Medicine-Pediatrics Residency Program, University of Kentucky

College ofMedicine, Lexington, KY. Participants included all current residents

in the combined IM-Peds program (24 residents). Program leadership, chief

residents, and core faculty may also use the program in a teaching/advisory

role.

DESCRIPTION: Two residents (Flemig and Salmon) developed a modular

website under a private domain (ukmedipedia.com). The primary function of

this website was to provide a centrally hosted schedule for our resident

continuity clinic.We were later able to add a checklist of learning requirements

for the program, a log for each resident's number of patients seen in each clinic

session, and a consolidated conference calendar from separate residency pro-

grams. As the residency program evolves, so does the website. A new require-

ment for each resident to develop a patient education handout on a given

rotation led to the creation of a "Clinic Handouts" section of the website.

Residents receive brief advice on website functions at monthly program

meetings. The website is password-protected.
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EVALUATION: After 10 months of implementation, average use is 4.8 hits

per resident, per month. Frequency of e-mails with draft clinic schedules and

conference schedule updates have decreased. Residents regularly add their

patient education materials to the site. The log of clinic visits formerly required

residents to map a network drive, but this step is now eliminated.

DISCUSSION / REFLECTION / LESSONS LEARNED: A program-

native website may decrease the burden of nonclinical information for resident

physicians by aggregating materials that might otherwise have required use of

multiple online and print resources.

ONLINE RESOURCE URL (OPTIONAL): ukmedipedia.com (E-mail

thad.salmon@uky.edu to request password)

MEDICAL RESIDENTS AND PHARMACY STUDENTS WORKING

TOGETHER AND LEARNING TOGETHER: INTERPROFESSION-

AL TEAM-BASED LEARNING ACTIVITIES IN THE AMBULATO-

RY SETTING Elizabeth L. Lee1; Alia Chisty2; David E. Koren1; Talitha

Pulvino3. 1Temple University Hospital, Philadelphia, PA; 2Temple, Philadel-

phia, PA; 3Temple University, Philadelphia, PA. (Control ID #2943449)

NEEDS AND OBJECTIVES: Although interprofessional education (IPE) is

increasingly popular in undergraduate medical education, internal medicine

residency programs have limited curricula to engage medical residents and

other health-professional learners. Our objectives are to: 1) introduce a mod-

ified team-based learning module (TBL) that includes teams of medical resi-

dents and pharmacy students, 2) role model interprofessional education by

involving both general internists and clinical pharmacists in the development

and instruction of the teaching module, 3) determine if TBL promotes inter-

professional trust and builds positive relationships between interprofessional

team members, 4) ascertain if learning with other professionals makes the

learner a more effective member of the healthcare team.

SETTING AND PARTICIPANTS: This curricular innovation included PGY

1 through 3 residents in the Internal Medicine Residency Program and 4th year

pharmacy students at Temple University Hospital in Philadelphia, PA. Resi-

dents are in a 4+1 model, where five different cohorts of residents cycle

through the resident continuity clinic each week.

DESCRIPTION: The modified TBL module on the topic of contraception

was co-authored by pharmacy and internal medicine faculty. The 3 hour

module was implemented during 1 hour didactic sessions over the course of

3 days with both pharmacy and internal medicine faculty facilitators present for

each session. Residents and pharmacy students worked together in groups of 4-

5 learners in each interprofessional group. All participants were emailed an

anonymous electronic engagement survey at the end of the final session.

EVALUATION: A total of 48 learners participated in the modified

TBL exercise and 31 responded to the engagement survey. The initial

findings include: 93.6% of participants agreed that most team mem-

bers were actively involved in the sessions and participated in the

session discussions. 100% of participants found the information pre-

sented in the session to be helpful, and 93.6% of participants would

like more teaching sessions to involve interprofessional members.

86.7% agreed that shared learning helped them to think positively

about other healthcare professionals. 90.3% of participants believed

that learning with other students/professionals will make them more

effective members of the healthcare team, and shared learning with

other healthcare students will increase their ability to understand

clinical problems. Finally, 100% of participants believed that team-

working skills are vital for all healthcare professionals to learn.

DISCUSSION / REFLECTION / LESSONS LEARNED: Interprofessional

educational activities that promote TBL can facilitate trust among interprofes-

sional team members and enrich learning among all team members. This

activity illustrates that shared learning will enhance medical residents' and

pharmacy students' abilities to understand clinical problems, and will hopefully

translate to greater collaboration in the clinical setting.

MICROAGGRESSIONS IN THE HOSPITAL: A RESIDENT-LED

SKILLS-BUILDING WORKSHOP TO ADDRESS A LEADING

CAUSE OF BURNOUT Janine Knudsen1; Maria D. Garcia-Jimenez2;

Carolyn Drake2. 1New york university, New York, NY; 2New York University

School of Medicine, New York, NY. (Control ID #2946687)

NEEDS AND OBJECTIVES: Burnout among healthcare providers has

gained increased recognition in recent years, especially among

physicians-in-training. Unresolved daily conflicts in the charged setting

of the hospital and clinic contribute to feelings of burnout, frustration,

and low self-esteem. Medical residents are particularly vulnerable

given their exposure to an array of new clinical experiences with

patients who can be innapropriate, rude, or aggressive with regards

to resident identity, whether it be race/ethnicity, gender, sexual orien-

tation, etc. Additional microaggressions may even come from

coreidents, staff, or supervisors. Residents often lack the time, skills,

or venues to discuss and address these experiences, which may further

exacerbate burnout and isolation, and compromise empathy. Debriefs

and skills-building sessions have been used to increase awareness and

abilities among medical students and within other professions. Here

we present a Microaggression Workshop directed at residents and

physicians at a large, diverse teaching hospital in New York City.

SETTING AND PARTICIPANTS: We designed a 2 hour Microaggression

Workshop and piloted it with a group of 15 residents, physicians, and staff from

multiple medical specialties at the NYU School of Medicine and Bellevue

Hospital in December 2017.

DESCRIPTION: The workshop included a multimedia presentation, open-

ended discussion, and case-based small group discussion. Caseswere proposed

by participants based on their personal experiences and deidentified. We plan

to repeat this training with faculty alone, residents alone, and again combined

in the next three months.

EVALUATION:We assess participant experience, knowledge, and skills with

a de-identified surver prior to the workshop. We then assessed participant

perspectives and knowledge following the workshop. We also performed

qualitative analysis of participant discussion during the workshop.

DISCUSSION / REFLECTION / LESSONS LEARNED: This

Microaggression Workshop filled a crucial gap in the physician trainee

experience, helping participants report, process, and strategize how to

address daily conflicts that they experience in the healthcare setting

related to their personal identity. The workshop will be repeated with

different participant groups and iteratively improved based on survey

feedback assessing pre- and post-intervention opinions. Preliminary

results and analysis are pending, but anectodal feedback has been very

positive regarding the impact of the workshop on participant skills and

knowledge.
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MOVING RESIDENCY TRAINING BEYOND THE CLINICAL EN-

COUNTER: A NOVEL CONTINUITY CLINIC MODEL TO PRO-

MOTE LONGITUDINAL TEAM-BASED CARE Zehra Hussain1;

Gretchen Rickards1; Jenna Laughlin1; John Donnelly2; Sarah Schenck1.
1Christiana Care, Wilmington, DE; 2Christiana Care Health System, Newark,

DE. (Control ID #2944568)

NEEDS AND OBJECTIVES: Primary care is evolving towards team-based

models in which care is increasingly delivered outside of traditional office

visits. Residency programs must adapt to ensure trainees develop the skills

necessary to succeed in this changing environment. We developed the Patient

Anchored Care Team (PACT) with the following educational objectives: to

provide inter-visit support and supervision for residents, to facilitate the devel-

opment of ambulatory team leadership skills, and to foster resident engagement

in performance improvement and population health work.

SETTING AND PARTICIPANTS: Twelve residents (9 internal medicine

and 3 family medicine) participated in PACTs at our large community-based

academic training site.

DESCRIPTION: Each PACTconsists of 3 to 6 residents, 2 dedicated medical

assistants, and 1 dedicated preceptor, as well as a part-time registered nurse and

a part-time nurse practitioner. Teams are providedwithmonthly quality metrics

and have protected time for weekly meetings, which are used to develop panel

management strategies, discuss workflow improvements, and coordinate care

for complex patients. Team members also participate in innovative care deliv-

ery advancements, including group visits and telephone visits, and are encour-

aged to brainstorm new strategies to improve patient care.

EVALUATION: All residents were surveyed about their outpatient experi-

ences 6 months into the PACT pilot. 72.7% (8/11) of PACT residents agreed

they had appropriate supervision outside of office visits, compared to 68.1%

(32/47) of non-PACT residents. 72.7% (8/11) of PACT residents agreed that

their continuity experience was training them to effectively lead an outpatient

multidisciplinary team, compared to 51.2% (22/43) of non-PACT residents.

90.9% (10/11) of PACT residents agreed that their preceptor(s) recommended

ways to utilize performance improvement data, compared to 50% (21/42) of

non-PACT residents.

DISCUSSION / REFLECTION / LESSONS LEARNED: Our team based

model has received very favorable feedback from attending physicians,

staff, and residents. Trainees have expressed that the PACT improves

workflow and allows them to take more optimal care of their patients.

Instead of focusing only on the office encounter, residents are able to

develop long-term care plans and understand how to mobilize the team

to successfully implement these plans. In addition, residents appreciate

having a single attending with whom they can work towards long term

educational and practice-based goals.

MYLIFE, MY STORY: USE OFA STRUCTURED NARRATIVE LIFE

STORY INTERVIEW TO DEVELOP PATIENT CENTERED CARE

COMPETENCIES ACROSS HEALTH AND SOCIAL PROFESSIONS

LEARNERS IN A VA SETTING Susan Nathan1, 2; Kate L. Hinrichs4, 2;

Marcus D. Ruopp3; Stephanie Saunders4; Laura Stonestreet5; Sandra Vilbrun-

Bruno4; Andrea W. Schwartz1, 2; Jennifer Moye5, 2. 1VA Boston Medical

Center, Boston, MA; 2Harvard Medical School, Boston, MA; 3VA Boston,

Brockton, MA; 4VA Boston Healthcare System, Brockton, MA; 5VA Boston

Healthcare System, Boston, MA. (Control ID #2944570)

NEEDS AND OBJECTIVES: Because of the fast pace of modern medicine,

clinicians lack the necessary time to get to know their patients as people and go

beyond their medical diagnoses to hear about their lives, values and experi-

ences. My Life, My Story is an innovative educational initiative that helps

multidisciplinary health and social professions learners hone their interviewing

and listening skills and capture the multilayered nature of their patients.

Because of the unique learning environment of the Veteran's Health Adminis-

tration, the patient stories take on a unique dimension, where every person truly

is the hero of their own story. This novel, educational initiative teaches trainees

across disciplines to think of their patients as complex beings and empowers

the patient tell their own story.

SETTING AND PARTICIPANTS: This intervention takes place across

venues of care within VA Boston Healthcare System. Interviews have been

conducted in the acute care hospital, emergency room, urgent care, outpatient

clinics, subacute rehab and palliative care unit. Learners from multiple health

and social professions (medicine, psychology, social work, physician assistant,

nurse practitioner, occupational therapy, speech therapy, pharmacy, health

science technology) from varied levels of training-ranging from student to

fellow-have participated.

DESCRIPTION: Learners conduct a structured life history interview with a

veteran that they are working with, that is synthesized into a concise, first

person narrative, reviewed with the patient, and, with their permission, placed

in the electronic health record. The ideal Veteran participant is any veteran who

says, "Yes." Learners are given the opportunity to debrief the experience, either

with their preceptor or with aMy Life, My Story staff member to enhance a safe

learning environment. Learners provide formal feedback on their experience

via anonymous surveys. The finished story is entered into the medical record to

facilitate patient-centered care practices. It is located in a prominent location in

chart that is visible in both inpatient and outpatient settings.

EVALUATION: 170 learners from nine different disciplines have participated

in this project. There is a diverse veteran population, with ages ranging from 33

to 103. Learners across disciplines and levels of training universally rated this

experience to be a good use of their time "to a large extent." Themes that have

emerged from formal qualitative feedback from learners show that this expe-

rience builds: empathy, knowledge of values and goals, relationship between

patient and provider, improves communication skills, provides a contrast to

typical medical care, and leads to better care.

DISCUSSION / REFLECTION / LESSONS LEARNED: This is an effec-

tive trans-professional education tool. It was universally well-received and

feasible across disciplines. In the future we will assess the impact of these

stories on the veteran participants and the attitudes of frontline care providers.

NEUROCOG: A NOVELTEACHING APP FOR THE PHYSICAL EX-

AMINATION Stephanie M. Rutledge; Joshua C. Ziperstein; Alberto Puig.

Massachusetts General Hospital / Harvard Med School, Boston, MA. (Control

ID #2944851)

NEEDS AND OBJECTIVES: The AMA and the Association of American

Medical Colleges have issued four major reports which focus on the quality of

medical education, and all four highlighted the need to improve clinical skills

education. In this era of shorter hospital stays and earlier diagnosis, students

spend less time by the bedside and are less exposed to the stark physical

findings of untreated disease. There are multiple medical education Apps but

none which provides a complete database of physical examination techniques.
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Our aim is to demonstrate that such a product would be a valuable teaching tool

and would improve clinical skills education.

SETTING AND PARTICIPANTS:We filmed multiple videos of consenting

patients with normal and abnormal examination findings, recorded explanatory

voiceovers and created text for each video.We designed anApp (NeuroCog) to

house these videos on smartphone or tablet. We made it available to a focus

group of residents, procured their feedback and modified the App accordingly.

We have planned a study, whereby the App is made available to medical

students at sites affiliated with our medical school during clerkships at different

times of the year. By rolling it out in controlled stages to student groups, we

hope to have the ability to assess its effect on the acquisition of clinical skills.

DESCRIPTION:We designed NeuroCog to teach physical examination skills

on-the-go to students and residents. The App allows learners to quickly revise

examination techniques and clinical findings via 30-second high-quality

videos of physical examination maneuvers being performed in the correct

manner (according to the literature, textbooks and experts in the field). It is

ideal for revising on ward rounds or when admitting patients. Users can search

the video library and view the relevant video before examining a patient. If

internet connection is not available, videos can be downloaded in advance.

EVALUATION: We will survey knowledge, skills and attitudes among

learners prior to using the App and after 30 days of use. We will obtain

feedback from faculty to assess whether improvement in clinical skills corre-

lates with time spent on the App (which is logged for each user). We will ask

the leaners and teachers to detail which elements of physical examination skills

improved with App use and we will evaluate for change in OSCE scores.

DISCUSSION /REFLECTION / LESSONSLEARNED: SirWilliamOsler

once said, "medicine is leaned by the bedside", but he never had the opportu-

nity to use our App. We do not aim to replace the bedside examination, but we

live in a world where "time is money" with fast patient turnovers, busy

hospitals and stretched hospital faculty. Our solution is an adjunct to the

bedside examination which can be accessed by learners anywhere at any time

of the day-in the library, at home, on the wards. This is ideal for "spaced

learning", ie. the learner consolidates information best when he/she approaches

the skill to be learnt at intervals separated by time.

ONLINE RESOURCE URL (OPTIONAL): https://www.dropbox.com/s/

kas33ib0buzmu8h/NeuroCog_demo.mov?dl=0 (needs sound)

PATIENT SAFETY SUPERHEROES: USING A COMIC BOOK TO

TRAIN RESIDENTS ON PATIENT SAFETY Theresa C. Maatman1;

Rushi Patel1; Kathlyn Fletcher2. 1Medical College of Wisconsin, Milwaukee,

WI; 2Medical College of Wisconsin/Milwaukee VAMC, Tbd, WI. (Control ID

#2943948)

NEEDS AND OBJECTIVES: Within the ACGME's Clinical Learning En-

vironment Review (CLER) process is a requirement to have formal

patient safety education in residency programs. The difficulty is de-

veloping a formal programming that is both engaging and high yield.

Simulation has been a useful method of patient safety however it is

time and resource intensive. Therefore, a comic book was used as an

innovative method to educate interns.

SETTING AND PARTICIPANTS: First year internal medicine, med/peds,

and psych residents at the Medical College of Wisconsin participated. The

curriculum was conducted in a single one hour session. Three sessions were

run to accommodate all the residents in groups of 16-18.

DESCRIPTION: The comic book follows the resident through a first person

perspective of admitting an elderly patient, who they eventually sign out and

decompensates while they are out of the hospital. There are 5 pictures to work

through with several questions prompt them to look for safety concerns. There

were 24 specific safety concerns that were included in the comic book.

Residents had 15-20 minutes to individually identify all the safety concerns

in the comic, followed by an open dialogue to identify and discuss the safety

concerns as a group.

EVALUATION: 49 interns filled out the pre survey and 50 filled out the post

survey. 98% of participants found the curriculum either engaging or highly

engaging. 49 interns indicated they had prior patient safety training. 42 (84%)

found this curriculum was more engaging than their prior patient safety

curriculum. The remainder found the curriculum equally engaging. No interns

found the curriculum less engaging. 45(90%) interns stated either high enjoy-

ment or enjoyment in the curriculum. 51% of participants reported increase

their confidence level of identifying patient safety concerns. 65.3% had an

increase in their confidence of speaking up about patient safety concerns.

When identifying specific safety risks in the comic, the following risks showed

a large increase in high awareness before and after the session: Keeping one

bedrail down (14% to 88%), Name alerts for similarly named patients (18% to

80%), Oxygen tubing properly placed on patient (12% to 94%), and If

necessary, restraints properly tied (14% to 88%).

DISCUSSION / REFLECTION / LESSONS LEARNED: This curriculum

was successful in engaging the residents to think about patient safety. Residents

identified other concerns in the pictures besides the ones intended. For exam-

ple, a resident pointed out that the doctors were not wearing name badges.

Though they found items that were not intended there was benefit of engaging

them to think about things that could pose a risk to patients. Residents seemed

to have high awareness of delirium prevention, Fall prevention and

polypharmacy. However, there was low awareness about use of name alerts,

keeping a bedrail down, proper placement of oxygen tubing on the face and

how to tie restraints. Many of these things tend to fall to the nursing realm,

however every member of the team should be prepared to intervene for patient

safety.

PEERTOPEER: FORMINGPARTNERSHIPSTOFOSTERSUSTAIN-

ABLEFACULTYDEVELOPMENTNeil Shapiro2, 1; Michael Janjigian3, 1;

Verity Schaye3, 1; Kevin Hauck1; Daniel Becker2, 1; Penelope Lusk1; Sondra

Zabar1; Anne Dembitzer2, 1. 1NYU School of Medicine, New York, NY; 2VA

New York Harbor Healthcare System, New York, NY; 3NYC Health &

Hospitals/Bellevue, New York, NY. (Control ID #2944515)

NEEDS AND OBJECTIVES: Traditional faculty development programs

(FDP) are workshop-based events where faculty spend concentrated time

developing new skills away from learners. These new skills are often difficult

to incorporate into real educational settings and thus frequently decay over

time. Peer to Peer (P2P) was designed to reinforce new skills in real educa-

tional settings through observed teaching encounters with bidirectional peer

feedback.

SETTING AND PARTICIPANTS: P2P was developed as a compo-

nent of the Education for Educators (E4E) program, a year-long FDP.

The program consists of a pre- and post- group observed structured

teaching encounter (GOSTE), and 3 three-hour workshops each

followed by a P2P session.
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DESCRIPTION: While traditional peer observations focus on feedback only

to the teacher, our program encourages bidirectional dialogue to foster growth

in both faculty. P2P is a 5 step process: Pre-observation huddle: observer and

teacher discuss the teaching skills each is trying to improve. Observation:

observer joins a teaching session (e.g. ward rounds or clinic precepting).

Evaluation: both parties complete a rubric designed to assess general teaching

skills. Post-Observation Huddle: the dyad reviews assessment rubrics and

discusses positive aspects and opportunities for growth. Repeat: the dyad

switch roles for subsequent session. The 3 P2P sessions pair participants with

a program peer, an E4E program faculty and a colleague outside of E4E. Thus

P2P fosters the growth of education communities.

EVALUATION: To date, 22 participants completed 42 P2P sessions. Program

faculty reviewed the rubrics, finding common learning goals: budgeting time,

engaging learners of all levels, ensuring opportunities for self-directed learn-

ing, and providing useful real-time feedback to learners. The oral and written

feedback on the rubrics was behaviorally specific, thoughtful and personalized.

Participants aspired to incorporate best practices observed in P2P into their

own teaching and appreciated the challenge of identifying specific teaching

skills or behaviors to critique. Further noted was the importance of having

teaching strengths validated and the opportunity to discuss varied approaches

to shared teaching challenges.

DISCUSSION / REFLECTION / LESSONS LEARNED: P2P tackles a

challenge of FDPs by transitioning newly learned teaching skills to real-world

settings. We expected resistance to the concept of peer observations, but the

participants overwhelmingly reported a positive experience despite never

having been observed during a teaching session since residency graduation.

Some challenges we faced included scheduling busy practitioners for P2P

sessions, and verbose, tardy rubrics. E4E graduates will serve as faculty

observers for future P2Ps, cultivating a robust educator community.

PEER-2-PEER: A NOVEL STRATEGY FOR TEACHING EHR PRE-

PAREDNESS IN RESIDENT AMBULATORY CLINIC Tanya

Nikiforova; Gary Fischer; Carla Spagnoletti; Maylene Xie; Scott D.

Rothenberger; Kwonho Jeong; Jaishree Hariharan. University of Pittsburgh,

Pittsburgh, PA. (Control ID #2941540)

NEEDS AND OBJECTIVES: Residents must learn to effectively navigate

the electronic health record (EHR) to thrive in the ambulatory setting. During

residency orientation, interns often receive limited training in ambulatory EHR

skills and are expected to "learn on the go." It is unclear if this approach is

effective, and may lead to delayed acquisition of EHR skills, inefficiency, and

dissatisfaction with clinic. We developed a novel curriculum that utilizes peer-

teaching to improve interns' confidence and skills in using the EHR during

their first month in continuity clinic.

SETTING AND PARTICIPANTS: The curriculum was implemented at a

large internal medicine program with a 4+4 block schedule, where every other

month residents attend continuity clinic for one full day per week. A total of 17

interns and 22 PGY2 and PGY3 peer-teachers participated in the curriculum at

two separate clinic sites.

DESCRIPTION: The curriculum involved three peer-teaching sessions dur-

ing interns' first two weeks of clinic. The sessions focused on active learning of

specific EHR skills, including use of the chart, order placement, and inbox

management. For each session, interns and peer-teachers partnered to complete

tasks corresponding to the session's learning objectives. Peer-teachers were

oriented to the curriculum and received training in advanced EHR skills prior

to participation. Interns provided reduced patient care during the sessions to

accommodate the educational activities.

EVALUATION: Interns randomly assigned to one continuity clinic block

(n=17) received in the curriculum while interns assigned to the alternate

continuity clinic block (n=14) did not receive the curriculum and served as

controls. A survey assessing confidence with 15 EHR skills was administered

to both intern groups after 1 and 6 months. Survey completion rate was 100%

at 1 month and 90% at 6 months. After 1 month, interns who received the

curriculum had higher overall confidence with their EHR skills (Likert-type

scale where 1=not at all confident and 4=very confident, mean score 2.69±0.44

vs 2.30±0.50, p=0.028). This was largely driven by improved confidence with

use of the chart (2.76.±0.48 vs 2.34±0.44, p=0.015), and this trend was

sustained at 6 months. Interns and peer-teachers rated the curriculum favor-

ably; 75% of surveyed peer-teachers agreed that participation improved their

own EHR skills. Finally, we developed and are piloting a skills test that

objectively assesses interns' ability to perform key tasks in the EHR after 6

months. The skills assessed correspond to 3 categories: use of the chart, order

placement, and inbox management.

DISCUSSION / REFLECTION / LESSONS LEARNED: We developed a

feasible and efficient intervention to improve early interns' proficiency with

ambulatory EHR skills. The curriculum improved interns' confidence with the

EHR at 1 and 6 months. We determined that it is essential to objectively

measure residents' EHR skills to evaluate this curriculum and target future

interventions. We developed an objective skills test to serve this purpose, with

results pending at this time.

PILOT STUDY OF A HALF-DAY MINI-CURRICULUM TO IM-

PROVE RESIDENT CONFIDENCE IN CONDUCTING GOALS OF

CARE DISCUSSIONS Dheepa Sekar2; Lauren N. Smith1; Caitlin

Siorpaides1; Oanh K. Nguyen2. 1UT Southwestern, Dallas, TX; 2UT South-

western Medical Center, Dallas, TX. (Control ID #2933795)

NEEDS AND OBJECTIVES: Although goals of care discussions are an

integral component of patient care, and require proficiency in patient

communication skills, residents receive limited observation, feedback,

or experiential training in these skills. Existing goals of care curricula

include training modules spanning multiple days, limiting broad dis-

semination and implementation given the time constraints of many

residency programs. Thus, we sought to develop, pilot, and evaluate

the effect of a focused, half-day mini-curriculum on resident attitudes

and confidence in conducting goals of care discussions.

SETTING AND PARTICIPANTS:We conducted a single-site pilot study in

the internal medicine residency program at UT Southwestern in Dallas, Texas

from March through April 2017. Particpants were PGY1, PGY2, and PGY3

internal medicine residents. Sessions were conducted during the pre-existing

academic half-day that occurs every five weeks.

DESCRIPTION: Our curriculum consisted of: 1) a didactic lecture to intro-

duce the ‘SPIKES' framework for breaking bad news (1-1.5 hours); and 2)

small group breakout sessions for guided practice in: a) succinctly summariz-

ing a complex hospital course for patients and families; b) anticipating and

responding to emotional responses with empathy; and c) eliciting patient

priorities to make code status recommendations (1.5-2 hours). Patient cases

and instructions for each exercises were printed as worksheets for each session.
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A facilitator script was created to allow multiple faculty members to assist and

ensure that teaching points were consistent despite facilitator variability.

EVALUATION: We conducted a pre-post survey analysis of resident confi-

dence in leading goals of care discussions and attitudes towards training, with

survey responses reported on a five-point Likert scale.

DISCUSSION / REFLECTION / LESSONS LEARNED: Of 184 total

residents, 109 residents (59%) participated in the curricular intervention.

Residents reported an improvement in their overall confidence in leading goals

of care discussions after the intervention (3.6±0.9 vs. 4.1± 0.6, p<0.001), with

the largest improvements in confidence responding to emotions (3.5±0.9 vs.

3.9 ±0.6, p=0.005), making care recommendations to families (3.5±1.0 vs. 3.9

±0.7, p<0.001), and quickly conducting an effective code status discussion (3.6

±1.0 vs. 4.0 ±0.7, p<0.001). Additionally, residents reported an increased in

desire for supervision (3.7±1.0 vs. 4.0±1.0, p=0.03) and feedback (4.0±0.9 vs.

4.2±0.8, p=0.05) during goals of care discussions. A single session mini-

curriculum improves resident confidence in goals of care discussion skills

and attitudes towards supervision and feedback during these discussions,

creating a foundation for additional training interventions. Additional experi-

ential training opportunities and observation are likely needed to influence

resident competence in these communication skills.

PILOTING AN INTERPROFESSIONAL STUDENT RUN CLINIC AT

BOSTON HEALTH CARE FORTHE HOMELESS PROGRAM: EDU-

CATION AND OPERATIONS Harrison P. Keyes1; Ethan Balgley2; Lauren

Tabar3; Kevin G. Sullivan4. 1MGH Institute of Health Professions, Newton,

MA; 2Harvard Medical School, Boston, MA; 3MGH Institute of Health

Professions, Boston, MA; 4Boston Healthcare for the Homeless Program,

Boston, MA. (Control ID #2946600)

NEEDS AND OBJECTIVES: The 2016 Annual Homeless Assessment

Report to Congress identified almost 550,000 people experiencing

homelessness on a single night in the United States. Massachusetts

maintains one of the lowest homelessness rates in the nation at just

3.9% of the population. However, with over 6200 people experiencing

homelessness, Boston remains the city with the 8th largest homeless

population.. People experiencing homelessness are known to have

more barriers in receiving healthcare, and are at risk for complications

from chronic disease

SETTING AND PARTICIPANTS: Since 1985, Boston Health Care for the

Homeless Program (BHCHP) has provided quality healthcare to people

experiencing homelessness. In June 2017, BHCHP partneredwith the Crimson

Care Collaborative (CCC), a Boston-based network of student-faculty collab-

orative clinics to staff the Boston Night Center (BNC), a "refuge of last resort"

serving homeless adults that does not defer guests based on sobriety or gender,

and has the latest admission time in the city of Boston. These attributes position

the BNC to provide access to shelter and increased healthcare for the homeless

of Boston.

DESCRIPTION: CCC-BHCHP recruits PA, NP and MD students from the

MGH Institute for Healthcare Professions (IHP) and Harvard Medical School

(HMS) to staff the weekly clinic at the BNC under the supervision of an

attending physician from BHCHP. BNC guests in need of care are seen jointly

by a student and attending physician. This clinical team works with patients to

identify care priorities and barriers to follow up. Students also provide health

counseling and screening services. Guests may be referred to a new primary

care provider (PCP) at BHCHP or elsewhere, reconnected to their established

PCP, or referred for emergent care.

EVALUATION: After 6 months, CCC-BHCHP has recruited over 25 stu-

dents, served up to 15 patients each week and has implemented a qualitative

needs assessment to examine and expand services offered to this the unique

population. This assessment identified foot care, primary care, and psychiatric

services as three of the most pressing needs. In response to this initial assess-

ment, students are being credentialed to register guests in the BHCHP elec-

tronic health record and educated about patient medical, psychiatric and

homeless resources available in Boston.

DISCUSSION / REFLECTION / LESSONS LEARNED: The BHCHP and

CCC partnership has resulted in a significant level of comfort between students

and BNC guests. Students have engaged even the most reticent of guests in

conversations around PC and connections to PC have been made. Finally,

CCC-BHCHP students are provided an environment where they can lead the

provision of care to the homeless population of Boston.

PRACTICE IMPROVEMENTUSINGVIRTUALONLINE TRAINING

(PIVOT): A NOVEL MOBILE APP-BASED PLATFORM FOR

TEACHING CLINICAL REASONING Megan Lockwood1; Jennifer

Mandal1, 1; Sebastian Andreatta2; Maria Dall'Era1, 1. 1UCSF, San Francisco,

CA; 2HoloDox LLC, Palo Alto, CA. (Control ID #2947222)

NEEDS AND OBJECTIVES: Virtual patient simulation is increasingly used

in medical school curricula, as digital content delivery becomes a key feature

for today's "plugged-in" learners. Web and mobile app-based case simulations

have been proposed as effective strategies for the teaching of medical knowl-

edge and critical reasoning skills, however to date, there is a paucity of

empirical data examining these educational strategies. The objectives of this

innovation are to create and implement a novel smartphone application to

promote and measure medical knowledge and clinical reasoning skills in a

case-based format.

SETTINGAND PARTICIPANTS: 150 second-year medical students during

their rheumatology block.

DESCRIPTION:We created a novel simulation platform known as "Practice

Improvement using Virtual Online Training" (PIVOT) to present virtual cases

of patients with rheumatic disease. During their rheumatology block, 150

second-year medical students used the PIVOT app to work through a case of

a young woman presenting with fatigue, joint pain, and low-grade fever, who

was ultimately diagnosed with lupus. The case content (which included videos

of the patient interview, photographs of exam findings, and lab results) was

released via the app over the course of four days. Each day, the students worked

in teams to answer 2-3 open-text questions, and received timely feedback from

an expert rheumatologist. Students also used a "differential diagnosis slider"

which allowed them to demonstrate their clinical reasoning by ranking diag-

noses in order of likelihood.

EVALUATION: Individual responses to surveys were analyzed to measure

user satisfaction. Use of the differential diagnosis slider and justifications for

laboratory studies throughout the case measured clinical reasoning.

DISCUSSION / REFLECTION / LESSONS LEARNED: This platform

recognizes the evolving, iterative process of developing a differential diagnosis

and allows learners to engage in repeated hypothesis generation and refinement

over time. Tracking the use of the differential diagnosis slider measures

valuable information about the development of critical reasoning skills, which
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is of particular importance to engage learners in the study of rheumatic disease

and its diversity of clinical presentations. This program was created using a

flexible platform that can be adapted for different levels of trainees in various

settings. The asynchronous, technology-driven framework reflects the way

healthcare providers increasingly interact in practice and lends itself as a tool

for interprofessional education (IPE). Our next step is to launch the first

interprofessional PIVOT curriculum in March 2018, in which medical and

pharmacy students will collaborate in pairs on a challenging patient case.

PRACTICEWHATYOUPREACH: PERFORMINGQIONAQICUR-

RICULUM Katlyn L. Baxter; Chelsey Petz. OhioHealth Riverside Methodist

Hospital, Columbus, OH. (Control ID #2944755)

NEEDS AND OBJECTIVES: Many residency programs have struggled to

meet the ACGME Quality Improvement (QI) requirements in a meaningful

and effective way. Within our program, residents were receiving only limited

education on QI principles, and longitudinal QI projects were often ineffective

and not sustainable. Along with this, quality improvement was viewed as an

"extra assignment" by the residents as opposed to a beneficial skill set they

could use in their future careers. Objective: Create an integrated didactic and

experiential learning environment that equips residents to become leaders of QI

in their future careers.

SETTINGANDPARTICIPANTS:An IM residency program of 45 residents

in a large community hospital, with one faculty member and QI fellow.

DESCRIPTION: Eight content areas were determined; each had a separate

didactic and application session. Games, real life application, and project

celebrations were used to cultivate engagement. Sessions replaced their noon

conference during the 2-week outpatient rotation. Project development was

standardized by using project proposal forms and progress reports. Visual

management boards were created to allow for project tracking and feedback

to involved stakeholders. PGY2 residents who are in clinic together will work

as a project team -allowing for monthly PDSA cycles, improved supervision

and higher quality initiatives. To address limited faculty and higher levels of

learning, PGY3's will help facilitate didactic sessions. Sessions will be tailored

to each PGY level after an initial transition year to bring all residents up to the

same baseline level of QI knowledge.

EVALUATION: Process measures include evaluating the quality of each

didactic session using poker chips placed in colored buckets indicating how

applicable the presentation was. Green indicates a very useful and applicable

presentation. The average response in the green bucket for presentations has

been 70%. Measures indicating engagement are regularly updating project

boards and coming prepared to project meetings with the advisor. Outcome

measures include improvement in a baseline knowledge and attitudes survey

and projects accepted for poster presentation.We hope to link improved patient

care outcomes related to QI interventions as an ultimate measure of success.

DISCUSSION / REFLECTION / LESSONS LEARNED: Our baseline

survey, completed by 43/45 residents, indicated 63% of residents feel QI is

"very applicable" to their future careers but only 32.5% felt "somewhat

confident" in their ability to design and implement a QI project. The perception

and comments around QI have improved with several residents stating they

wished they had the information sooner. The efforts to make QI more fun and

integrating it into their schedule by utilizing administrative time have facilitat-

ed engagement. ApplyingQI principles to areas in their personal life has been a

great way to cultivate interest. Some residents have even texted the QI faculty

about their non-clinical QI successes and we coincidentally saw increased

engagement in their clinical QI project.

PREPARINGDOCTORSTOPREPAREPATIENTS:ADVANCECARE

PLANNING RESIDENT EDUCATION AND PRACTICE (ACPREP)

Manisha Bhattacharya; Jared Lowe; Azalea Kim; Patrick Hemming; Lynn

Bowlby; Jonathan Fischer. Duke University Health System, Durham, NC.

(Control ID #2934367)

NEEDS AND OBJECTIVES: Completing Advance Care Planning (ACP)

with patients allows patients and providers clarity and congruence in

medical decision making. Integration of ACP into residents' training in

primary care settings can prevent episodes of acute care that are

inconsistent with a patient's values. The Advance Care Planning Res-

ident Education and Practice (ACPREP) program aims to improve

residents' confidence in their ability to engage patients in ACP and

encourage empathic discussion of sensitive medical decision-making in

the primary care setting.

SETTINGANDPARTICIPANTS:Approximately 90 residents from internal

medicine and family medicine will engage in a 4-hour simulation-based

training session during academic year 2017-2018. Each session features 8

resident learners, 2 standardized patients, and 2 faculty facilitators. Faculty

facilitators are subject matter experts in palliative care and/or patient

communication.

DESCRIPTION: Session content was abridged and adapted for primary care

from the Vital Talk curriculum, and includes: patient-provider simulation

practice, small group-based learning, and constructive feedback from special-

ized clinicians. The curriculum coincides with a separate, parallel clinical effort

to identify patients in need of ACP.

EVALUATION: A pre-intervention needs assessment survey of internal med-

icine residents (n=71) demonstrated the following: Only 15% of residents

surveyed reported feeling "very confident" in conducting outpatient ACP

discussions. Only 16.9% reported conducting >5 primary care ACP discus-

sions, while 85.3% reported conducting inpatient ACP discussions >5 times.

Two of the commonly perceived barriers to having outpatient ACP discussions

were: limited rapport with patients, and discomfort with concepts. According-

ly, ACPREP sessions were designed to target residents' confidence and pre-

paredness, which will be measured via electronic pre- and post- intervention

surveys.

DISCUSSION / REFLECTION / LESSONS LEARNED: Residents at our

institution historically lack experience in conducting outpatient ACP discus-

sions. It is anticipated that a focused simulation-based training will foster

greater confidence among residents, and encourage more frequent ACP dis-

cussions with primary care patients. This training model may be further

adapted to other similar outpatient settings.

PREPARING FOR INDEPENDENT PRACTICE: AN EDUCATIONAL

INTERVENTION PROMOTING REFLECTION AND FEEDBACK

ON NIGHT ADMITTING ROTATIONS Hana Lim1, 2; Katie Raffel2;

James D. Harrison2; Gurpreet Dhaliwal3, 2; Jeff Kohlwes3, 2; Sirisha

Narayana2. 1Zuckerberg San Francisco General Hospital, San Francisco, CA;
2University of California San Francisco, San Francisco, CA; 3San Francisco

VA Medical Ctr, San Francisco, CA. (Control ID #2934869)
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NEEDS AND OBJECTIVES: Practice based learning and improvement is a

core competency for residents and includes reflection and feedback. Night

rotations allow residents to engage in experiential learning by admitting a high

volume of undifferentiated patients. Despite having increased autonomy over-

night, residents expressed rarely receiving feedback on their diagnostic rea-

soning and clinical management. We designed an educational intervention for

night admitting rotations that facilitates residents' self-assessment through chart

review, reflection, and feedback.

SETTING AND PARTICIPANTS: Second and third year internal medicine

residents on a 4-week night admitting rotation at an academic residency

program.

DESCRIPTION:Residents were instructed to maintain an electronic list of all

patients they admitted during their rotation and complete structured chart

review and reflection worksheets for 4 patients utilizing a secure online

platform. Reflection worksheets requested residents to detail their problem

representation, working/final diagnoses, challenges of diagnosis/management,

the patient's clinical course, and future practicemodifications. Reflections were

completed within one month of the patient encounter. Residents were also

instructed to solicit feedback on their overnight management from 2 attending

physicians and 2 residents on day teams via secure email.

EVALUATION: We analyzed the content of 248 reflection worksheets from

68 residents utilizing two-person qualitative review. Residents reported that

patient follow-up and reflection was extremely valuable to their professional

development. 43% of residents noted a discrepancy between their working and

the final diagnosis and 53%mentionedmodifying their practice in the future as

a result of their reflection. Examples of some themes and associated reflections

are listed below: Identified changes for future practice: "Ensure that patients -

particularly those with altered mental status - are thoroughly examined."

Clinical reasoning errors: "I need to be aware of anchoring bias. He had prior

GI bleed so I assumed that was the source of anemia. CT showed retroperito-

neal bleed." Resident interactions with other providers: "The thing that made

the biggest difference in his care was the collaboration between ED, ENT, and

the admitting team."Only 28% of residents reported seeking feedback from the

receiving day team before the intervention. After completing the intervention

58% intended to actively solicit feedback.

DISCUSSION / REFLECTION / LESSONS LEARNED: A structured

program of reflection and feedback on night admitting rotations may provide

an opportunity for residents to identify areas for improvement in their own

practice and can be applied to other specialties or institutions. Future iterations

include training residents in critical reflection, providing individualized men-

torship on reflections, and assessing feedback quality.

PREPARING MEDICINE INTERNS FOR THEIR FIRST DAY: DE-

VELOPMENT AND EVALUATION OF A PRE-INTERNSHIP BOOT

CAMP CURRICULUM Mathew Kladney1; Michael Fattouh2; Lauren Sha-

piro1, 2. 1Montefiore Medical Center, New York, NY; 2Albert Einstein College

of Medicine, Bronx, NY. (Control ID #2945026)

NEEDSANDOBJECTIVES: The role of an intern is diverse, requiring skills

that are clinical, procedural, and communicative. Although the skills necessary

to become an effective PGY1 are sometimes covered in medical school

curricula, each medical school has a unique approach and not all students

come to residency with these necessary skills. Even when exposed to this

material, medical students rarely have enough experience to develop comfort

or mastery. To address this issue, we conducted a needs assessment of internal

medicine interns and residency faculty to identify areas of decreased skill and

increased anxiety when transitioning from student to intern. Using this data we

designed a day long "boot camp" curriculum focusing on the areas identified.

SETTING AND PARTICIPANTS: Our curriculum was developed for

Montefiore Medical Center's internal medicine residency program, based at

an academic tertiary care center located in the Bronx, New York. The program

has 163 residents and each year accepts 65 new interns (16 preliminary, 49

categorical).

DESCRIPTION: Our curriculum is given to internal medicine interns during

their orientation, one day before their first workday. The boot camp consists of

seven 45-minute lessons covering patient hand-off, discharge planning, med-

ical emergencies, basic procedures, ultrasound use, common clinical situations,

and goals of care discussions. Lessons are taught by faculty in small groups

consisting of didactic instruction followed by case-based or hands-on practice.

Additionally, learners are given a curricular packet to read covering the same

material.

EVALUATION: To evaluate the efficacy of the curriculum we conducted a

randomized controlled trial in July 2017. New interns were randomized into

two arms - half were assigned to participate in the boot camp curriculum along

with the curricular packet and half received only the curricular packet. Because

interns start in different clinical settings, the randomization was stratified based

on their initial clinical setting. Participants completed surveys measuring their

medical knowledge, self-efficacy, and wellness one day before, one week after,

and three months after the curriculum was given. 63 interns consented to

participate in the study and completed the first survey. 55 completed the second

survey at 1 week. These data revealed improved medical knowledge and self-

efficacy in both groups, however no difference was found between groups.

Data have been collected and are currently being analyzed for wellness at 1

week and for all outcomes at 3 months.

DISCUSSION / REFLECTION / LESSONS LEARNED: Our study found

statistically significant improvements in medical knowledge and self-efficacy

with both arms of our intervention but we did not find between group differ-

ences in these outcomes. It is unclear if this is because there is no difference

between interventions, our measurement devices are not sensitive enough to

detect a difference, our sample size is too small or because the learning curve of

residency is so steep that all groups learn these tasks quickly.

PRIMARY CARE INTERNAL MEDICINE RESIDENTS ARE BE-

HIND THEWHEEL: INTEGRATION OFA HUB AND SPOKEMOD-

EL FOR OFFICE-BASED OPIOID THERAPY (OBOT) INTO A PRI-

MARY CARE INTERNAL MEDICINE RESIDENCY CURRICULUM

Halle G. Sobel; Emily Hadley Strout; Caitlin Greenberg; Elizabeth Wahlberg;

Kathleen Whitbread; Sanchit Maruti; Michael Goedde. University of Vermont

Medical Center, Burlington, VT. (Control ID #2938990)

NEEDS AND OBJECTIVES: Using the Kern model of curriculular devel-

opment, we developed a medication assisted treatment (MAT) curriculum

within a Primary care Internal Medicine (PCIM) residency clinic to better train

our residents. Objectives: 1. To teach PCIM residents to actively care for

patients receiving outpatient-based opioid treatment in their continuity clinic

2. To provide Buprenorphine/naloxonewaiver training to PCIM residents 3. To

Integrate the MAT team (Nurse and Licensed alcohol/drug counselor) into the

PCIM ambulatory curriculum 4. To understand the dosing of Buprenorphine/
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naloxone 5. To review the interpretation of Urine Drug Screening (UDS)

results 6. To discuss the language of addiction, recovery and the stigma which

occurs in this patient population

SETTING AND PARTICIPANTS: Starting in the 2017-18 academic year,

through the framework of experiential learning, PCIM residents assumed care

for patients receivingMAT in their clinic. PCIM residents are assigned a cap of

3 patients on buprenorphine/naloxone and serve both as their primary care

physician (PCP) and MAT prescriber under the supervision of their waivered

faculty preceptor. Interested categorical resdients are also allowed to participate

in the curriculum.

DESCRIPTION: Thus far, We are providing care for 17 patients in the PCIM

resident clinic and are not yet at capacity for more PCIM residents to assume

patient care. Each PCIM resident has 1.6 patients. Thus far, three residents have

completed the ATP elective. The pre-survey of comfort with providing MAT

and post-survey of providingMAT (collected 1-2weeks after the ATP elective)

will be available at the end of this academic year. Preliminary feedback has

been that the experience has been positive, rewarding and educational for the

residents.

EVALUATION: To date, post-survey results of PCIM residents completing

the ATP elective have shown improved confidence in caring for patients

receiving OBOT. One resident commented on the overall experience on the

curriculum: "While on the inpatient wards, I was seeing a patient presenting

with major complications from their substance use disorders, and I felt unique-

ly equipped with experiences from my ATP elective to help facilitate

connecting these patients with community support, resources, and starting

MAT inpatient to help support their recovery at discharge. In three weeks, I

started three patients on suboxone inpatient to initiate their outpatient manage-

ment plan."

DISCUSSION / REFLECTION / LESSONS LEARNED: The integration

of MAT into an ambulatory IM resident clinic has been successful. Our PCIM

residents have had increased exposure to providing care for patients receiving

MATwith buprenorphine/naloxone in their clinic. The team model of having a

MAT RN and LIADC complement care fully integrates care for the patient by

having psychosocial issues and outreach more easily achieved than if just the

provider alone was managing the patient. By expanding the resident clinic to

care for patients receiving OBOT, this has increased access in our community

for patients needing OBOT treatment.

PROFESSIONALISM AND COMMUNICATION SKILLS: A MULTI-

SITE VALIDITY STUDY ASSESSING PROFICIENCY IN CORE

COMPETENCIES AND MILESTONES USING THE INCOPRA Abd

Moain Abu Dabrh1; Thomas Waller1; Kurt B. Angstman1; Robert Bonacci2;

Lawrence Steinkraus2; M. Hassan Murad3; Terri Nordin4; John Merfeld5;

Colleen Thomas1. 1Mayo Clinic, Jacksonville, FL; 2Mayo Clinic, Rochester,

MN; 3mayo clinic, Rochester, MN; 4Mayo Clinic Health System, Eau Claire,

WI; 5Mayo Clinic Health System, La Crosse, WI. (Control ID #2944801)

NEEDS AND OBJECTIVES: Interpersonal and Communication

Skills (ICS) and Professionalism are two competencies that are chal-

lenging to evaluate as identified by the Accreditation Council for

Graduate Medical Education (ACGME). Paucity in proficiency and

validity evidence of assessment tools warrants further research. We

will validate and ascertain the use of previously-piloted de novo

Instrument for Communication skills and Professionalism Assessment

(InCoPrA) to assess ICS and Professionalism in medical residents and

students (trainees) within residency programs.

SETTINGANDPARTICIPANTS: Setting: Designated simulation centers of

5 Family Medicine residency programs at various Mayo Clinic sites. This

activity is part of the expected didactic training and curricula; thus requiring no

special sampling methods. Participants: 1- Faculty (raters): Will use the

faculty-component of the InCoPrA to assess trainees 2- Standardized patients

(SPs) (raters):Will use the patient-component of the InCoPrA to assess trainees

3- Medical trainees (assessed subjects): PGY1, 2 and 3 Family Medicine

residents, and 3rd and 4th years medical students doing their clerkships.

DESCRIPTION:We previously developed and reviewed the InCoPrA, taking

into consideration the ACGME definition of competencies and existing tools

used for other OSCE scenarios and competencies evaluation. InCoPrA was

pilot-tested during simulated training scenario among 56 medical trainees; its

use showed strong feasibility and applicability at the piloted program. InCoPrA

allows faculty and SPs to evaluate a trainee's ability to professionally and

clearly communicate with patients, the use of EMRs to determine a designated

scenario task and then provide a coherent direction and plan.

EVALUATION: Investigators will orient participating faculty and SPs on the

simulation scenarios proposed, debriefing techniques, and the use of perfor-

mance checklist and global assessment on the InCoPrA. All faculty will then

independently observe scenarios in real time, blinded to other raters, and

provide an evaluation to the participants at the end. The SPs will have

extensive experience in role-playing multiple scenarios at the Sim Centers.

Each study site and trainees will be randomized to 3 scenarios. The validity

design will be guided by the evidence-based Kane's Framework that proposes

identifying four critical inferences: 1) Scoring; 2) Generalization; 3) Extrapo-

lation; and 4) Implication. Data collected will provide the reliability and

applicability using InCoPrA, and in-depth narrative feedback to trainees. We

will descriptively summarize the percentage of trainees' ratings separately

according to rater and domain. We will use Fleiss' kappa to assess inter-rater

agreement of each domain.

DISCUSSION / REFLECTION / LESSONS LEARNED: The strength of

this study comes from; building on previous pilot experience; using a robust

evidence-based validity framework; recruitment of multi-site participants; and

capturing EMR and online resources usage statistics, providing one-of-its-kind

feedback .

ONLINE RESOURCE URL (OPTIONAL): https://www.ncbi.nlm.nih.gov/

pubmed/27589949

REAL FOOD FOR REAL RESULTS: FOSTERING NUTRITION ED-

UCATION FOR RESIDENTS THROUGH HANDS-ON RECIPE DE-

SIGN Jude Fleming; Allison Crawford; Kelsey Bryant. Columbia University

Medical Center, New York, NY. (Control ID #2939911)

NEEDS AND OBJECTIVES: Two-thirds of Americans are overweight, and

half of those are obese. Obesity directly accounts for greater than one fifth of

our national health care expenditures. Only one in four medical schools teach at

least twenty-five hours of nutrition, which accounts for less than one percent of

lecture time. A majority of this time is spent in biochemistry, with little

instruction on actual food or counseling patients. Graduate medical education

does not fill the void in nutrition education. Only fourteen percent of practicing

physicians feel they have been trained in counseling patients regarding
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nutrition. Nations that spend more time cooking have lower obesity rates,

reflecting less of a reliance on calorie-dense, prepared foods. Further, when

physicians practice healthful behaviors themselves, they are more likely to

counsel their patients on these behaviors. Real Food for Real Results aims to

teach residents how to prepare healthful meals and provides the tools to counsel

their patients in lasting dietary changes.

SETTING AND PARTICIPANTS: Outpatient block of the PGY1 year at

Columbia University Medical Center from September to December 2017

DESCRIPTION:Real Food for Real Results uses didactics, hands-on cooking

experiences, and recipe design to teach residents the fundamentals of nutrition,

healthful recipe substitutions, and the basics of counseling patients. After two

hours of didactics, residents are provided with traditional Dominican recipes

that reflect the typical meals of their patient demographic. The residents work

in groups to transform a traditional recipe into a plant-based recipe that

minimizes sodium, saturated fat, and refined carbohydrates. Residents then

purchase ingredients in the local community using a realistic budget based

upon SNAP allowances. The meal is then prepared on site under faculty

supervision. As a final project, the residents compile a recipe complete with

nutrient analysis and photos for future distribution to patients during clinic.

EVALUATION: Medical residents (n=13) took pre and post-tests evaluating

basic nutrition knowledge related to chronic disease. Scores on post-tests were

41%higher. A satisfaction surveywas administered using a Likert scale, which

found that residents agree that the program was worthwhile, filled an educa-

tional need, and provided knowledge used in counseling patients.

DISCUSSION / REFLECTION / LESSONS LEARNED: Real Food for

Real Results is a curriculum providing nutrition education that is otherwise

absent in medical education. By using hands-on culinary experiences, residents

are engaged in learning healthful cooking techniques and adapt culturally

relevant recipes to be used in counseling patients. This curriculum fills an

important educational need and was well received by residents.

RECOGNIZINGRACISM INMEDICINE: A STUDENT-ORGANIZED

AND COMMUNITY-ENGAGED HEALTH PROFESSIONALS CON-

FERENCE Ademide Adedolapo Adelekun; Sourik Beltrán; Julia E. CAR-

NEY; Lanair A. Lett; Whitney Orji; Emily Rider-Longmaid; Daniel C. Stokes;

Stephanie Teeple; Jaya Aysola. University of Pennsylvania, Philadelphia, PA.

(Control ID #2942396)

NEEDS AND OBJECTIVES: Although undergraduate medical education

(UME) may address race, bias, and structural competency cursorily in formal

curricula, there lacks an explicit recognition of the role of racism in perpetu-

ating disparities in health and health care. To address this critical gap, the

objectives of this student-organized conference were to facilitate the develop-

ment of sustainable, anti-racist interprofessional networks of healthcare

trainees and providers, and to equip individuals with the knowledge and skills

to recognize and address racism in medicine.

SETTING AND PARTICIPANTS: This was the third iteration of this city-

wide, day-long, free conference, co-sponsored by nine health professional

training programs. The conference had a 265 person capacity, and attendees

(n=220) included Philadelphia-area health and allied professional students,

practitioners, and community leaders.

DESCRIPTION: The final agenda included: two keynote addresses, one by a

physician addressing racism in healthcare and another by a sociologist ad-

dressing racism in health research; an interprofessional panel discussing

experiences with changing racist systems from the inside; and 15 workshops,

led by a combination of community organizations, students, and health and

allied professionals who facilitated discussions about the impact of racism in

specific areas of health and medicine.

EVALUATION: Data was collected through a post-conference survey

consisting of 5-point Likert scale questions that evaluated participants' percep-

tions of event content and value. As compared to before the conference,

respondents noted significant increases in the following: 1) comfort discussing

racism's impact on health with patients and/or colleagues (pre 3.86/5, post

4.41/5, p < 0.001); 2) understanding of the impact of racism on individuals'

abilities to access quality care (pre 4.07/5, post 4.55/5, p < 0.001); and 3)

connections to others concerned with recognizing and addressing racism in

medicine (pre 3.59/5, post 4.36/5, p < 0.001). Most respondents (76.2%)

reported gaining new knowledge, and 52.4% reported acquiring new practical

skills. All survey respondents (100%) felt it was important that their home

institution or organization host a conference of this nature, and 95.2% indicated

that they would disseminate information from the conference at their home

institution.

DISCUSSION / REFLECTION / LESSONS LEARNED: Our findings

suggest the conference served an unmet need within UME. Recognition of

racism in medicine among health and allied professionals and trainees is

imperative for effective dismantling of racist structures that negatively affect

the health of patients. Our survey results reveal that new skills and knowledge

may be gained, even in a self-selecting group of people interested in combating

racism inmedicine and, more importantly, that attendees value connecting with

professionals across levels and types of training to build anti-racist, interpro-

fessional communities of care.

ONLINE RESOURCE URL (OPTIONAL): http://mediasite.med.upenn.edu/

mediasite/Catalog/Full/0b74c028688a4b2b800a39c1b6a376b521

REIMAGINING AMBULATORY EDUCATION FOR MILLENNIAL

LEARNERS: EARLY LESSONS FROM IMPLEMENTATION OF A

THEME-BASED, PEER-CENTERED CURRICULUM Devin Oller; An-

na K. Rubin; Alaka Ray; Kerri Palamara. Massachusetts General Hospital,

Boston, MA. (Control ID #2940524)

NEEDS AND OBJECTIVES: Describe 3 domains in which residents can be

engaged to deliver an ambulatory curriculum. Compare and contrast innova-

tive teaching methods to engage millennial learners. Identify tools for leverag-

ing information technology to gather timely and actionable feedback for

ambulatory didactics.

SETTING AND PARTICIPANTS: Early and Mid-Career Clinician-

Educators Chief Residents

DESCRIPTION:Massachusetts General Hospital's IM Residency underwent

an ambulatory curricular restructuring process in 2016-17 to better meet the

needs of millennial learners. Frameworks for crafting didactics sensitive to the

needs of millennials rely heavily of learner preference,1 with few longitudinal

or quantitative data guiding curriculum development. We review the unique

features–6 theme-based, bilevel learning blocks; collaborative didactic for-

mats; the utilization of low-barrier IT to gather feedback–and challenges in

the roll-out of the new MGH Ambulatory Curriculum. We discuss how using

the GROWmodel of change implementation and incorporating early feedback

on resident engagement and impact on practice allowed us to turn these

challenges into opportunities in the new curriculum. 1.Hunt and
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Tucciarone."The Challenges and Opportunities of Teaching Generation Y."

JGME, December 2011.

EVALUATION: The intervention population included 178 IM and Med-Peds

residents rotating during three ambulatory learning blocks during AY 2017-18.

Quantitative data was gathered from a web-based polling service at the end of

each session. At the end of each theme, summative mixed-methods surveys

were administered.

DISCUSSION / REFLECTION / LESSONS LEARNED: The restructured

MGH Ambulatory Curriculum offers insights into how peer-developed and

-delivered content can be integrated into ambulatory learning blocks, and

points to low-barrier technological solutions to gathering timely and actionable

qualitative feedback from millennial learners. Residents identified three do-

mains in which they can be empowered to contribute to the curriculum:

Content creation: Resident-delivered Brief Educational Approaches to a Spe-

cific Topic (BEAST) talks have consistently been the highest rated sessions.

Collaborative learning: Case-based discussion was embraced as the most

frequently used educational format. Residents found near-peers as the most

effective facilitators. Peer Coaching: Early feedback suggests peer coaching

could represent a unique vehicle for improving panel management and resident

leadership in the ambulatory setting. Lessons learned in using low-barrier IT to

improve resident feedback have implications for program leadership. A time-

sensitive Uber-style 5-star rating system (PollEverywhere) worked best as a

trigger to obtain more in-depth feedback on poorly-rated sessions. iPad-

delivered end-of-block summative surveys improved response rates but

open-ended responses were less detailed and actionable, likely due to time

constraints.

ONLINE RESOURCE URL (OPTIONAL): https://www.dropbox.com/sh/

suwnusts4fbighz/AADihfXWFDP4d7C4ud7HLN9Ia?dl=0

RELIGION, SPIRITUALITY AND MEDICINE: IMPACT OF AN ED-

UCATIONAL INTERVENTION FOR MEDICAL STUDENTS AND

PHYSICIANS Andrew Abboud1; Laura McNamara1; Lisa M. Podgurski2,

1; Dena Hofkosh1; Scott Maurer1; Christine Glaser1; Krissy Moehling3. 1Uni-

versity of Pittsburgh, PA, PA; 2University of Pittsburgh Medical Center,

Pittsburgh, PA; 3University of Pittsburgh, Pittsburgh, PA. (Control ID

#2938848)

NEEDS AND OBJECTIVES: Religious beliefs and practices influence pa-

tients' lives and experiences with healthcare. Training physicians to acknowl-

edge and support the intersection between these values and illness (i.e. R/S

informed care) is the largest predictor of subsequent provision of R/S informed

care (Balboni, M.J. et al, 2013). We sought to evaluate the impact of an

educational workshop for medical trainees and providers, addressing the

importance of R/S informed care and approaches to providing it.

SETTING AND PARTICIPANTS: 40 participants (63% female), were com-

prised of medical students (N=26), physicians (N=12), and other healthcare

providers (N=2). 37 participants completed both surveys (90% response rate).

DESCRIPTION: A two-hour, elective workshop included evidence-

based support for R/S informed care, approaches to and practice in

taking a spiritual history, and interactive role-play scenarios regarding

value of and barriers to providing this care. Participants were evalu-

ated via subject-matched pre- and post-workshop surveys assessing

knowledge, skills, and attitudes pertaining to R/S informed care with

Likert scales and open-ended questions.

EVALUATION: Pre-workshop, most participants (37/40) already rated the

provision of R/S informed care as important to very important (mean±sd: 4.2

±1.1). As to whether physicians directly should provide R/S informed care,

78% (31/40) noted this as important to very important pre-workshop (mean

±sd: 3.1±1.0), increasing to 94% (35/37)with a significant (P<0.0001) increase

in mean score post-workshop (mean±sd: 4.2±1.1). While 75% (30/40) felt

comfortable to very comfortable providing R/S informed care pre-workshop

(mean±sd: 3.2±1.2), this increased to 92% (34/37) with a significant

(P<0.0001) mean increase post-workshop (mean±sd: 3.9±1.0). Pre-

workshop, 48% (19/40) rated their knowledge of available R/S patient re-

sources as some to extensive (mean±sd: 2.5±1.2), increasing to 84% (31/37)

with a significant (P<0.0001) mean increase post-workshop (mean±sd: 3.4

±1.0). No differences in these mean increases were found between respondents

who rated R/S important to very important in their own life versus those who

did not (70%, 28/40 vs. 30%, 13/40; P >.05 for all). Notably, no differences

were found between respondents who rated R/S important to very important in

their own life versus those who did not (70%, 28/40 vs. 30%, 13/40; P >.05 for

all). Moreover, there were no differences between students and physicians for

any of the survey questions, except that medical students noted a greater

increase in knowledge of R/S resources post-workshop (Wilcoxon signed rank

mean: 21.7 vs. 13.4, P=0.022).

DISCUSSION / REFLECTION / LESSONS LEARNED: This brief edu-

cational intervention increased participants' comfort in providing R/S informed

care, conviction that physicians should directly provide R/S informed care, and

knowledge of R/S resources available.While this was a self-selected group, the

workshop was equally effective in promoting knowledge, skills, and attitudes

regardless R/S importance in participants' own lives.

RESIDENT INFORMATION SYSTEMS COMMITTEE (RISC): A

NOVEL APPROACH TO ENGAGE RESIDENTS IN QUALITY IM-

PROVEMENT AND INFORMATICS Luke J. Brindamour; Matthew

Basciotta; Anjala Tess. BIDMC, Brookline, MA. (Control ID #2942015)

NEEDS AND OBJECTIVES: The Accreditation Council for Graduate

Medical Education (ACGME) developed the Clinical Learning Envi-

ronment Review (CLER) program to foster integration of residents

into quality and safety initiatives at their institutions. Though many

residents may participate in safety review or quality improvement

projects, the informatics arena offers a unique space for residents to

contribute to. Residents are front line experts in how well EHR and

CPOE function and can contribute meaningfully to suggest changes

that could support safer and better care.

SETTING AND PARTICIPANTS: We implemented RISC at a single large

academic medical center, Beth Israel Deaconess Medical Center (BIDMC) in

Boston. Resident representation within RISC was interdepartmental by design

to ensure thorough evaluation and recognize potential impact of changes on

other stakeholders in our system.

DESCRIPTION: We developed a web-based open source submission tool,

"BIg iDeas," which gathered resident-generated quality improvement recom-

mendations. All information technology suggestions were evaluated by the

Resident Information Systems Committee (RISC), a new sub-group of our

resident council focused on clinical informatics. Each request was screened to

assess feasibility, impact on safety or quality, and unintended effects on other

departments. The process also supported feedback to users submitting ideas.
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EVALUATION: To evaluate the efficacy of RISC our endpoints of interest

were number of suggestions implemented, number of submissions over time,

number of submissions filtered at first screening point, number of feedback

cycles occurring with each approved submission and percent feedback given to

our end-users at various stages in the process.

DISCUSSION / REFLECTION / LESSONS LEARNED: A total of 66

submissions from 45 unique users were reviewed by the committee members

of RISC. From initial implementation to the time of submission (11/2015 to 11/

2017), submissions increased dramatically. The first 12 months RISC received

an average of 1.7 submissions per month, and up to 3.9 over the second year.

Of these submissions, 26 (~40%) passed the initial RISC screen. Of these, 11

were ultimately implemented and 7 remain in progress at this time. The total

number of all declined projects was 48 (73%). Most common reasons for

declined requests included projects already in progress, alternative solutions

available and low impact. Examples of successful implementations include

improvements and standardization of discharge documents, enhanced vital

sign documentation for patients in the ED, and customized lab ordering panels.

During the process, 100% of users received feedback on the progress of their

idea and why it was ultimately implemented or rejected.

ONLINE RESOURCE URL (OPTIONAL): https://drive.google.com/

open?id=1GcEjgbp_I9YKpOYl0ST1nZSSSmVZ0ZI98aPPSCpfUMo

RESIDENT PERCEPTIONS OF TEAM BASED CARE Andrew Coyle1;

mary fishman2. 1Icahn School of Medicine at Mount Sinai, New York, NY;
2Icahn School of Medicine at Mount Sinai, NY, NY. (Control ID #2942824)

NEEDS AND OBJECTIVES: Focusing on population health can be chal-

lenging in academic residency clinics where care teams are constantly shifting.

At our institution, even with dedicated didactic sessions and quarterly quality

reports, residents paid little attention to the overall health of their patient panel,

reporting a perception of inadequate resources and having too many patients

for panel management. Our aim was to create multidisciplinary teams to

facilitate team-based care and reduce barriers to panel management among

residents.

SETTINGAND PARTICIPANTS: The clinic is located in East Harlem, with

131 residents and 18 faculty preceptors.

DESCRIPTION: To facilitate these changes, the residency transitioned to an

ambulatory-focused 6+2 model, with 9 multidisciplinary outpatient teams.

Each team has 2 faculty members, a social worker, a care coordinator, and

15 residents. Each team meets for one hour on Mondays with the 3-4 residents

on block. A standard format was created that includes a review of the week's

care gaps and updated panel data, and opportunity for discussion of challeng-

ing cases.

EVALUATION: Surveys were done with housestaff immediately before and

one year after (response rate 88%), and panel sizes were tracked (defined as all

patients seen in clinic in the last 18 months for whom each resident was listed

as the PCP). Prior to the transformation to a team-based model, the median

panel size among residents was 80. At baseline, 47% of residents believed their

panels were larger than 90 patients, and 25% believed they had more than 110

(despite only two residents having more than 110 patients in their active panel).

33% of residents reported feeling that they had a panel that was too large to

effectively manage. After the clinic transformation, panel sizes increased

slightly with a median size of 84. On post-testing, only 26% reported having

a panel larger than 90 and only 2 residents reported having a panel larger than

110 (both were correct in their assessment). On the post-survey, only 10% of

residents reported feeling like they had a panel size that was too large, an

absolute decrease of 23% from the pre-test (p < 0.01). Residents were also

asked about the level of support they felt in clinic, scored on a 1-6 scale (from 1

= strongly disagree to 6 = strongly agree). Scores for the question "My firm

based team provides multidisciplinary support to me while I am seeing pa-

tients" increased from 4.14 to 4.61 (p 0.02), while responses to "My firm based

team provides multidisciplinary support to my patients when I am not avail-

able" showed a more sizable increase from 4.06 to 5.01 (p < 0.01).

DISCUSSION / REFLECTION / LESSONS LEARNED: In a traditional

clinic model, residents significantly over-estimated their panel size, potentially

creating a mental barrier to panel management. Despite panel sizes actually

increasing, a much smaller proportion of residents reported feeling like their

panel size was too large in a team-based model. Team-based care may enable

expansion of resident panel sizes and facilitate effective panel management.

RESIDENT TRAINEE REFLECTIONS ON PATIENTS WITH SUB-

STANCE USE DISORDER AFTER ATTENDING A MUTUAL SUP-

PORT GROUP MEETING Amy J. Kennedy; Andrea Carter; Melissa

McNeil. University of Pittsburgh Medical Center, Pittsburgh, PA. (Control

ID #2938784)

NEEDS AND OBJECTIVES: Alcohol and opioid substance use disorders

(SUDs) are a significant cause of morbidity and mortality. Mutual Support

Groups (MSGs) such as Alcoholics Anonymous (AA) and Narcotics Anony-

mous (NA) are mainstays of recovery but physicians receive little formal

training in their use. We developed a curriculum to expose internal medicine

resident trainees to MSGs through a direct observational experience. The goal

of our curriculumwas to improve trainees' attitudes toward patients with SUDs

after reflecting on shared patient experiences expressed at MSGs.

SETTING AND PARTICIPANTS: 31 internal medicine residents within the

University of Pittsburgh InternalMedicine Residency Programwho completed

their ambulatory rotation during October-December 2017 participated in the

curriculum.

DESCRIPTION: Prior to attending the MSG meeting, residents were given a

brief introductory handout explaining the basic principles of MSGs. All

residents attended an assigned open speaker-type MSG meeting (AA or NA)

where a groupmember described their experiences with SUD andMSGs. After

attending the meeting, residents wrote a one-half page reflection and attended a

1-hour audiotaped group debrief session.

EVALUATION: In total, 27/31 (87%) of residents completed the

written reflective piece and 28/31 (90%) attended the group debrief

session. We have completed preliminary qualitative analysis to identify

overall themes of the written pieces and audio-taped group sessions.

Three major themes were identified: perspective taking, a sense of

community, and religious overtones. Trainees appreciated hearing per-

spectives from patients in recovery–residents wrote it was helpful to

"be able to truly relate to a patient's circumstances" and "challenge my

long-held biases". Many residents noted the positive affects of

community–one trainee wrote, "I was so impressed with the non-

judgmental support and authentic excitement, I hope to emulate that

in my clinical practice". A reservation residents expressed was related

to the religious themes. For example, one resident wrote that they

were "uncomfortable with the religious overtone of the meeting".
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DISCUSSION / REFLECTION / LESSONS LEARNED: A majority of

trainees completed the half-page reflection and attended the group debrief

session. The written and audio-recorded reflections demonstrated perspective

taking by residents of their patients with SUD and more positive attitudes

toward caring for these patients. Trainees expressed feeling more comfortable

counseling patients on the utility of MSGs, but expressed concern about the

typical religious overtones of MSGs, which may be a barrier to future referrals.

RESIDENT-LED INTERPROFESSIONAL PANEL MANAGEMENT

HUDDLES: COLLABORATION TO IMPROVE COMPLEX BE-

TWEEN VISIT PATIENT CARE William M. Brode1, 4; Cassandra Song2,

1; Joyce E.Wipf3, 1. 1University ofWashington, Seattle,WA; 2VAPuget Sound

Health Care System, Seattle, WA; 3VA Puget Sound, University of Washing-

ton, Edmonds, WA; 4VA Puget Sound, Seattle, WA. (Control ID #2942618)

NEEDS AND OBJECTIVES: Primary care practice is increasingly team-

based and focused on outcomes, which requires training residents for interpro-

fessional practice and skills in population panel management. Our objectives

include: 1) Improve care of complex patients with multiple medical and mental

health diagnoses through structured panel management sessions, and 2) Ex-

pand trainee collaboration for direct care of patients with out-of-target clinical

measures, identified in between-visit panel review.

SETTINGANDPARTICIPANTS: Participants were trainees of our Veterans

Affairs Center of Excellence in Primary Care Education (Seattle CoEPCE)

training program. Trainees included second and third year internal medicine

(IM) residents, nurse practitioner (NP) residents, pharmacy residents, psychol-

ogy fellows, and teamRN caremanagers whowere part of the resident's patient

aligned care team in primary care continuity clinic.

DESCRIPTION: Trainees and their RN care managers were scheduled for 30

minute "huddles" to meet in person to discuss treatment recommendations for

2-3 complex patients. One to two weeks prior to the huddle, IM and NP

residents emailed the other participants their selected panel patients and clinical

questions, for advance chart review and to plan recommendations per their

profession-specific expertise. After these huddles, the residents wrote an

"Interdisciplinary Plan of Care Note" in the Electronic Health Record to

document recommendations and allow for evaluation of interventions. Several

huddle components were assessed, including participants, clinical condition

focus and specific action items.

EVALUATION: A total of 28 huddles were scheduled; 20 were completed

with discussion of 40 patients. Treatment recommendations ranged from

techniques to explore a patient's health literacy and suggested behavioral

classes, to adjusting insulin dosing and reducing anticholinergic medications

in an elderly patient. A total of 21 referrals were recommended, 21 medications

prescribed or adjusted, 7 medications de-prescribed, and 17 mental health

interventions pursued as a result of these sessions. Surveys of participants

show highly rated value of the huddles.

DISCUSSION / REFLECTION / LESSONS LEARNED: This educational

and care innovation demonstrates the feasibility of schedulingmultiple trainees

of different professions for brief huddles to integrate the principles of the

CoEPCE panel management curriculum into direct patient care. It also repre-

sents an opportunity to intenselymanage and improve outcomes of some of our

most challenging patients. These huddles are ongoing for completed action

items, with intended tracking of longer-term outcomes such as polypharmacy,

diabetes control and patient engagement with the clinic.

STRUCTURING A PROGRAMMATIC E-PORTFOLIO AND

COACHINGMODELTO FACILITATE SELF-REGULATED LEARN-

ING Dawn M. Cooper1; Dawn E. DeWitt2. 1Elson S Floyd College of

Medicine, Washington State University, Spokane, WA; 2Washington State

University, Spokane Campus, Spokane, WA. (Control ID #2944704)

NEEDS AND OBJECTIVES: Need: To Foster Self-regulated Learning 1.

Create a Programmatic Assessment Tool (e-assessment portfolio) 2. Design a

Coaching Model based on the "Educational Alliance" to facilitate self-

assessment and normalize feedback 3. Analyze assessment data and work-

place based narrative feedback 3. Deliver structured feedback on self-

assessments in conjunction with coaching 4. Support learning plan develop-

ment, mid-course correction and targeted remediation 5. Enable struggling

learners to succeed without the need for repeating courses or years

SETTING AND PARTICIPANTS: A newly accredited medical school with

an inagural class of 60 students in a highly integrated curriculum.

DESCRIPTION: Doctors are poor at self-assessment and self-regulated learning.

Being a new medical school has enabled us to develop a programmatic portfolio

using an electronic platform (Entrada) that will allow students to use individual

learning experiences to inform their continuous professional development and

monitor their progression towardsmeeting core competencies. Learners are resistant

to, and may dismiss, "constructive" feedback, but a strong educational alliance and

validating information mitigate negation of feedback. This portfolio combines

educational and assessment activities to allow learners to identify patterns, construct

learning objectives, develop reflective practice and connect experiences to lifelong

learning and performance improvement. The e-portfolio provides:1) a central place

for collecting artifacts that represent evidence of learning; 2) a structured space

(competency tracker) for self-assessment that allow students to integrate multiple

sources of feedback to inform their progression; 3) a repository for faculty progress

reports (including a structured analysis across competency domains) that allows

students and coaches to discuss and generate individualized learning plans.

EVALUATION: 1. Student and coach perceptions of the value of the e-portfolio 2.

Improved understanding of competencies by students and faculty 3. Improved self-

assessment across specific competencies 4. Evidence of successful targeted reme-

diation (students who fail component assessments but remediate in time to pass the

course) 5. Assessment of the strength of the Educational Alliance

DISCUSSION / REFLECTION / LESSONS LEARNED: Both students

and coaches perceive the process to be valuable for learning. Students appre-

ciate the central space to review all data/feedback related to competencies.

They saw their relationship with coaches as a calming, centering experience

that helped them validate and/or process feedback. The coaches were able to

utilize the structured analysis by component and competency to help learners

engage in a self-diagnostic process and address learning challenges more

effectively. There was a marked qualitative improvement in self-assessment

and learning plans from the first term to the second term. Students who were

required to engage in targeted remediation showed improved performance in

that component on the next examination.

SUCCESSFUL IMPLEMENTATION OF "FIVE KEYS TO OLDER

ADULT HEALTH" CURRICULUM IN PRIMARY CARE AND COM-

MUNITY SERVICES Anna H. Chodos1; Alicia V. Neumann1; Kate Rad-

cliffe1; Jack Anderson1; Remi Frazier2; Louise Aronson1; Louise Walter3;

Janet Myers4; Josette Rivera1. 1University of California San Francisco, San

Francisco, CA; 2UCSF, San Francisco, CA; 3University of California, San
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Francisco, San Francisco, CA; 4University of California, San Francisco, CA.

(Control ID #2942288)

NEEDS AND OBJECTIVES: The San Francisco' s Optimizing Aging Col-

laborative (OAC), a Geriatrics Workforce Enhancement Program, seeks to

"geriatricize" our city through education to improve capacity for geriatrics

primary care and social services. Medical and social service providers who

were part of the OAC developed and delivered the "Five Keys" training

curriculum on topics in older adult health and which included: cognition,

mental health, safety, independence, and decision making. Our objectives

were: 1) to improve geriatrics knowledge through Five Keys trainings in

medical and social service providers and in older people, and 2) to evaluate

our training program for successful products and integration of geriatrics

training.

SETTING AND PARTICIPANTS: Trainees were social service providers,

practicing primary care teams, health professional trainees, and lay persons in

an urban area.

DESCRIPTION: Over 27 months in 2015 to 2018, the OAC delivered 129

trainings to laypersons, social service providers, and practicing primary care teams

(n=2720), and 261 trainings to health professionals in clinical training programs

(n=156). The trainings varied in scope froma focus on oneKey per training tomore

than one per training. We used the Consolidated Framework for Implementation

Research to guide a comprehensive evaluation, which included: 1) retrospective

pre-post knowledge improvement among all trainees and commitment to practice

change surveys among a sub-group of trainees; 2) factors affecting success of

implementation of the Five Keys program through surveys of the OAC's members;

and 3) compiling a complete list of training materials produced.

EVALUATION: 1) Knowledge improvement: For all keys combined, trainees'

knowledge improved on average 0.9 points (scale 1-5). A subgroup (n=58) who

received training in the Cognition key were surveyed about practice change at 6

months, and 12 (21%) reported that they implemented changes. 2) Success of

Implementation: OAC medical and social service providers reported factors posi-

tively affecting implementation: relevance of trainings, support for community-

based organizations to participate in trainings, and a supportive academic-

community partnership. Negative factors cited included: high turnover of social-

services staff and specific content gaps (e.g. self-care). 3) Productivity: In addition to

the trainings delivered,we developed the following trainingmaterials: 20 FiveKeys

training modules, a Medicare Annual Wellness Visit residency curriculum, 3 tip

sheets for working with vulnerable elders, and a freely available on-line resource

hub for providers and for laypersons as well as an intra-net hub for primary care

providers in one medical system.

DISCUSSION / REFLECTION / LESSONS LEARNED: A training pro-

gram to integrate geriatrics into the community and primary health care

increased geriatrics knowledge, developed new trainings and resources, and

had factors that supported members' participation in the collaborative and its

success in geriatricizing our city.

ONLINE RESOURCE URL (OPTIONAL): optimizingaging.org

SYSTEMS-BASED AMBULATORY TRAINING FOR NEW INTERNS

VIA PATIENT ROLEPLAY: A TWO-YEAR EXPERIENCE Peter S.

Park1; Deepa R. Nandiwada3; Jaishree Hariharan2. 1University of Pittsburgh

Medical Center, Pittsburgh, PA; 2University of Pittsburgh Medical center,

Pittsburgh, PA; 3University of Pennsylvania, Philadelphia, PA. (Control ID

#2942688)

NEEDS AND OBJECTIVES: Increasingly, residents practice in patient

centered medical homes (PCMH) that rely on inter-professional collaboration.

New interns have had little outpatient experience and struggle to incorporate

their interdisciplinary team. There is surprising lack of literature studying

experiential curriculum in this context. We used patient roleplays to: rapidly

orient new interns to their clinic norms; promote interaction with their team;

and improve understanding of patient barriers.

SETTING AND PARTICIPANTS: New categorical (PGY1) interns at the

University of Pittsburgh Medical Center, from 2015 until 2017, were enrolled.

The curriculum took place in first half of the year, at 3 different sites: site 1(

n=16) was at the university hospital; site 2 (n=11) was at an academic

community clinic; and site 3 (n=21) was at the VA.

DESCRIPTION: The interns received a mock scenario of a patient with

multiple comorbidities and socioeconomic barriers. They roleplayed a patient

checking out of the clinic and were given following tasks. First, they met with

their team (pharmacist, social worker, RN educator) and learned of ways to

involve them in patient care. Second, they called their patients to learn about

their actual challenges and sought ways to help them in inter-disciplinary

manner. Lastly, they participated in a debrief session, where they shared their

learning points and committed to practice-changing behaviors.

EVALUATION: A total of 47 interns completed the curriculum over the two-

year period. Their knowledge and confidence was assessed using pre/post

surveys on a 5-point Likert scale (1 = not at all confident; 5 = completely

confident) in these areas: knowing roles and responsibilities of team members;

identifying patient barriers; utilizing their team to surmount the barriers. The

mean differences before and after the curriculum were analyzed using paired t-

test. Overall confidence in systems-based training across all sites (N=47)

improved significantly from pre to post (2.92±0.84 vs. 4.31±0.63; p <

0.001). The increase was also significant for each site analyzed individually

(p<0.001). Short self-reflections on the tasks were collected during the debrief

session for qualitative review. The responses from the debrief sessions showed

that the interns felt the roleplay was a valuable tool to reflect on their practice.

Most felt their clinic environment was "hectic" and that their patients need

extra guidance from their team.

DISCUSSION / REFLECTION / LESSONS LEARNED: The curriculum

significantly improved interns' knowledge and confidence in all areas assessed.

It was effective for every clinic site tested, and the interns identified it as a

valuable experience. Our curriculum fills a need for incoming interns to both

learn and be effective physicians, and is adaptable to different clinic systems.

TAKING A SLIGHTLY DIFFERENT APPROACH TO THE AMBU-

LATORY INTERN IMMERSION Jhee U. Lee1; Farah Ciftci2; Ena

Mahapatra1; Christine Acob1. 1John H. Stroger, Jr. Hospital of Cook County,

Chicago, IL; 2MacNeal Hospital, Berwyn, IL. (Control ID #2946126)

NEEDS AND OBJECTIVES: International medical graduates (IMGs) ac-

count for a fourth of physicians working in the U.S., and help fill gaps that exist

in primary care and care for socioeconomically disadvantaged populations.

IMGs face significant challenges when starting residency training, including

navigating the electronic medical record (EMR) and handling differences in

resources, culture and language that exist between their home countries and the

U.S.. While many Internal Medicine residency programs have established

Immersion blocks to prepare their interns for clinic, few have integrated

workshops that addressed challenges IMGs specifically face. The objective
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for our program's Intern Immersion experience was to provide our interns,

many of whom had no exposure to clinic in the U.S., with tools that would help

them serve a predominantly underserved population in the clinic setting.

SETTING AND PARTICIPANTS: The Immersion took place in July

through September of the 2017-2018 academic year. All categorical interns

in the Internal Medicine residency program at John H. Stroger, Jr. Hospital of

Cook County were required to participate unless they were on vacation or on

ICU rotation. Of the 39 interns who participated, 97% had graduated from a

medical school outside of the U.S..

DESCRIPTION: The Immersion included 5 core modules that covered topics

in communication, health literacy, motivational interviewing, cultural compe-

tency, tips on using the electronic medical record, and agenda-setting. Each

module was an interactive small-group workshop of two- or three-hour dura-

tion. In addition, interns were given the chance to shadow a resident in

continuity clinic.

EVALUATION:Anonymous pre- and post-immersion surveys were complet-

ed by 92% and 100% of interns respectively. After the Immersion, interns felt

more comfortable in communicating with patients in the ambulatory setting.

Pre-Immersion, 22% of interns felt only slightly comfortable and 76% were

moderately or quite comfortable. Post-Immersion, all interns felt at least

moderately comfortable or better, with 18% of interns feeling extremely

comfortable. Interns also felt more confident in setting an agenda with clinic,

with more interns feeling moderately confident or better after the immersion

(92% post-immersion vs. 66% pre-immersion).

DISCUSSION / REFLECTION / LESSONS LEARNED: The Immersion

was well-received by the interns. Some interns however requested more

knowledge-based didactics, while others suggested adding modules on break-

ing bad news and addressing advanced directives. Several interns also request-

ed more shadowing opportunities. One limitation included finding faculty

members who were comfortable in teaching these concepts and finding

protected time. Many of the concepts must also be reinforced in clinic,

some of which are not familiar to all faculty. However, overall, we

found that integrating workshops that focused on challenges faced by

IMGs have helped our interns feel more prepared for clinic, particu-

larly in agenda-setting, communicating with patients, and navigating

the EMR, which is encouraging.

TAKING THE FEAR OUT OF THE SMEAR! ASSESSING THE IM-

PACT OFA ROBUSTWELLWOMEN'S CLINIC AND ITS CURRIC-

ULUM IN AN INTERNAL MEDICINE RESIDENCY PROGRAM

Shanna Levine; Aparna Sarin. Icahn Mount Sinai SOM, New York, NY.

(Control ID #2945758)

NEEDS AND OBJECTIVES: The American Board of Internal Medicine

(ABIM) emphasizes the importance of competence in gender specific clinical

skills, including pap, pelvic and breast exams1 but implementing a women's

health curricula can be challenging2,3 when serving medically complex pa-

tients4. Graduating residents feel inadequately prepared in the area of gynecol-

ogy 1,6. To increase competency in (and access to) women's health, our

residency program created our own Well Women's Clinic (WWC). We sur-

veyed interns acquired knowledge and satisfaction at the end of the academic

year (2016-2017).

SETTING AND PARTICIPANTS: The WWC is in session ½ day per week.

Interns rotate once every 10 weeks. It is staffed with 4-5 residents, a medical

assistant and 2 faculty members. Each session is 1 hour of didactics followed

by clinic. Each intern sees 1-2 patients on average.

DESCRIPTION: The majority of clinic visits are for PAP smears. During

visits we focus on several issues including: 1) cervical and breast cancer

screening 2) STD and vaginitis 3) contraception 4) menopause/osteoporosis

and 5) abnormal uterine bleeding. Each block focuses on one topic, which are

in alignment with the American Board of Internal Medicine's recommenda-

tions1 and our programs recommendations (based on board results). Addition-

ally, the interns perform a domestic violence screen, a critical but often

forgotten assessment in primary care5.

EVALUATION: Interns were asked to rate their clinical and teaching experi-

ence with the clinic from 1 (worst) to 5 (best). The clinical experience received

the highest rating amongst all sub-speciality internal medicine clinics (muscu-

loskeletal, diabetes, mental health, home-visit doctors program): 3.92 out of 5

(other clinics ranged 3.54 to 3.84). The teaching experience also received the

highest score: 4.46 out of 5 (other clinics ranged 3.6 to 3.78). We are currently

adminstering a pre and post-tests (during the contraception lectures) to further

assess proficiency of the curricula. This data should be available by

March 2018.

DISCUSSION / REFLECTION / LESSONS LEARNED: Our assessment

of our WWC reinforces the value of a women's health clinic, and

serves an additional advantage by providing increased access to pre-

ventive care, improving our cerivcal cancer screening rates, a measure

tracked by many managed care quality incentive programs. The clinic

does require the support of the administration, to provide space, staff,

and dedicated time for faculty and residents participation. Given the

vast improvements in computer based learning7, residents review an

online module and answer questions prior to starting their interships.

In the near future, we will administer the pre/post-test online, one to

two weeks prior to their rotation.

TEACHING NUTRITION TO HEALTH PROFESSIONAL STU-

DENTS: USING A CARROT RATHER THAN A STICK Selena J. An1;

Isaac Bleicher1; Qiqi Yu1; Alexander Fenn1; Bruce Peyser2. 1Duke University

School of Medicine, Durham, NC; 2Duke, Durham, NC. (Control ID

#2942787)

NEEDS AND OBJECTIVES: Despite increasing rates of obesity, diabetes,

and other lifestyle-dependent diseases, U.S. health profession schools provide

minimal nutrition education. Graduate programs include significantly less class

time on nutrition than national recommendations and much of this time targets

biochemistry rather than practical nutrition counseling for patients. To address

this gap, we developed an innovative, inter-professional curriculum to increase

health profession students' knowledge about nutrition, behavioral intervention

for patients, and the role of other health professionals in providing nutrition

counseling.

SETTING AND PARTICIPANTS: Eighty graduate health profession stu-

dents at Duke were enrolled in a four-session curriculum.

DESCRIPTION: At each session, students participated in interactive cooking

demonstrations led by a chef experienced in nutrition education, followed by a

roundtable discussion of nutrition topics led by subject matter experts. These

topics included macronutrients, the diet interview, and discussions on hyper-

tension, diabetes, and cancer. Case-based learning and role-play-based tutorials

were integrated into each session.
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EVALUATION: The programwas assessed using a pre- and post-intervention

design (n=39 paired responses) using validated surveys on nutrition counseling

and inter-professional education. Participants showed a significant increase in

the belief that nutrition counseling should be provided by all health care

professionals (p=0.02) and that nutrition assessment and counseling should

be part of all routine appointments (p=0.02). Participants also more strongly

believed that nutrition education for patients would increase patients' compli-

ance with nutrition recommendations (p=0.03). In terms of inter-professional

teamwork, students showed increasing agreement that patient satisfaction

would improve as a result of treatment and management by an inter-

professional team (p<0.01) and that they better understood the role of other

health care professionals in an inter-professional team (p<0.01).

DISCUSSION / REFLECTION / LESSONS LEARNED: This program

provided an opportunity to learn about nutrition topics not covered by standard

curricula. Students developed innovative ideas to address patients' barriers to

healthy diets and used them to role-play a variety of patient scenarios. Students

also learned about the coordination required among health care disciplines to

provide effective nutrition intervention. Finally, with the experience of meal

preparation, students better understood the changes asked of patients as part of

nutrition intervention. The results indicated that participants were better pre-

pared to discuss healthy cooking within an evidence-based framework and

develop strategies for helping patients overcome challenges.

TEACHINGTELEHEALTH: USINGVIRTUAL STANDARDIZEDPA-

TIENTS TO ASSESS ESSENTIAL REMOTE INTERVIEWING AND

PHYSICAL EXAM SKILLS Daniel J. Sartori1; Natasha Rastogi1; Amanda

Watsula-Morley1; Sondra Zabar2. 1New York University School of Medicine,

New York, NY; 2NYU School of Medicine, New York, NY. (Control ID

#2929139)

NEEDS AND OBJECTIVES: Telemedicine, the provision of healthcare

remotely, has become an essential means of delivering timely, cost effective

and efficacious care. Despite this, efforts to teach and train providers the unique

skills necessary for the provision of telemedicine have lagged behind its

growth. We devised and implemented an observed structured clinical exami-

nation (OSCE) case modeled after a synchronous remote patient encounter to

introduce trainees to this modality and to provide a structured evaluation of the

unique skills it requires.

SETTING AND PARTICIPANTS: Twenty-five residents at NYU School of

Medicine completed this OSCE case as part of a 10-station annual OSCE.

DESCRIPTION: The case comprised a 65-year-old man with ischemic car-

diomyopathy who was recently discharged after a severe heart failure exacer-

bation during which his diuretics were adjusted. The patient was discharged on

guideline-directed medical management however began to show subtle signs

of volume overload in the following days. He subsequently requested a remote

‘tele' visit using video conferencing software rather than an in-person encoun-

ter. The learners were tasked with eliciting a history, performing a virtual

physical exam, and making remote management changes, all while managing

the ‘digital divide' between themselves and an older patient. The learners had

10 minutes to complete the case and received five minutes of feedback from a

trained faculty member.

EVALUATION: A highly trained standardized patient (SP) rated the core

communication skills, patient history and physical diagnosis skills, as well as

specific items tailored to this clinical case. For this case, such specific skills

included exhibiting comfort and confidence using the video interface; incor-

porating live video to facilitate history taking and exam findings; attempting to

optimize the physical setting for a televisit; and making an appropriate plan for

medication adjustment remotely. Assessment items used a behaviorally an-

chored scale with ‘not done', ‘partly done' and ‘well done' as response options.

Faculty reported on entrustability.

DISCUSSION / REFLECTION / LESSONSLEARNED: The telemedicine

OSCE was well-received by learners, SPs, and faculty and met the intended a

priori goal to introduce and evaluate the unique skills of a synchronous virtual

patient encounter. Learners consistently performed well across all domains,

nearly universally receiving ‘well done' in each of the five domains and self-

reporting unanimously that they were prepared for unsupervised practice

following the encounter. Faculty rated three learners as not entrustable to

perform a televisit alone or supervise other learners. Interestingly, learners

exhibited difficulty with two specific subdomains; only 5% of learners appro-

priately acknowledged the patient's emotional needs and no learners were rated

as appropriately incorporating video specifically into their history taking,

suggesting that further training in relationship development through the video

interface is necessary.

TEACHING THE BUILDING BLOCKS OF HIGH PERFORMING

PRIMARY CARE - ENGAGING INTERNAL MEDICINE RESI-

DENTS AND THEIR CLINIC IN PRIMARY CARE RE-DESIGN Ra-

chel J. Stern1, 1; Amanda K. Johnson2; Soraya Azari2; Lisa Ochoa-Frongia3;

Reena Gupta1; Claire K. Horton1; Sharad Jain4. 1UCSF, San Francisco, CA;
2University of California, San Francisco, San Francisco, CA; 3University Of

California San Francisco, San Francisco, CA; 4UC Davis, Davis, CA. (Control

ID #2944379)

NEEDS AND OBJECTIVES: A successful national movement to invigorate

primary care requires health professionals be prepared to lead and actively

participate in the intentional change of practice transformation. For academic

clinics, this requires both teaching learners about and engaging in primary care

transformation. We 1) developed and implemented a practice transformation

curriculum for internal medicine (IM) residents based on the Center for

Excellence in Primary Care's 10 building blocks (10 BB) of high performing

primary care practices and 2) simultaneously engaged in resident and patient-

centered practice transformation.

SETTING AND PARTICIPANTS: An academic safety net clinic that trains

primary care and categorical IM residents. Practice transformation efforts

focused on all clinic team members including medical assistants, behavioral

health clinicians, registered nurses, nurse practitioners and physicians.

DESCRIPTION: Four primary care residencies obtained a grant to develop

and implement a 10 BB-based curriculum that could be translated across

programs and shared nationally. All senior primary care residents participated

in a curriculum consisting of four 3-hour sessions that explored 4 building

block threads in depth: access, team-based care, change management and

population health. The interactive sessions were co-designed and taught with

residents and used real clinic performance data. The clinic simultaneously

developed a multidisciplinary practice transformation committee that included

residents. Major initiatives included improving access, patient satisfaction,

nurse visits and functional multidisciplinary teams.

EVALUATION: 15 Residents completed a post session survey in year one. On

a 5-point likert scale (5=excellent) they rated highly 1) their understanding of
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each BB, 2) howwell the session met stated objectives and 3) relevance to their

practice - all scores ranged from 4-5. They rated most highly the empanelment

(average 4.7-4.8) and population health sessions (4.3-4.8). Practice transfor-

mation: Measured as clinic-wide improvement from baseline in the CEPC's

"10 building block assessment." Team-based care, engaged leadership and

resident-specific scores all improved during the intervention.

DISCUSSION / REFLECTION / LESSONS LEARNED: Residents found

learning about practice transformation engaging and rated the curriculum

highly. Curriculum co-design with residency leaders, clinic leaders and resi-

dents fostered a fresh and relevant learning experience. Clinic leadership

discovered that resident engagement inspired and enrichedmeaningful practice

transformation efforts and promoted multidisciplinary team efforts. The pub-

lically available online curriculummay be useful for residencies aiming to train

leaders transforming primary care delivery.

ONLINE RESOURCE URL (OPTIONAL): Our curriculum, which we

invite other residencies to adapt to their practice setting, can be found here:

http://www.ucsfpracticetransformation.org

TECHNOLOGY-SUPPORTED DISSEMINATION: IMPLEMENTA-

TION KITS FORTRAINING IN TEAM-BASEDCARE C. Scott Smith1;

William G. Weppner1, 1; Janet V. Willis2; Timothy Gordon4; Ronald Lee3;

Stuart Gilman5; David Ganz6. 1University of Washington, Boise, ID; 2Veteran,

Boise, ID; 3Boise VA Medical Center, Boise, ID; 4Boise VAMC, Boise, ID;
5VA Office of Academic Affiliations, Long Beach, CA; 6UCLA, Los Angeles,

CA. (Control ID #2942250)

NEEDS AND OBJECTIVES: In 2011, the VA Office of Academic Affilia-

tions (OAA) established the Centers of Excellence in Primary Care Education

(CoEPCE) as a pilot program to better alignVA's clinical educationmodel with

transforming clinical care systems. One goal involved developing a platform

for sharing innovations that was useful and efficient for potential adopting

sites. Objective One: Create a design that facilitates adoption by sites at all

levels of readiness to change. Objective two: Structure the website so that

adopting facilities can quickly find relevant information.

SETTING AND PARTICIPANTS: This innovation was carried out at the

Coordinating Center and sites of the CoEPCE (Boise, Cleveland, Los Angeles,

Houston, San Francisco, Seattle, and West Haven) with learners from medi-

cine, nurse practitioner, pharmacy, psychology, and other training programs.

DESCRIPTION: Implementation Kit (IK) development has occurred in two

phases. First, the Coordinating Center contracted with nationally recognized

experts in implementation science to create a "readiness for change" module.

This module is divided into five sections covering basic components to support

change activities: readiness for change, managing change, implementing

change in your organization, evaluating your innovation, and sustaining inno-

vation. Each of these sections provide several tools that support action. The

second phase entailed the creation of individual IK and a process for

helping sites to adopt promising practices for implementation. Believ-

ing that most potential adopters would be addressing a clinical and/or

education problem, we designed a matrix with problems on the X-axis

and IKs on the Y-axis. We agreed on a standardized format for IKs

that included: Overview/executive summary; Learning goals and ob-

jectives; Description of the implementation; Evaluation; and Sustain-

ability (including email, phone, and online video chat contact infor-

mation). Sites were free to customize within these categories.

EVALUATION: : ‘Readiness for Change' is a hyperlinked document that

helps a new site to explore their personal commitment to change. CoE sites

have created seven IKs that demonstrate important improvements. For exam-

ple, the IK below has demonstrated a trend toward decreased urgent care and

ER utilization (p=0.07), and a significant decrease in hospitalizations (p=0.04)

compared to controls. There are at least ten more IK in development. A

coalition of agencies (OAA, HRSA, NEXUS) is forming to further develop

this resource.

DISCUSSION / REFLECTION / LESSONS LEARNED: We have

envisioned this tool not as a unidirectional information resource, but as the

beginning of a relationship with adopting sites. We anticipate each IK to be a

living document, using IK "owners" to communicate with new adopters to

continuously improve the product.

ONLINE RESOURCE URL (OPTIONAL): www.boisevacoe.org/CoE/

("Products" section)

THE ACADEMY OF RESIDENT EDUCATORS LAB: A MEDICAL

EDUCATION RESEARCH CURRICULUM Shira Sachs; Jonathan A.

Lim; Zaven Sargsyan; Stephanie V. Sherman. Baylor College of Medicine,

Houston, TX. (Control ID #2945667)

NEEDSANDOBJECTIVES:Resident-as-Teacher (RaT) curricula are found

throughout Internal Medicine (IM) residency programs. Few residency pro-

grams have the resources to develop medical education tracks. A benefit of

such tracks is that they offer training in producing educational scholarship. The

Academy of Resident Educators (AoRE) Lab is a resident-designed and led

medical education research curriculum. Objectives: Create goals and objec-

tives for an educational project. Design an educational project based in an adult

learning theory framework. Submit an Institutional Review Board (IRB)

proposal. Apply survey design principles to evaluate an educational project.

Disseminate an educational innovation as a poster presentation or publication.

SETTING AND PARTICIPANTS: The AoRE is an existing RaT program

within the Baylor College of Medicine (BCM) IM residency program. AoRE

Lab was introduced in the 2017-2018 academic year. The curriculum includes

a year-long series of journal clubs and lectures, with the opportunity to apply

for a one-month research elective. Residents granted a research elective self-

identify a faculty mentor and are provided a self-guided reading curriculum to

assist with project development.

DESCRIPTION: The journal clubs and self-guided reading curriculum utilize

selected chapters from the ACP Teaching Medicine Series and supplemental

journal articles. The lectures are given by BCM faculty covering the following

topics: selecting a conceptual framework, survey question design, submitting

an IRB, and writing an educational innovation abstract. Residents granted a

research elective must present their findings as a poster presentation or peer-

reviewed publication.

EVALUATION: A baseline survey was distributed to all BCM IM residents.

One-hundred and sixty-one surveys were returned, yielding a 75% response

rate. Sixty percent of respondents intend to practice in an academic setting.

Residents were asked to rate their competence in critical research skills using a

likert scale, with one being "very competent" and five being "not competent".

Residents self-reported the lowest degree of competence in designing a re-

search project using appropriate methods (3.46), writing survey questions,

(3.50), and submitting an IRB at BCM (3.98). This data was used to guide

the content of the AoRE Lab curriculum. The primary outcome of AoRE Lab
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will be the number of residents granted a research elective who complete an

educational project and disseminate their findings as a poster presentation or

publication. Secondary outcomes will include improvement in residents' self-

rated competence in the skills assessed during the baseline survey.

DISCUSSION / REFLECTION / LESSONS LEARNED: While most

residents at our institution are interested in pursuing academic careers, they

may lack the training and mentorship required to design, evaluate, and dis-

seminate educational scholarship. We believe participation in AoRE Lab will

increase resident engagement in scholarship, improve the rate of project

completion, and promote collaboration within our residency program.

THE ASSESSMENT OF AN EVIDENCE BASED MEDICINE CUR-

RICULUM INTEGRATION INTO AN INTERNAL MEDICINE RESI-

DENCY PROGRAM Alexandra Halalau1, 2; Andrew M. Aneese1, 2; Justine

Nasr1, 2. 1Beaumont Health, Royal Oak, MI; 2Oakland University William

Beaumont School of Medicine, Rochester, MI. (Control ID #2939917)

NEEDS AND OBJECTIVES: Having the ability to access and interpret

medical literature is now an excedenly important part of the daily practice of

medicine. Teaching young physicians the skills and knowledge necessary to

perform these tasks remains a challenge. A recent Accreditation Council for

Graduate Medical Education (ACGME) competency states that "the residents

are expected to develop skills and habits to be able to meet the following goals:

locate, appraise, and assimilate evidence from scientific studies related to their

patients' health problems". We developed an Evidence-Based Medicine

curiculummeant to deliver these skills and habits and systematically evaluated

through mixed methods its impact on the internal medicine residents EBM

skills and knowledge.

SETTING AND PARTICIPANTS: A prospective quasi-experimental study

conducted at Beaumont Health, Royal Oak, Michigan, that included all 60

internal medicine residents.

DESCRIPTION: The year long EBM curriculum incorporates 4 major com-

ponents: journal club, senior morning report, chief rounds and four EBM

workshops that each cover one or more of the five EBM steps: ask, acquire,

appraise, apply and assess and provide a framework to teach EBM concepts

and statistics that are needed to appraise the four major study designs: therapy,

harm, diagnosis, and meta-analysis. These EBM workshops were developed

and taught by one of our EBM faculty. Each workshop took place for 3

consecutive days, for 30 minutes each day.

EVALUATION: Short term EBM knowledge was assessed with a pre and

post-test before and after each EBM workshop. Therapy workshops had a

median pretest score of 7 (Interquartile range (IQR): [6,9]) vs. posttest 8 (IQR:

[8,9]), (p=0.006). Diagnosis workshops had a median pretest score of 6 (IQR:

[3,6]) vs. posttest 7 (IQR: [6,9]), (p=0.006). Harm workshops had a median

pretest score of 4 (IQR: [4,6]) vs. posttest 7 (IQR: [6,8]), (p=0.002). Meta-

analysis workshops had a median pretest score of 6 (IQR: [5,7]) vs. posttest: 7

(IQR: [6.5,8]), (p=0.004). Long-term EBM skills were objectively assessed by

administering a validated evaluation tool, the Fresno test of competence in

EBM, at the beginning and the end of the academic year. 36 residents

responded pre and post curriculum with a pre mean of 104.61 (SD=31.53)

and a post mean of 115 (SD=30.13) (p=0.60). Having previous EBM training,

being actively involved in research and being the first author on a publication

was associated with higher Fresno scores. Through the focus group, aimed at

assessing the overall EBM curriculum understanding and satisfaction, the

residents expressed gratitude for the faculty willingness to organized and teach

such a robust curriculum. Residents often stated: "I had no idea how to appraise

a scientific article before".

DISCUSSION / REFLECTION / LESSONS LEARNED: This curriculum

has demonstrated an improvement in the internal medicine residents' attitude,

behavior, knowledge and skills in evaluating and applying medical literature.

THE BEDSIDE SWAP: PERSPECTIVE-TAKING IN A NARRATIVE

WRITINGCURRICULUMASANOVELMEANSTO STRENGTHEN

THE TRAINEE-PATIENT RELATIONSHIP IN THE AMBULATORY

SETTING Brianna Rossiter1; Melissa McNeil2; Gaetan Sgro3. 1UPMC, Pitts-

burgh, PA; 2University of Pittsburgh Medical Center, Pittsburgh, PA; 3VA

Pittsburgh Healthcare System, Pittsburgh, PA. (Control ID #2943935)

NEEDS AND OBJECTIVES: Residency is marked both by intense knowl-

edge acquisition, personal growth, and by increasing levels of burnout and

cynicism. The latter erode empathy and undermine the altruistic motivations

that led to medicine. Interactions with so-called "challenging" patients in the

ambulatory setting are often cited as drivers of burnout. Perspective-taking

(PT) is a cognitive skill defined as "an understanding of other people's mental

states" and has been studied to cultivate empathy. This approach can help

trainees "see" the world through their "difficult patients'" eyes. We describe an

ongoing curriculum assessing internal medicine residents' response to the

implementation of a PT exercise for building empathy and providing an

opportunity for self-reflection.

SETTING AND PARTICIPANTS: This curriculum is currently taking place

within the PGY3 Ambulatory rotation of the UPMC Internal Medicine Resi-

dency, which all PGY3 residents complete as part of their training. Residents

are required to participate in our curriculum but can opt-out of our research

evaluation.

DESCRIPTION: Our curriculum includes: 1) a brief introductory session of

PT, 2) a self-directed PT exercise in which all residents are asked to respond to

a prompt about a "challenging" patient in their ambulatory clinic, and 3) a de-

briefing session in which PT pieces are shared in a facilitator-guided, group

reflection.

EVALUATION: Our evaluation includes both quantitative and qualitative

components. Participants complete a validated, empathymeasure, the Jefferson

Empathy Scale, both before and after completion of the PTexercise. A follow-

up focus group will be conducted 2-5 months following the intervention

(June 2018) to elicit residents' perceptions of the curriculum. We hypothesize

that compared to baseline, participants who complete the PT curriculum will

demonstrate increased empathy and a greater appreciation for the individual,

patient factors that influence interactions with the healthcare system. While

evaluation will be ongoing, preliminary data including 4 months of Jefferson

Empathy Scale data as well as an initial, descriptive assessment of the PT

exercises will be available. Excerpts from PTexercises include such insightful

thoughts as, "It's hard enough living by myself...with no hot water to clean

myself without having to worry about getting to see the doctor" and "The

simplest tasks take everything out of me. How is this my life? I'm a

Marine….The 400 pound man in the mirror is none of those things".

DISCUSSION / REFLECTION / LESSONS LEARNED: Altruism and

empathy may by supplanted by cynicism and detachment after residents are

subjected to the rigors of training. Existing literature suggests that increased

empathy correlates with high patient satisfaction and improved patient care.
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Therefore, residencies need to develop novel approaches to preserve empathy.

Our curriculum utilizes an innovative approach in perspective-taking as a

powerful and dependable means for developing trainee empathy; a skill that

can be adopted throughout a physician's professional career.

THECENTERFOREDUCATIONAL INNOVATIONAND SCHOLAR-

SHIP: OPTIMIZING FUNDING OPPORTUNITIES AND ENGAGING

HEALTHCARE DELIVERY MISSIONS Arabella L. Simpkin; Katrina

Armstrong; Alberto Puig; Stephen B. Calderwood. Massachusetts General

Hospital, Boston, MA. (Control ID #2907644)

NEEDS AND OBJECTIVES: Historically, there is limited funding for edu-

cational research, limited protected time, and limited mentorship and training

for faculty engaged in the intellectual and creative work critical to educational

transformation. Many emerging patient safety risks, such as new EHR imple-

mentation and network expansion, require new approaches to medical educa-

tion. There is growing recognition of the need to nurture leaders of education

reform and to invest in new approaches to education delivery, with rigorous

evaluation of the benefits to physicians and patients. Creating centers that

encourage collaboration across departments, linking educational innovation

and scholarship with patient quality and safety is one way to address these

needs and challenges.

SETTING AND PARTICIPANTS: Over 100 faculty and fellows across 8

departments (medicine, surgery, emergency medicine, pediatrics, ob-gyn, psy-

chiatry, anesthesiology, radiology) at MGH.

DESCRIPTION: Established in 2016, the Center for Educational Innovation

and Scholarship (CEIS) at MGH aims to engage and educate faculty

and trainees in medical education research to promote development,

rigorous evaluation, and dissemination of new ways to teach that

enhance value, reduce cost, improve quality and safety, and elevate

the physician and patient experience. Monthly work-in-progress "med-

ical education research laboratory" meetings are held where two

scholars present projects/ideas for discussion. The aim is to help

projects move forwards, whilst encouraging collaboration and inspiring

evaluation of outcome metrics that are central to the hospital's mission

(patient-centered care of the highest quality and safety). There is an

internal grant process to provide funding for pilot projects. The CEIS

also links to other services, institutions, programs and initiatives

around the shared mission of education, including the AAMC Medical

Education Research Workshops.

EVALUATION: Since the establishment of the CEIS, 24 projects have been

presented and faculty have received valuable feedback on issues such as

project design, outcome selection, data analysis, and manuscript preparation.

10 internal pilot grants (between $4,000-10,000) have been awarded; CEIS

grant awardees received 3 awards (out of 4) at the annual HMS Med Ed Day;

13 poster presentations and 13 publications from CEIS members in 2017; and

19 faculty obtained the AAMC Medical Education Research Certificate.

DISCUSSION / REFLECTION / LESSONS LEARNED: We have dem-

onstrated a return on investment within the first year and have shown accept-

ability and feasibility. There is increasing enthusiasm from faculty and trainees

to develop projects that evaluate patient quality and safety outcomes linked to

educational initiatives. External grant funding has been secured by CEIS

members, and several further applications are in progress. We have seen

collaboration across departments, through relationships forged at CEIS

meetings. There is increasing evidence of the importance of cross-pollination

across departments.

ONLINERESOURCEURL (OPTIONAL): http://www.massgeneral.org/ceis/

THE HEALTH EQUITY PATHWAY: DEVELOPMENT OF A NOVEL

CURRICULUM ADDRESSING THE HEALTH INEQUITIES EN-

COUNTERED IN INTERNALMEDICINE TRAINING Julie Knoeckel2,

1; Ellen Sarcone2, 1; Sarah A. Stella2, 1. 1University of Colorado School of

Medicine, Aurora, CO; 2Denver Health, Denver, CO. (Control ID #2942252)

NEEDS AND OBJECTIVES: Despite the persistence of troubling health

inequities in the United States, only half of Internal Medicine residency

programs provide formal curricula focused on addressing health disparities

(2016 AAIM data), illustrating a deficiency that exists in many graduate

medical education programs. An internal survey of residents in our Internal

Medicine training program revealed that only 22% felt well-prepared to handle

the challenges of caring for underserved populations, and 95% reported a

desire to learn to care more effectively for underserved patients. Accordingly,

we created and implemented the Health Equity Pathway, a curriculum focused

on unique aspects of caring for the medically underserved, and the physician's

role in promoting health equity.

SETTING AND PARTICIPANTS: The University of Colorado Internal

Medicine residency program is a large training programwhich includes several

training sites, including an urban, safety net hospital. A customizable matrix of

curricular pathways provides individualized education during the 2nd and 3rd

years of training, and now includes the Health Equities Pathway as an option.

DESCRIPTION: The Health Equities Pathway consists of 6 hours of core

content delivered to all trainees, and 18 hours of specialized content over a two-

year time period delivered to those who select to continue in the pathway. Core

content includes perspectives on local population health and community

resource availability. Specialized content focuses on issues disproportionately

affecting medically underserved groups, health policy, and workshops on

health literacy and unconscious bias. Novel aspects of the curriculum are

resident and patient/community engagement in pathway design, objectives

and content, and ambulatory training environments which provide exposure

to specific medically underserved populations and enhance the experiential

aspect of this curriculum.

EVALUATION: The Health Equities Pathway has been successfully intro-

duced as a curricular pathway within our Internal Medicine residency program

and preliminary feedback indicates it is well-received. We are working to build

the curriculum iteratively with feedback from learners, residency leadership

and the local community. Longer term,we plan to conduct longitudinal surveys

to assess trainee attitudes, knowledge and behaviors regarding the care of

underserved patients. Comparison of results from trainees exposed to the core

versus the entire pathway curriculumwill allow for insight into the effect of the

Health Equities Pathway.

DISCUSSION / REFLECTION / LESSONSLEARNED: Effective training

aimed at ameliorating health inequities within graduate medical education is an

established need without a clear best practice for design and implementation.

We present a conceptual framework for an innovative curriculum which

engages residents, patients and community to address this need.

ONLINE RESOURCE URL (OPTIONAL): http://www.ucdenver.edu/aca-

demics/col leges/medicalschool/departments/medicine/ intmed/

residencytraining/Pages/SampleSchedules.aspx
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THE INTEGRATION OF RESIDENT PHYSICIANS IN THE OUTPA-

TIENT MANAGEMENT OF CHRONIC HEPATITIS C: BRIDGING

THE GAPWITH PRIMARY CARE Kamraan Madhani1, 2; Ali Aamar1, 2;

David Chia2. 1Yale-Waterbury Internal Medicine Residency Program, Water-

bury, CT; 2Yale School of Medicine, Waterbury, CT. (Control ID #2940664)

NEEDS ANDOBJECTIVES: In the United States, there are an estimated 3.2

million people living with chronic hepatitis C (HCV) infection, half of whom

are unaware. The downstream dissemination of screening guidelines and the

ability to evaluate and treat chronic HCV are vital to the training of resident

physicians who plan to pursue careers in primary care given that the volume of

patients with chronic HCV is too high to be managed solely by specialists in

infectious disease and gastroenterology. Our objectives are to: 1. Develop a

curriculum to train internal medicine resident physicians in the diagnosis,

evaluation, and treatment of chronic HCV 2. Measure resident ability to

identify and screen patients for HCV 3. Measure resident confidence in

evaluating and treating patients with HCV 4. Measure resident satisfaction in

HCV-specific education

SETTING AND PARTICIPANTS: This study is based at an internal medi-

cine residency training program located in an urban, underserved community.

Participants include 36 internal medicine residents spanning 3 postgraduate

years. Patients include those with known chronic HCV who receive their

primary care at the resident continuity clinic.

DESCRIPTION: Residents were surveyed to determine their ability to iden-

tify and screen patients for HCV and their satisfaction with HCV-specific

medical education. We then implemented a yearlong curriculum consisting

of noon conferences, ambulatory workshops, and resident rotation through a

dedicated HCV clinic embedded within their continuity clinic. Conferences

and workshops focused on natural history, evaluation of treatment candidacy,

determination of liver fibrosis, and treatment agents for HCVas well as long-

term consequences of untreated HCV. In HCV clinic, patients were allotted 1

hour to allow sufficient time to gather pertinent history, order indicated testing,

provide counseling, and formulate an action plan together with the patient and

attending physician.

EVALUATION: Prior to curriculum implementation, 15 residents (42%)

could identify ≥2 indications for HCV screening while only 4 residents

(11%) could identify how to screen a patient for chronic HCV. Resident

satisfaction with HCV-specific medical education was low (1/36, 3%). Only

1 resident (3%) felt comfortable evaluating patients with chronic HCV for

curative therapy and no residents felt confident in their present ability to treat

chronic HCV.

DISCUSSION / REFLECTION / LESSONS LEARNED: With the advent

of novel therapy, the volume of patients who qualify for curative treatment is

beyond the capacity of specialty physicians, thus ownership falls to primary

care physicians to bridge the gap. However, current medical education has not

adequately prepared resident physicians for this role. Moving forward, we aim

to measure resident and patient satisfaction, patient no-show rate in HCV clinic

compared to continuity clinic, cases of new diagnosis of liver cirrhosis, and rate

of SVR-12 acheived.

THE INTERSECTION OF EDUCATION AND PROFESSIONALISM:

AN INTERACTIVE FACULTY DEVELOPMENT SESSION FOR

NEW FACULTY AT A LARGE ACADEMIC INSTITUTION Bud

Isaacson; Lily PIEN. ClevelandClinic, Cleveland, OH. (Control ID #2937512)

NEEDS AND OBJECTIVES: Professionalism is one of the more difficult

competencies that medical faculty need to teach in the clinical care environ-

ment.While formal educational programs on professionalism exist for trainees,

there can be gaps in teaching medical faculty key principles of professionalism,

as well how to provide feedback regarding professionalism. We identified the

need to focus on the educational role all new faculty play in promoting

professionalism at our academic health center. We developed an interactive

session related to teaching professionalism with the following objectives:

Identify the required professionalism competencies for medical students, res-

idents and follows. Define the hidden curriculum and its impact on trainees

Apply skills in feedback that emphasize a learner-centered approach using

reflection Identify opportunities to integrate professionalism into clinical

teaching

SETTING AND PARTICIPANTS: New professional staff participate in an

interactive session with approximately 40 participants and 2-3 faculty facilita-

tors. Participants are a mixed group, varying by discipline, practice location,

and years of clinical and teaching experiences.

DESCRIPTION: The two- hour is divided into the following components:

Interactive didactic reviewing current professionalism requirements and com-

petencies for undergraduate and graduate medical education training Introduc-

tion to the concept of the hidden curriculum, using a video-taped trigger

example and discussion Interactive didactic reviewing key characteristics of

feedback for trainees and introduction of a reflective feedback model "Ask-

Tell-Ask". Participant skills practice using the "Ask-Tell-Ask" feedback model

around a case with a professionalism challenge involving the inappropriate

documentation in the electronic medical record Participant round table discus-

sion of two additional cases of professionalism challenges in trainees. Partic-

ipants discuss the professionalism issues raised, possible explanations for the

professional lapses, and identify resources to intervene and assist. This is

followed by a facilitated summary discussion in the large group

EVALUATION: 579 faculty have taken this course. The overall course rating

is 4.48/5 and meeting of objectives is 4.65/5. Narrative comments reveal that

the most highly rated components of the course are the case based discussions

with colleagues, skills practice in the "Ask-Tell-Ask" feedback model and

introduction to the hidden curriculum.

DISCUSSION / REFLECTION / LESSONS LEARNED:Many newmem-

bers of our professional staff are involved in education roles with variable

levels of preparation for this role. While there is available formal faculty

development programs at our institution, these programs are voluntary and

not immediately accessed by the many of the new staff. We have taken

advantage of on-boarding of new staff as an opportunity to introduce the

importance of teaching professionalism to trainees in our institution, especially

in the clinical setting, and to demonstrate a simple feedback tool to apply in

their teaching roles.

THE MUSIC LESSON: A MODEL FOR LEARNING DOCTOR-

PATIENT COMMUNICATION Richard Koubek1; Daniel Wolpaw2; Paul

Haidet2. 1Hershey Medical Center, Hershey, PA; 2Penn State College of

Medicine, Hershey, PA. (Control ID #2940644)

NEEDS AND OBJECTIVES: Most communication curricula attempt to

foster patient-centered communication through classroom or simulation-

based modalities. Little attention is given to how best to help residents practice

and sustain patient-centered behaviors. We piloted a novel intervention using
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deliberate practice of targeted communication behaviors in real-world clinical

environments. Our aim was to evaluate the impact of a three-session educa-

tional intervention on patient perceptions of humanistic communication and

resident clinical experience.

SETTING AND PARTICIPANTS: Nine Internal Medicine residents partic-

ipated in the study; three in PGY3, four PGY2, and three PGY1. Four residents

were female. Patients surveyed were seen in the Internal Medicine resident

outpatient clinic.

DESCRIPTION: We adapted a performance-arts approach to foster skill

acquisition, targeting three specific communication behaviors (soliciting the

patient's agenda, paraphrasing, and using "communicative space" effectively).

After an introductory session for each skill (the "music lesson"), we encour-

aged residents to practice the skill with as many patients as possible for an

eight-week period. After this practice period, we introduced the next skill.

EVALUATION: Outcomes were evaluated by 1) surveying residents' patients

using a validated humanistic communication scale before and after the inter-

vention, 2) conducting qualitative interviews with each resident participant to

assess barriers and facilitators of the approach, and 3) tracking resident practice

though a smartphone application. Patient surveys demonstrated high ratings of

resident humanistic communication at baseline without significant change

afterward. Preliminary analysis of qualitative data suggests that residents 1)

found the skills helpful in negotiating, understanding, and expressing empathy

with patients, 2) felt they improved their communication skills and gained

comfort with this method of practice, 3) developed new awareness and per-

spective on the value of communication skills, 4) improved patient relation-

ships, and 5) gained new understanding of their patients. The primary barriers

described by residents included perceived lack of time for practice and initial

awkwardness utilizing each new skill. Analysis of results from the smartphone

application are ongoing.

DISCUSSION / REFLECTION / LESSONS LEARNED: On the basis of

this pilot, we believe that a strategy of priming "lessons" followed by deliberate

practice in real-world clinical environments has promise as a pragmatic,

achievable method for fostering improvements in communication skills among

residents. Despite perceived barriers, the majority of residents viewed the

experience positively and gained new insights into how to shape their own

practice to improve patient encounters. In our ongoing work, we will explore

the barriers and facilitators, along with clinical outcomes, of deliberate practice.

THE POEM APPROACH TO CHOOSING ANTIMICROBIAL MEDI-

CATIONS Kusha Davar; Courtney Paul. George Washington University,

Washington, DC. (Control ID #2937871)

NEEDS AND OBJECTIVES: The objective is to increase comfortability in

choosing antibiotics/antimicrobial agents among internal medicine residents

and medical students at The George Washington University Hospital. The

POEMapproach offers a framework for residents and students to think through

choosing the appropriate regimen.

SETTING AND PARTICIPANTS: The setting and particpants are internal

medicine residents and 3rd and 4th year medical students at The George

Washington University Hospital during July 2017 to December 2017.

DESCRIPTION: The POEM model involves a four-step approach to choos-

ing the appropriate regimen of antimicrobial medications for the patient. P:

Think like a pharmacist. (Step Four) Involves considering the PK/PD of the

medication; the concentration in the serum vs. CSF vs. soft tissue; the IV vs.

oral absorption; hepatic vs. renal clearance, including dosing the medication to

CrCl; -static vs. -cidal quality of the medication; medication-medication inter-

actions; contraindications, e.g. pregnancy. O: Think like an oncologist. (Step

Three) Involves staging the infection and its severity: bacteremia vs. meningitis

vs. pneumonia vs. abscess vs. cellulitis; how many sites of infection; is the

patient hemodynamically stable? E: Think like an epidemiologist. (Step Two)

Involves understanding the local resistance patterns of the pathogen; usually

hospital/region specific. This information is often made available by the

hospital. M: Think like a microbiologist. (Step One) What is the pathogen?

If no culture data is available, what are the typical pathogens based on the site

of infection? The approach starts bottom up, from microbiologist first, follow-

ed sequentially by epidemiologist, oncologist, and then pharmacist. Such a

method involves a systematic approach to deciding the appropriate antimicro-

bial medication for the patient.

EVALUATION: Based on qualitative surveys, from July to December 2017,

100% percent of residents and students found the POEM approach helpful and

84% felt more comfortable with choosing an antimicrobial regimen based on

the approach.

DISCUSSION / REFLECTION / LESSONS LEARNED: Residents and

students often have difficulty with initiating antibiotics in the hospital setting,

and more importantly, choosing the appropriate antibiotics outside of

the broad-spectrum approach. Such an issue is pressing given the

importance of choosing the correct antimicrobial medications to not

only treat the patient in an effective manner, but to also prevent the

detrimental side effects from unnecessary medications, and halt the

trend of antimicrobial resistance. Both residents and providers gener-

ally acknowledge the concern of antibiotic resistance and support the

notion of antimicrobial stewardship programs (ASP). As resources are

often available in the hospital to guide providers to choose the correct

antibiotics, such a task may be daunting to less-experienced providers,

residents, and even students. Ultimately, the medical community would

benefit from a simple and standardized approach to deciding the

appropriate antimicrobial coverage for the patient.

THE REGENSTRIEF EHRCLINICAL LEARNING PLATFORM - AN

INNOVATIVE TOOL FOR HEALTH PROFESSIONS EDUCATION

Blaine Takesue1, 2; Debra Litzelman1, 2; William M. Tierney3. 1Indiana Uni-

versity School of Medicine, Indianapolis, IN; 2Regenstrief Institute, Indianap-

olis, IN; 3Dell Medical School, University of Texas at Austin, Carmel, IN.

(Control ID #2945995)

NEEDS AND OBJECTIVES: US hospital EHR implementation went from

under 10% in 2008 to over 95% in 2016. Ironically, medical student and in

some cases, resident access to EHRs decreased over the same period. To close

the gap in medical student EHR access, the Regenstrief Institute (RI) created

the Regenstrief EHR Clinical Learning Platform (RECLP). The main compo-

nent of the RECLP is a modified version of the Regenstrief Gopher; an EHR

used clinically for over 30 years. Objectives of the platform include: 1) creating

an environment where students practice caring for patients through note

writing, order-entry, and data review, 2) creating tools for educators to evaluate

learners.

SETTING AND PARTICIPANTS: Health professions schools use the

RECLP in a variety of settings. The platform is used in large/small group

didactic sessions, and large/small group/individual, independent work
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sessions. The tool is used in preclinical education as well as part of clinical

rotations. Interprofessional teams also use the RECLP for team exercises.

DESCRIPTION: The RECLP is designed to be a content delivery and learner

evaluation platform. Content delivery is accomplished through

OpenInfobutton, as well as a rule-authoring tool, which allows non-

programmers to create decision support alerts/reminders. These tools can

deliver "just-in-time" content to learners as they move through a case. The

RECLP uses real patient records versus simulated patient charts.We developed

a highly efficient, automated method to remove or replace patient identifiers to

protect patient identities. The RECLP is designed to help evaluate learners.

Evaluation teams can create survey to assess learners as they move through a

case. An evaluation function we believe is unique to RECLP is a real-time

concept tokenization. This process extracts concepts like diagnoses, tests, and

medications during document creation. Evaluators could use this functionality

to determine how well learners understand clinical principles.

EVALUATION: The system has been evaluated by many users and potential

users. Faculty almost universally recognize the value of the system. We've

demonstrated the system for over 40 US medical schools. Learner evaluations

are mixed. Some students enjoy the system and appreciate the exposure to an

EHR; other users feel the interface is too awkward. System satisfaction seems

to correlate with clinical experience. Students who have clinical experience are

more tolerant than pre-clinical students

DISCUSSION / REFLECTION / LESSONS LEARNED: The system

garners interest from: medical schools, graduate medical programs, profession-

al organizations, and other health professionals. The common link seems to be

lack of access to local EHR's and lack of access to real patient information.

Real data provides complexity and texture that would take years to fabricate.

Using real patient data provides examples of current topics facing medical

providers such as the opiate crisis and patient/provider racial discrimination.

ONLINE RESOURCE URL (OPTIONAL): https://teachingemr.org/

THE STUDENT NAVIGATOR PROJECT (SNAP): NOVEL VALUE-

ADDED ROLES FOR PRECLINICAL MEDICAL STUDENTS IN AN

ACADEMIC GENERAL INTERNAL MEDICINE CLINIC Reem

Hasan1; Meredith Niess2. 1OHSU, Portland, OR; 2Fair Haven Community

Health Care, New Haven, CT. (Control ID #2945846)

NEEDSANDOBJECTIVES: First-year medical students have limited hands

on curricula dedicated to systems-based practice and practice-based learning

and seek opportunities to add value in clinical settings. The Student Navigator

Project (SNaP) allows students to participate meaningfully in authentic clinical

settings, by navigating the health system and direct exposure to interprofes-

sional teamwork.

SETTING AND PARTICIPANTS: A selection of first year medical students

were longitudinally embedded in an academic General Internal Medicine

(GIM) clinic during their preclinical curriculum, replacing the traditional

preceptorship experience (4 hours per week, approximately 40 weeks). Six

students participated in the program's pilot year (2016-2017), with seven

students currently enrolled for the second year.

DESCRIPTION: The curriculum design provided progressive independence

and complexity of student responsibility in the interdisciplinary clinic team,

with didactic training followed by guided practice in each area. Students: 1.

were trained and practiced medical assistant clinical skills including patient

vitals, eliciting chief complaint and agenda setting, injections, completing

EKGs and falls risk assessments. 2. acted as patient navigators for 2-3 psycho-

socially and medically complex patients, assisting patients with accessing

community resources, health coaching, and assisting with disease self-

management. In preparation for this role, they received education on patient-

centered care and community context of care including motivational

interviewing, trauma-informed care, community safety net resources, and

mental health resources and emergencies. 3. participated in an improvement

science curriculum culminating in a team quality improvement project. 4.

culminated their experience by training the new class of SNaP students

including a warm handoff of their navigation patients.

EVALUATION: 100% of the inaugural cohort completed the program.

Survey-based and qualitative assessment is underway to measure development

of patient-centeredness and self-efficacy, intended and final specialty choice,

and clinical rotation grades among SNaP students, students who wished to

participate in SNaP but were not selected, and a control group of students.

DISCUSSION / REFLECTION / LESSONS LEARNED: First year med-

ical students can meaningfully contribute to the care of vulnerable, psychoso-

cially, and medically complex patients in an academic GIM clinic by acting as

student navigators. Students reported satisfaction from helping their patients

directly and adding value to the clinical team. Students also had firsthand

experience being embedded in an interprofessional health care team.

TO PAUSE OR NOT TO PAUSE, THAT IS THE QUESTION David A.

Williams1; Stephanie Knudson1; Ravi K. Gopal2. 1Denver VAMedical Center,

Denver, CO; 2Denver VAMC, Denver, CO. (Control ID #2907772)

NEEDS AND OBJECTIVES: From informal discussions with residents,

attendings, and support staff in the academic clinic at the Denver Veteran

Affairs Medical Center, residents in their continuity clinic tend to run behind

schedule. Residents are given the same 30-minute length of time as an

attendings, but they must also discuss the patient with an attending in that

given time. We aim to determine if adding a 15-minute has improved timeli-

ness and education for residents.

SETTING AND PARTICIPANTS: 45 internal medicine residents with con-

tinuity clinic at a single VA medical center.

DESCRIPTION: In the 2014-2015 academic year, we added a 15-minute

pause in the middle of each half day of clinic.

EVALUATION: We used a mixed qualitative and quantitative anonymous

paper survey of all 45 residents in April 2017 to assess the impact of this

change. All residents had experienced at least 9 months of clinic. Third year

residents had experienced clinic before and after instituting the pause. The

survey was developed by the authors and piloted with other attendings in the

clinic. The survey contained 9 5-point Likert questions plus 3 open-ended

questions.

DISCUSSION / REFLECTION / LESSONS LEARNED: Thirty-one resi-

dents (69%) returned the survey with similar proportion for each resident year

(R1 67%, R2 61%, R3 75%). Means and interquartile range are used for

statistical presentation. 90% of residents agreed or strongly agreed that the

pause helped then stay on time (1.53, 1.0), 87% of residents agreed or strongly

agreed that the pause helped them feel less rushed (1.67, 1.0), and 77%

disagreed or strongly disagreed that the pause makes them stay later in clinic

(4.06, 1.0). 48% of residents agree or strongly agree the pause facilitates

additional teaching time with attendings (2.67, 1.0), 39% agree or strongly

agree that the pause augments learning (mean 2.70, IQR 1.0), and 65%
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disagree or strongly disagree that the pause makes it hard for them to attend

noon didactics (3.80, 1.0). 81% of residents agree or strongly agree that the

pause time gets filled with useful activities (1.70, 1.0) and 97% of residents

disagree or strongly disagree that the pause should be taken away (4.80, 0.5).

71% of residents disagreed or strongly disagreed that the pause should be

moved to the end of the clinic time (4.07, 0.5). "It helps me stay on time and

facilitates staffing with attendings," and "acts as a buffer for complicated

patients or unforeseen circumstances (e.g. having to admit a patient)" are

examples of what residents liked about the pause. There were 27 empty

responses to the dislike question, although one responded that it "lengthens

the day." When asked to compare clinic to before the pause, the major theme is

feeling less rushed as exemplified by the comment, "less hectic, I feel less

rushed with each patient because I know I will have some time to catch up and

not delay seeing other patients."

TRAINING CITIZEN-PHYSICIANS THROUGHTHECREATIONOF

SAFE: SERVICE, ADVOCACY, FELLOWSHIPAND ENGAGEMENT

Brian Hilliard; Michael Aylward. University of Minnesota, Minnespolis, MN.

(Control ID #2928415)

NEEDS AND OBJECTIVES: Advocacy has historically been a core

aspect of being a physician. Individual patient advocacy remains a key

aspect of residency training, however the myriad other ways that we,

as physicians, can use our relative wealth, privilege, and power for a

greater good are not necessarily addressed. At the University of

Minnesota we have developed an advocacy and community engage-

ment certificate curriculum called "SAFE" (for Service, Advocacy,

Fellowship, and Engagement). The mission of SAFE is to develop

citizen-physicians who view their work through a lens of social

justice. During a program wide annual improvement survey, residents

identified areas of interest for involvement within the community, as

well as, helped frame the goals of the program. Specifically, residents

identified increased comfort/familiarity with engaging community

groups and resources, increased experience with various forms of

advocacy, and skill development in being a physician advocate.

SETTINGANDPARTICIPANTS:We aim to achieve our mission by having

residents complete a series of educational and experiential activities targeted at

the necessary knowledge, confidence, and skills in order to be successful

advocates. Residents will work with a community organization longitudinally

over the course of their residency, attend workshops, educational, and service

events, and engage in advocacy activities at the individual, system, community,

and legislative levels. These activities will all be aligned with a resident's

advocacy interests.

DESCRIPTION: At its core, SAFE is designed to provide residents with the

knowledge and skills to become effective citizen-professionals. This is done

through a series of self-paced educational modules via the online platform,

Canvas. Some of the educational topics include fundamental theory and

practice of advocacy, understanding civics and the legislative process, consid-

ering the role of organizing, public narative and social movements, and

classifying efforts based on level of intervention (differences between charity,

development, and social justice), among others. Residents will spend much of

their time applying this knowledge while working on experiential endeavors

ranging from continuity clinic and community based organizational partner-

ships, exercises in narrative medicine, joining institutional committees, and

participating in worskhops. Residents will keep a portofolio of their advocacy

and community involvement where they track the application of these skills.

EVALUATION: After introduction to the program earlier this year, resident

interest has been strong and ongoing tracking of knowledge, attitude changes,

and community involvement, both during and after residency, will occur.

DISCUSSION / REFLECTION / LESSONS LEARNED: Our institutions,

communities, and society will be structured with or without our involvement.

We owe it to our patients and communities to train physicians that provide

exceptional clinical care and are actively involved in creating healthier com-

munities through their civic engagement and participation in advocacy.

TRAINING RESIDENTS FOR THE FUTURE: REMOTE PATIENT

MONITORING Elizabeth B. Kirkland1; Ashley Duckett1; William P.

Moran2. 1MUSC, Charleston, SC; 2Medical University of South Carolina,

Charleston, SC. (Control ID #2942276)

NEEDS AND OBJECTIVES: Remote patient monitoring (RPM) and tele-

medicine are becoming more commonplace in daily patient care.We describe a

curriculum in which residents receive telemedicine training with a specific

focus on RPM and chronic disease management.

SETTINGAND PARTICIPANTS: This curriculum was developed at an

academic hospital in the southeastern US with a medium-sized Internal

Medicine residency program. Approximately 100 PGY1, PGY2,

PGY3, and PGY4+ categorical and combined residents are included

in the curriculum annually, starting in 2016. Experiential learning,

through oversight and management of remote patient data and moni-

toring, occurs at the PGY3+ level.

DESCRIPTION: We developed a Telehealth Curriculum which is longitudi-

nal over the course of IM residency. As part of this curriculum, PGY3+

residents spend one half day of clinic each week dedicated to Telehealth.

During this time, residents identify patients who may benefit from RPM of

diabetes mellitus and/or hypertension. Once the patients are deemed appropri-

ate, they are offered enrollment in a remote monitoring program. PGY3

residents are responsible for reviewing the remotely obtained blood pressure

and glucose data on a biweekly basis and identifying trends in disease control.

Residents then contact patients to troubleshoot any difficulties managing

chronic disease and offer treatment adjustments as appropriate. This includes

medication titration and lifestyle counseling under the supervision of a faculty

member.

EVALUATION: Through this curriculum, 1-2 PGY3 residents per week

actively engage in telemedicine. Within the first six weeks of the program,

38 patients have been enrolled, with 31 of those consistently transmitting

remote data. Resident providers oversee each patient's diabetes and hyperten-

sion care remotely between regularly scheduled office visits. We will measure

the level of resident confidence delivering patient care via non-traditional

means before and after the experiential training, assessing for a change in

confidence. We will also assess the average change in A1c and SBP at 6 and

12month follow up.

DISCUSSION / REFLECTION / LESSONS LEARNED: Telemedicine

and RPM are an increasingly prevalent form of healthcare delivery. Residents

must be adept in caring for patients remotely. The PGY3 experiential compo-

nent of a Resident Telehealth Curriculum trains residents in managing patients'

chronic disease through telemedicine. This also leads to more patient-centric

care and improves chronic disease control. This training should be expanded in
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the future to include other chronic disease states as well as incorporating more

tele-consultation for acute illness.

TRANSITIONS IN CARE CURRICULUM FOR CORE 1 STUDENTS

AT HARVARD MEDICAL SCHOOL Eric Ardolino1; Brett Armstrong1;

John Danziger1; Katharyn M. Atkins2; Amy R. Weinstein1. 1Beth Israel

Deaconess Medical Center, Brookline, MA; 2Beth Israel Deaconess Medical

Center, Boston, MA. (Control ID #2944018)

NEEDS AND OBJECTIVES: There is a national initiative to incorpo-

rate transitions in care education into all levels of the medical training,

especially given the growing evidence of the burden of medical errors

related to inpatient discharges. There is limited literature describing

comprehensive medical school curriculum that focus on improving

transitions in care. We aimed to develop a curriculum to provide

training to medical students to understand the issues surrounding

inpatient to outpatient transitions, perform tasks to improve transitions,

and encourage students to be advocates for error-free transitions in

care as they move forward in their medical careers.

SETTING AND PARTICIPANTS: Inpatient CORE 1 Medicine Clerkship

for Harvard Medical Students in their 2nd or 3rd year.

DESCRIPTION: Students attend a teaching session related to issues sur-

rounding transitions in care, investigate problems with real error-prone cases,

and engage in discussions about their own experiences and reflections. Stu-

dents follow 4 of their patients throughout the discharge process. They meet

with the patient to reconcile medications and counsel them on transitional

issues; attend daily case management rounds, call the patient 2-3 days after

discharge to clarify instructions and help troubleshoot any outstanding issues,

and attend outpatient appointments to provide a warm handoff to outpatient

providers. A resource checklist was developed to guide students through the

process. With close oversight from attendings, students then share what they

learned with their teams.

EVALUATION: Early data suggests that students have developed con-

fidence in skills including counseling patients on restarting or holding

medications, using the "teach back" method, and helping patients

schedule follow up visits. Students have already identified multiple

near misses in their discharged patients. Data analysis on patient-

related outcomes is currently pending and will be available by April.

Using surveys and focus groups, we are investigating the efficacy of

the curriculum on improvement in skills including "teach back", iden-

tifying discharge related errors, identifying error-prone situations, and

communication skills when reaching out to patients and providers.

Additionally, a chart review was performed to evaluate patient-related

outcomes including identification of adverse events, near misses, and

kept appointment rates. Information from student surveys and focus

group has also served as ongoing feedback to improve the curriculum.

DISCUSSION / REFLECTION / LESSONS LEARNED:We have already

seen that the Transitions in Care Curriculum has had a positive impact on

student and patient outcomes over the past year. By the time of the presenta-

tion, we hope to have additional data to support this preliminary data, and we

believe that the curriculum will be effective in its educational value to the

learner. The potential benefits include increased patient support, reduction in

medical errors, improved understanding of patients' social context of health,

and improved interdisciplinary teamwork.

TRANSLATING LEARNING INTO ACTION: USING ADVOCACY

SKILLS TO #KEEPAMERICACOVERED Alicia Morehead-Gee1; Chloe

Ciccariello1; Emily Thomas1; Matt Hickey1; Jessica Wang1; Elizabeth P.

Griffiths1; Ashley McMullen1; Sharad Jain2. 1UCSF, San Francisco, CA;
2UC Davis, Davis, CA. (Control ID #2940100)

NEEDS AND OBJECTIVES: Primary care residents are trained to care

for vulnerable populations whose access to health care and other social

services are heavily influenced by the political climate. Though advo-

cacy is increasingly viewed as a necessary skill in providing for these

patients, few residency programs offer formal advocacy curricula.

Opportunities for direct engagement in advocacy activities are also

lacking during residency training.

SETTING AND PARTICIPANTS: Participants are residents in the UCSF

internal medicine residency program, who engage trainees from other UCSF

GME programs in the project.

DESCRIPTION: In November 2016, a group of residents from the

UCSF's ZSFG Primary Care Track met to discuss impending threats to

the Affordable Care Act (ACA) under the new federal administration.

Using skills gained in their advocacy curriculum, they formed a group

called #KeepAmericaCovered, to support expanded coverage under the

ACA. The residents held town halls and informational meetings and

then used social media to build the organization into a network

consisting of over 350 doctors, medical students, nurses, and other

health professionals. Members of this network hosted two large public

demonstrations, spoke publically at rallies in San Francisco, wrote

opinion pieces in their local newspapers, published viewpoint pieces

in medical journals, and organized letter writing and phone-banking

events. These actions garnered attention from local media outlets and

politicians, influencing physicians in other cities to engage in similar

advocacy efforts for their patients.

EVALUATION: The advocacy curriculum is one of the highest rated parts of

the core primary care residency curriculum, consistently rated as outstanding.

However, this is the first year residents have translated the skills learned to

advocate effectively on behalf of their patients. The resident leaders of this

organization spoke at internal medicine grand rounds, and those involved have

found it to be one of the most rewarding and inspiring experiences during

residency.

DISCUSSION / REFLECTION / LESSONS LEARNED: Although the

ACGME states that "residents are expected to advocate for quality

patient care and optimal patient care systems," formal advocacy train-

ing is not included in most internal medicine residency programs. The

efforts carried out by #KeepAmericaCovered demonstrate the utility of

an advocacy curriculum. When advocacy skills, such as writing opin-

ion pieces, interacting with media, building a coalition through social

media, and engaging politicians, are formally taught, residents are

primed to use these skills when patients' health is jeopardized. Like

most skills, developing proficiency in this arena requires both formal

didactics and practical application. Advocacy training encourages phy-

sicians to assert their informed opinions about issues related to their

patients' healthcare.

ONLINE RESOURCE URL (OPTIONAL): #KeepAmericaCovered App

(available on Apple App Store), www.facebook.com/keepamericacovered,

https://twitter.com/americacovered, https://www.instagram.com/

keepamericacovered/
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TRAUMA INFORMED CARE IN EARLY MEDICAL EDUCATION

Erica Jessen2; Lauren Block1; Samara Ginzburg2; Anthony Zenkus3.
1Northwell Health, Lake Success, NY; 2Zucker School of Medicine at

Hofstra/Northwell, Hempstead, NY; 3The Safe Center Long Island, Garden

City, NY. (Control ID #2945502)

NEEDS AND OBJECTIVES: Traumatic experiences such as sexual assault,

intimate partner violence, and child abuse are prevalent in the US and the

world. While behavioral health training programs require robust training in

trauma informed care (TIC), there is no such requirement in medical school.

Since trauma impacts short and long-term health outcomes, we aimed to

introduce TIC early in medical education through a skill-based session focused

on use of empathy, empowerment of the patient, and prevention of re-

traumatization for victims of physical, emotional, or sexual trauma.

SETTING AND PARTICIPANTS: Twenty-two medical students at one

medical school participated in the pilot program that consisted of a large group

introduction to trauma informed care followed by a small group workshop.

DESCRIPTION: The two-hour pilot program consisted of an introduction to

the Adverse Childhood Events Study followed by a small group workshop in

which students practiced grounding and communication techniques applied to

scenarios involving trauma. In small groups led by trained physician, student,

and social work faculty, students were introduced to various grounding and

communication techniques and asked to apply them to scenarios in which a

patient had experienced prior trauma.

EVALUATION: Pre and post-event questionnaires assessed student TIC

training and confidence in caring for a patient who had experienced trauma.

A paired t-test was used to compare pre and post-session confidence. Pre-

session survey data revealed on average students rated their preparation for

responding to a person who had recently experienced trauma as 2.2 (Likert

scale 1-5, 1 not prepared and 5 completely prepared). Post-session survey data

revealed students rated their pre-training confidence in responding to a patient

who had experienced emotional or sexual trauma at 1.8 out of 5 (5 very

confident) and an average doubling of confidence to 3.6 after the training

(p<0.001).

DISCUSSION / REFLECTION / LESSONS LEARNED: There is limited

literature for TIC in medical education. Since emotional, physical, and sexual

trauma is so common and devastating, training students to respond appropri-

ately and effectively is key to quality care. We developed, implemented, and

evaluated a skill-based session for medical students employing realistic sce-

narios to encourage skill development by students. Student-reported confi-

dence responding to victims of trauma increased following participation in the

session. Next steps will include expanding this curriculum to all students and

using standardized patient encounters to simulate training.

ULTRASOUND EDUCATION IN THE PRECLINICAL-ORGAN SYS-

TEM BASED PHYSICAL DIAGNOSIS CURRICULUM Arati K.

Kelekar. Oakland University William Beaumont School of Medicine, Hun-

tington Woods, MI. (Control ID #2928460)

NEEDS AND OBJECTIVES: The millennial generation of learners are

attracted to teaching tools that are interactive and kinesthetic. Ultrasound

technology is being increasingly used to augment education in anatomy

teaching sessions. Due to the constraints of cost and availability of ultrasound

machines in the setting of preclinical medical education, this technology has

not yet found widespread use in physical diagnosis curricula. Our objective

was to enhance the learning and retention of organ system based anatomical

and physiological knowledge as well as physical examination skills by using

ultrasound technology on standardized patients in small learner group

demonstrations.

SETTING AND PARTICIPANTS: 117 second year medical students are in

the process of receiving ultrasound demonstrations as an integral part of their

physical diagnosis coursework. The demonstrations occur in a clinical skills

center.

DESCRIPTION: Immediately following teaching of the abdominal physical

examination, which was recently concluded, the students (in small groups of 8)

viewed an ultrasound demonstration on a standardized patient. The intent was

to provide a visual representation of the physical examination maneuvers that

the students were subsequently expected to practice. Examples include: loca-

tion and palpation of the kidney and aorta, location of the renal arteries (to

identify site for renal artery bruit auscultation), elicitation of theMurphy's sign.

During the cardiac physical examination session scheduled for early 2018,

similar demonstration format is planned with the objective of clarifying surface

projections of various cardiac chambers, timing of cardiac sounds based on

ultrasound demonstration of corresponding valvular and cardiac chamber

physiology, doppler demonstration of peripheral pulses, etcetera.

EVALUATION: Online anonymous surveys to assess the student interest and

perception of benefit with respect to ultrasound technology as a teaching tool

are conducted after the demonstration sessions. Our goal is to evaluate the

impact of these sessions on standardized end of semester objective structured

clinical examination (OSCE) performance of cases involving the respective

organ systems. A secondary goal would be to evaluate for any impact on organ

system specific National Board of Medical Examiners (NBME) basic science

subject scores. These analyses would be performed by comparing the perfor-

mance prior to the introduction of the ultrasound curricular addition to that

after. Performance on organ systems which were not demonstrated using

ultrasound technology will serve as control.

DISCUSSION / REFLECTION / LESSONS LEARNED: Ultrasound tech-

nology use can further enhance the benefits of curricular integration strategies

by serving as a bridge between theoretical knowledge of anatomy and phys-

iology acquired through didactic session in the classrooms with hands on

practical education occurring in the physical diagnosis course.

UPDATES ON THE AMBULATORY HALF-DAY: FIVE CURRICU-

LAR INNOVATIONS Jane Andrews1; Seonaid F. Hay2. 1Yale University,

New Haven, CT; 2West Haven VA Hospital, Madison, CT. (Control ID

#2945398)

NEEDS AND OBJECTIVES: While residents need to learn the basic core

knowledge of a medicine residency, there are topics critical for their develop-

ment that do not lend themselves to traditional didactic classroom sessions.

SETTING AND PARTICIPANTS: Our ambulatory half-day curriculum has

been in place for four years as a part of the Yale Traditional Internal Medicine

Residency Program. Approximately 120 residents participate.

DESCRIPTION: During the current academic year we introduced 1) a com-

prehensive three-year communication curriculum, facilitated by a combination

of palliative care specialists, geriatricians, clinical psychologists and experts in

physician resilience; 2) implicit bias curriculum- built around a visual skills

training conducted at a city museum, and led by trained medical students of
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color ; 3) A Shark Tank-styled QI curriculum, which brings in hospital and

clinic faculty QI leaders as our "sharks", and allowed our residents to practice

pitching their team's QI ideas to experts with real time feedback; 4) a business

of medicine curriculum, which incorporates training in group dynamics by

faculty from our school of management, a session about innovative primary

care and insurance models from around the country, and fee-for-service vs

value-based care training; and 5) neighborhood walking tours in July, led by

long-time community leaders, to introduce our residents to the areas where

their patients live.

EVALUATION: Residents receive brief, 3- question surveys after each edu-

cational half-day, through Qualtrics. Overall, these sessions were well-

received. Through this we were able to gather feedback to help modify each

of the sessions for the future.

DISCUSSION / REFLECTION / LESSONS LEARNED: Several princi-

ples helped us to develop these sessions and others: 1) we encourage residents

to participate in planning the curriculum, through a formalized Curriculum

Advising Committee that meets in the evening every other month. For exam-

ple, this committee suggested and then completely designed the business of

medicine session. 2) sharing best practices- the Shark QI session was originally

started by Yale's primary care residency, we recognized how this format could

help engage residents and hospital QI leaders andmodified it to fit our needs 3)

we rely on faculty strengths- we are fortunate at Yale to have a wide variety of

researchers and practitioners who are enthusiastic about teaching our residents.

USE A NEW SMARTPHONE APP TO TEACH EVIDENCE BASED

MEDICINE WHILE PRECEPTING LEARNERS Ali S. Rahyab; Jason

Ehrlich; Daniel J. Coletti; Philip N. Solomon; Frank Cacace. Northwell Health,

Great Neck, NY. (Control ID #2937974)

NEEDS AND OBJECTIVES: 1. Elevate teaching skills by using a

smartphone app to enrich how you precept ambulatory residents while advanc-

ing his/hermedical knowledge and appreciation of evidence basedmedicine. 2.

Improve Practice Based Learning with a new smartphone app that helps one to

appraise and apply impactful clinical articles to patient care. 3. Maintain a

commitment to ongoing Professional Development and improved Patient Care

by using an app to consult the literature at the time of medical decision making

and precepting.

SETTING AND PARTICIPANTS: Primary audience: Clinician educators,

residents, medical students Setting: There are a lack of intuitive technological

resources specifically designed for general internists and primary care pro-

viders. Our newly developed smartphone app, designed by physicians, will fill

a great need by providing useful articles with appropriate summaries in a

simple, easy-to-use, app-based format. This is an exciting method to advance

the teaching of evidence based medicine (EBM). Preceptors and learners can

learn to use the app within minutes to look up article summaries. The app is

utilized at the time of precepting to review an article summary providing high-

yield information in an easy to interpret format. This allows the educator to

make an appropriate teaching point, invoking EBM in real-time, and provides

the learner access to that information at any time.

DESCRIPTION: The app's goal is to assist in teaching EBM by providing an

appraisal and summary of select articles to be utilized while precepting

learners. The app is oriented to General Internal Medicine with predominately

Primary Care topics and will be made available to attendees. The focus is on

integrating this technology into the precepting moment in clinic. Faculty at our

institution have already been provided with the app to use while precepting and

residents will be included shortly. The educators identify teaching points and

deliver the information that is within the app. During our presentation we will

review the range of topics that have been prepared and will demonstrate how to

use the app. The app can be utilized at any institution and we will seek outside

collaboration. Moving forward there will be plans to update the app regularly

with new articles as well as with removal of outdated ones.

EVALUATION: We plan to elicit preceptor and learner attitudes with using

the app to assess its utility in teaching EBM. Surveys will be conducted within

the app for ease-of-use. Data will be analyzed for a quantitative and qualitative

evaluation of the app and will be presented at the meeting.

DISCUSSION / REFLECTION / LESSONS LEARNED: This project

began with the pedagogical frustration felt by many preceptors who want to

bring EBM techniques to cases in real time. We believe the app presented here

is a useful tool to achieve this. Our challenge so far has been uptake across

faculty. We look forward to improving our app and its usage by obtaining

faculty/learner surveys and feedback. Furthermore we wish to share and

collaborate it with other residency clinics.

USEOFA PEER-LEDETHICS SEMINARTOEMPOWERMEDICAL

STUDENTS FACING CLINICAL DILEMMAS Thomas Das; Madeline

Rodriguez; Kathryn Squiers; Sarah Collins; Stephanie Brinker; Reeni A.

Abraham. University of Texas Southwestern Medical School, Dallas, TX.

(Control ID #2938039)

NEEDSANDOBJECTIVES: It is common for medical students to encounter

complex ethical dilemmas on their clinical clerkships. Thus, clerkship curricula

should include avenues for students to explore these dilemmas, build skills in

ethical analysis, and nurture resilience. To address this need, the UT South-

western internal medicine clerkship created a peer-led ethics seminar, focusing

on the scenario of undocumented immigrants receiving emergent hemodialy-

sis. In Texas, undocumented immigrants with ESRD are treated almost exclu-

sively with emergent dialysis sessions. In 2013, Parkland Hospital recorded

over 50,000 ED visits and 6,000 sessions of emergent hemodialysis. The

quality of life for these patients and their access to healthcare highlight the

ethical principles of justice, beneficence, and non-maleficence. Through dis-

cussion of these cases, we hope to prepare medical students for future ethically

nuanced situations.

SETTING AND PARTICIPANTS: An hour-long seminar is held monthly

for third-year medical students rotating through internal medicine at Parkland

Hospital, one of the largest safety-net hospitals systems in the country. It is led

by two fourth-year medical students, with the goal of creating a comfortable

learning environment. A PowerPoint is used to guide discussion, and a handout

detailing key concepts is provided.

DESCRIPTION: The seminar begins with two cases: one describing a funded

patient receiving scheduled dialysis, and the other an undocumented immigrant

patient receiving unscheduled dialysis. Students are paired and discuss the

differences between the cases with particular emphasis on ethical dilemmas

inherent in the latter case; then, students share their thoughts with the larger

group ("think, pair, share"). This discussion transitions into a review of the

barriers to care faced by undocumented immigrants in Texas and the United

States. The seminar ends with a patient narrative and the opportunity for

students to share their own similar experiences from the wards.

EVALUATION: 67 students have taken the seminar and completed a Likert-

scale survey (Strongly Disagree=1, Neutral=3, Strongly Agree=5). Surveys
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show the seminar increases familiarity with the principles of medical ethics

(3.33 to 4.59), the practice of emergent dialysis (3.18 to 4.48), the demo-

graphics of undocumented immigrants (3.07 to 4.32), and the barriers to care

that undocumented immigrants face (3.18 to 4.12). Additionally, students

reported that they felt more empowered to face ethically difficult clinical

situations (3.02 to 3.86). All increases are statistically significant, with p values

<0.01 by Student's T-test.

DISCUSSION / REFLECTION / LESSONS LEARNED: These results

suggest that the seminar is effective in increasing awareness of an ethically

challenging situation and empowering medical students to face this situation.

We believe that this empowerment is critical in professional development and

fosters resilience at an early stage. Anecdotally, it was observed that student

participation was encouraged by the "think, pair, share" technique and the peer-

led format.

USE OF AN IMPROVISATION WORKSHOP TO TEACH GERIAT-

RICS FELLOWS SKILLS TO WORK WITH PATIENTS WITH DE-

MENTIA AND THEIR CAREGIVERS Colleen Christmas1; Terrence

Withers2. 1Johns Hopkins University, Baltimore, MD; 2Baltimore Improv

Group, Baltimore, MD. (Control ID #2944721)

NEEDS AND OBJECTIVES: Often, patients with moderate to severe de-

mentia lose the ability to communicate effectively, resulting in interactions that

may precipitate anxiety, agitation, or depression. These challenging interac-

tions can also be distressing to caregivers, and to physicians. Most geriatric

medicine fellows in training do not receive specific training on skills related to

communicating with patients with dementia, or in guiding caregivers in effec-

tive communication with patients. Improvisation skills training has been

shown to improve medical trainees' listening and communication skills, and

because it is founded on building collaboration between partners in a dialog, it

is likely that improvisation techniques could foster effective communication

between physicians and caregivers with patients with dementia. Our goal in

this study was to explore the acceptability of a workshop utilizing improvisa-

tion exercises to improve the ability of geriatric fellows to communicate with

patients with dementia and guide caregivers in effective communication.

SETTINGAND PARTICIPANTS: 12 geriatrics fellows at an urban academ-

ic training hospital participated in a one-hour workshop led by a highly

experienced improvisation educator.

DESCRIPTION: After a brief explanation of the goals of the workshop, an

overview of improvisation acting, and a brief "ice breaker" exercise, partici-

pants were led through 4 improvisation exercises ("listening for agreement",

"the clapping game", "yes and conversations", and "nonverbal collaboration"),

each followed by a discussion of the relevance of each technique to clinical

medicine and communication with patients with dementia.

EVALUATION: The participants were invited to complete an anonymous

post-session survey evaluating the degree to which they believed the workshop

achieved its goals. The survey consisted of 4 questions evaluated on a 1-10

Likert scale (1=not at all, 10=completely) followed by 3 open-ended question.

Results are described as means for each question. Results: 10 of 12 (83%

response) geriatrics fellows voluntarily completed the survey. How USEFUL

did you find this session in terms of how you will interact WITH PATIENTS

with dementia?7.7 To what degree did this session improve your CONFI-

DENCE in communicating WITH PATIENTS with dementia?7.4 How USE-

FUL did you find this session in terms of how you will advise CAREGIVERS

in interacting with patients with dementia?8.1 To what degree did this session

improve your CONFIDENCE in communicating with CAREGIVERS of

patients with dementia?7.4 Several respondents added comments about how

engaging the method of teaching this skill was.

DISCUSSION / REFLECTION / LESSONS LEARNED: A one-hour

improvisation session led by a skilled instructor was highly regarded and

viewed to be impactful on the ability of geriatrics fellows to communicate

with patients with dementia and their caregivers. Subsequent studies should

explore whether the geriatric fellows employed the improvisation techniques

subsequently in their clinical practices.

USINGSOCIALMEDIATOADVANCEMEDICALEDUCATION INA

UNIVERSITY AFFILIATED COMMUNITY RESIDENCY PRO-

GRAM Siddharth Bhesania; Sravya Chirumamilla; Stephen Peterson; Adnan

S. Raza; Mouzamjha Faroqui; PARAG MEHTA. NewYork-Presbyterian

Brooklyn Methodist Hospital, Brooklyn, NY. (Control ID #2944214)

NEEDS AND OBJECTIVES: Social media has been utilized ubiquitously,

but using Social Media to advance Medical Education has been limited. An

unusually high number of physicians use some social media and healthcare

professionals continue to assess its utility for medical education purposes. We

are using social media to teach electrocardiography (EKG).Our goal was to

provide opportunities for teaching or learning without the barriers of time or

place, but with support and mentoring by a faculty member.

SETTING AND PARTICIPANTS: A project of teaching EKG using

"WhatsApp" was started by Internal Medicine residents at a University Affil-

iated Training Program. The objective was to provide an on-demand and

dynamic platform to residents where they can ask questions about EKGs and

collaborate to learn from peers and experts.

DESCRIPTION: Internal Medicine residents along with an award-winning

teacher/cardiologist created a "WhatsApp EKG group." Residents were added

per their request by the administrator of the group. All the participants could

post EKGs and comment on the posted EKGs without restriction as long as

they remained compliant with HIPAA policies and guidelines. All chats and

images data of the "WhatsApp EKG group" was extracted for analysis. The

extracted text file was converted into a Microsoft Excel workbook. That data

was further analyzed using SAS 9.4.

EVALUATION: Between February 24, 2014, to March 4, 2016, 68 partici-

pants posted 167 various EKG images and 808 chats. 645 conversations were

in the evening while 163 were during the daytime. Outcomes in this group

included the timing of the conversation since there were more posts between

5 pm to 11 pm. This data revealed that residents could participate in this

learning exercise at their leisure while not constrained by their patient-care

and other academic requirements.Manual chat analysis showed that residents

asked questions and discussed their thought processes, interpretation of indi-

vidual EKGs, probable diagnoses, and the guidelines for management.

DISCUSSION / REFLECTION / LESSONS LEARNED: Social media can

be an influential tool for education to complement traditional curricula due to

its various advantages. There are many proven advantages to using social

media for medical education, as it is more dynamic. The content of education

material is accessible from anywhere and at any time, and it also increases

interaction among users. Our pilot can be implemented by any group of

learners with the utilization of existing resources to provide an additional

platform to learn EKG.
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USING THE QIKAT-R TO INCORPORATE PRACTICE-BASED

QUALITY IMPROVEMENT EDUCATION AND FEEDBACK DUR-

ING CLINICAL ROTATIONSWendy Fiordellisi. University of Iowa Hos-

pitals and Clinics, North Liberty, IA. (Control ID #2913054)

NEEDS AND OBJECTIVES: Participation in quality improvement (QI) is

required for medical students, yet providing meaningful QI experiences for

these learners remains challenging. Barriers include students' brief time on

clerkships and the desire to limit students' time away from patient care. We

created this curriculum to provide QI education that students could apply to

their own patient care while minimizing time away from clinical duties.

Curricular objectives are to 1) recognize the importance of QI as a healthcare

professional; 2) define key concepts of the Institute for Healthcare Improve-

ment (IHI) Model for Improvement; and 3) identify a quality gap observed in

patient care and apply the Model for Improvement to close that gap.

SETTING AND PARTICIPANTS: The curriculum was administered to 66

internal medicine sub-internship students at the University of Iowa from

9/2016 to 10/2017.

DESCRIPTION: A 45-minute didactic lecture discussing the need for QI in

healthcare and core QI concepts was pre-recorded. Learners viewed the lecture

online at their convenience. The IHI Model for Improvement was used to

define QI aims, measures, changes, and Plan-Do-Study-Act (PDSA) cycles. A

local example demonstrated utilization of these concepts in patient care.

Students completed a 1-page assignment, including a summary of a clinical

case from their clerkship, identification of a clinical quality gap, and a proposed

aim, measure, and change that could be utilized to close the quality gap.

Learners submitted their assignments to an online portal. One faculty member

evaluated the assignments and provided feedback online. Students were eval-

uated on their case summary and the correct identification of a relevant quality

gap. The standardized QIKAT-R rubric was used to evaluate the aim, measure,

and change.

EVALUATION: The mean assignment score was 13.6, with a range of 3 to 15

(n=66, maximum score of 15). All but 2 students correctly identified a quality

gap. Students struggled most with including a magnitude of change or time

frame in the aim (76%) and proposing a measure that was readily available to

be analyzed over time (74%). Interim survey responses from students (n=32)

showed that 81% strongly or somewhat preferred the online lecture over a live

lecture, 56% strongly or somewhat agreed that the assignment contributed to

their learning, and 69% strongly or somewhat agreed that the instructor

provided timely and constructive feedback.

DISCUSSION / REFLECTION / LESSONS LEARNED: This curriculum

uses asynchronous didactic learning to teach basic QI concepts to minimize

students' time away from patient care. Learners then apply these concepts to

patient care by describing their identifying quality gaps in patient care and

proposing aims measures, and changes. The QIKAT-R is used in a novel way,

not only as a rubric for scoring, but also to teach QI by delivering organized

feedback. Students demonstrated strong understanding of QI concepts with

high assignment scores, and survey results show students support the structure

and feedback provided by the format of this curriculum.

VETERAN-CENTEREDQUALITY IMPROVEMENTCONFERENCE

(QUIC) Etsemaye P. Agonafer2, 1; Gaetan Sgro2, 1. 1University of Pittsburgh

Medical Center, Pittsburgh, PA; 2VAPittsburghHealthcare System, Pittsburgh,

PA. (Control ID #2924715)

NEEDS AND OBJECTIVES: Often, healthcare quality is in the eye of the

beholder. The patient, the provider(s), administrators, and external governing

bodies each have their own perception of what constitutes quality health. Just

as reflecting on patient narratives can foster empathy and improve clinical care

on an individual level, a patient-centered approach to patient safety and quality

improvement ensures that patients remain the focus of our interventions. The

objectives of the Veteran-Centered QUICwas to use narratives of veteranswho

receive care at Veterans Affairs Pittsburgh Healthcare Systems (VAPHS) to

expose residents to key concepts in patient safety and quality improvement.

Participants in each conference will: 1. Describe how individual patient attri-

butes such as military service records, educational attainment and private-

sector employment influence their interaction with the healthcare system 2.

Describe how exploring patient perspectives enhance shared decision making

3. Leverage existing VAPHS resources to improve quality of care for veterans

SETTING AND PARTICIPANTS: Internal medicine residents at the Uni-

versity of Pittsburgh Medical Center (UPMC) Montefiore/Presbyterian Inter-

nal Medicine Residency Program and medical students at UPSoM attend a

monthly noon conference at VAPHS.

DESCRIPTION: Each 1-hour conference is focused on particular theme,

including: 1) Integrated Delivery Systems and Veteran Benefits, 2) Quality

Metrics- Inpatient and Outpatient, 3) Care Until the End- Death Benefits and

Honor Procession, 4) Care for the Whole Person- Domiciliary/Vocational

Rehabilitation, and 5) Discharges to Long-term Care Facilities/Community

Living Facilities. Roughly half of the session is devoted to review of relevant

topics in patient safety and quality Improvement, and the other half devoted to

an interview with a consented veteran whose personal experience relates to the

session's theme.

EVALUATION: Immediately after the conference trainees completed a survey

that evaluated their 1) knowledge of core concepts of quality improvement,

systems based practices and resources at VAPHS and 2) attitudes about

identifying and understanding patients' perspectives/ experience with care to

improve quality of care by using available VAPHS resources.

DISCUSSION / REFLECTION / LESSONS LEARNED: While various

conferences at our residency training sites have evolved to incorporate

a more modern approach to promoting quality and safety within

complex systems, Veteran-Centered QUIC represents the first time

patients and their stories have been at the center of our discussions.

Residents felt that hearing patient's stories was " an eye-opening

experience and brings you back to the mission of the VA… and a

great to hear patients' perspectives on ways to help make a patient's

care better." Evaluations have demonstrated that this approach may

lead to better knowledge of quality and patient safety concepts, un-

derstanding of the complex factors impacting patients' health, and use

of system resources to improve quality of care compared to more

traditional approaches.

VOICES OF INTERGENERATIONAL COMMUNITY EXPERI-

ENCES (PROJECT VOICE): A CO-LEARNING EDUCATIONAL INI-

TIATIVE WITH RESIDENT PHYSICIANS AND COMMUNITY

MEMBERS Fahid Alghanim2; Rebeca Rios4; Stephanie Nothelle2; Manasa

Ayyala3; Erica N. Johnson1. 1Johns Hopkins School of Medicine, Baltimore,

MD; 2Johns Hopkins BayviewMedical Center, Baltimore, MD; 3Rutgers New

Jersey Medical School, Newark, NJ; 4Georgetown University School of Med-

icine, Washington, DC. (Control ID #2941477)
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NEEDS AND OBJECTIVES: There is a growing need to incorporate an

understanding of social determinants of health (SDH) into graduate medical

education (GME) and service learning is a valuable way to achieve this.

However, it is rare that bi-directional learning with community members is

deliberately included in GME. Using community-based participatory research

(CBPR) tools, we developed a program to improve SDH education in our

internal medicine residency program. Specific learning objectives for partici-

pating trainees were to 1) identify SDH affecting community members, 2)

appreciate perspectives on aging and health from community members, 3)

reflect on ways that the influence of community members' voices impacts

relational skills in practice and 4) explore professional identity formation with

respect to advocacy and community health.

SETTINGANDPARTICIPANTS: This project brings together trainees from

the Johns Hopkins Bayview InternalMedicine Residencywith older adults and

Girl Scouts living in the Turner Station community in Baltimore, MD.

DESCRIPTION: Project VOICEwas designed to strengthen intergenerational

ties and promote bi-directional learning about health, aging and community.

Adapting the CBPR method of photovoice, activities were designed to high-

light these issues through stories and photographs. We held seven intergener-

ational discussions from July 2016 to May 2017, focused on chronic disease

and aging in the community, patient-doctor relationships and the role of health

advocacy in community engagement. In addition, we held two "Ask-A-Doc"

sessions in a senior center, as well as mid-year and end-of-year celebrations.

Eight resident physicians learned about community perspectives and shared

their own perspectives as physicians. Older adults shared personal stories about

aging, health, and community life. Youth participated in discussions, learning

concepts related to aging and health, and they documented their experiences

through digital photography and narration.

EVALUATION: We used mixed methods to compile descriptive qualitative

data (field notes of discussions, written reflections by trainees), and quantita-

tive data (participant surveys, attendance records). Achievement of objectives

was measured by trainees reporting a high degree of satisfaction with the

experience, expressing increased understanding of the influence of SDH in

the local community, and describing enhancement of clinical practice and

professional identity formation with respect to advocacy and community

health.

DISCUSSION / REFLECTION / LESSONS LEARNED: Our evaluation

showed that the program successfully fostered engagement of community

members and trainees in co-learning. By endorsing "agree" or "strongly agree"

to survey items, the eight trainees unanimously reported that participation in

intergenerational discussions led to an increased awareness of the health

concerns in Turner Station and a deeper understanding of the impact of chronic

disease on the community. All of the trainees noted that their participation in

this program would impact their practice.

WARD STORIES: REFLECTIONS OF EXPERIENCES ON INPA-

TIENT MEDICINE Etsemaye P. Agonafer2, 1; Gaetan Sgro2, 1. 1University

of Pittsburgh Medical Center, Pittsburgh, PA; 2VA Pittsburgh Healthcare

System, Pittsburgh, PA. (Control ID #2922826)

NEEDS AND OBJECTIVES: Narratives lie at the core of clinical medicine.

Patients share their stories and physicians take on the responsibility of

interpreting and acting upon them. These acts of listening and interpreting

open the door for enhanced empathic connections with others and a renewed

connection with the meaning of our work. Too often, such opportunities for

reflection are sacrificed to the demands of a rigorous clinical schedule. Ward

Stories grants residents and faculty the opportunity to reflect on the stories that

give our lives meaning. Participants in Ward Stories will: 1. Report improved

relationships with their patients and colleagues, and increased satisfaction with

their work 2. Incorporate into behavior engaging patients and members of the

medical team on a more personal level.

SETTING AND PARTICIPANTS: A group of residents from the University

of Pittsburgh Medical Center (UPMC) Montefiore/Presbyterian Internal Med-

icine Residency Program, medical students at the UPSoM, and multi-

disciplinary staff at VAPHS gather monthly over lunch to reflect on their

experiences caring for Veterans on the inpatient units.

DESCRIPTION:Ward Stories is a one-hour session facilitated by prompts to

honor veterans and share stories. Initially ground rules are set encouraging

participation, confidentiality andmutual respect. Participants are asked to share

a response to the following prompts 1) something you worried about before

starting this rotation, 2) something a patient said that made you laugh, 3)

something a team member did that you admired, and 4) one veteran from this

month that you will not forget. The session ends with reading of obituaries and

a moment of silence for patients who passed away during the rotation. Partic-

ipants obtain these stories during their daily work with the interdisciplinary

team, at bedside patient encounters and at times interactions with patient

families.

EVALUATION: Immediately after each session, a qualitative survey was

administered that assessed 1) participants attitudes toward their patients, their

work, and overall well being, 2) satisfaction and perceived influence of the

forum on their patient-provider relationship.

DISCUSSION / REFLECTION / LESSONS LEARNED: Participants

unanimously appreciated Ward Stories. They felt it is a "refreshing reminder

of the stories we and all of our patients have… a real meaningful way to

reflect… and realize all of the positive moments during times that are

exhaustingly busy… it helped remind me why we do what we do." Perhaps

incorporating regular reflection into our work will help us realize, as a partic-

ipant did, that "Many people have the same fears and are also thankful for

similar things… everyone including nurses, other med teams, social workers,

and service employees, we are in one situation." By enhancing participants'

perception of the diversity of the human experience in medicine and highlight-

ing the underlying sameness, Ward Stories has improved meaning in daily

work, camaraderie amongst members of the team, and encouraged participants'

engagement with patients.

WE'RE BETTERTOGETHER: A CURRICULUM FOR ENHANCING

INTERPROFESSIONAL CARE IN RESIDENT CLINIC Tanya

Nikiforova; Carla Spagnoletti; Scott D. Rothenberger; Kwonho Jeong; Peggy

B. Hasley. University of Pittsburgh, Pittsburgh, PA. (Control ID #2940642)

NEEDS AND OBJECTIVES: Interprofessional, team-based care is essential

for optimal patient care, yet residents receive little formal training on collab-

oration with interprofessional teams in the outpatient setting. We developed a

structured curriculum promoting collaboration between residents and the in-

terprofessional team in their continuity clinic. Specific aims include to: (1)

improve residents' knowledge of team members' roles and responsibilities, (2)

enhance attitudes towards team-based care, and (3) increase patient referrals to

team members.
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SETTING AND PARTICIPANTS: The curriculum was implemented for

internal medicine (IM) residents with continuity clinic at one large hospital-

based practice. A total of 71 residents with clinic at this location participated in

the curriculum.

DESCRIPTION: Residents participated in five 45-minute small group ses-

sions throughout the academic year, each dedicated to a specific interprofes-

sional team member's discipline: pharmacist, psychologist, social worker, care

manager, and diabetic/nurse educator. The session material, co-written by the

team members and study investigators, was presented in the form of interac-

tive, case-based discussions of common patient scenarios that require an

interprofessional approach to care. Each session was facilitated by both a

faculty clinic preceptor and the relevant teammember. Through these sessions,

residents learned about team members' roles, resources offered by team mem-

bers, and triggers for patient referral.

EVALUATION: We compared resident responses to a survey administered

before and after curriculum implementation. The survey evaluated resident

knowledge and attitudes related to team-based care. A total of 89% of residents

completed the pre-test and 76% of residents completed the post-test one year

later. Following curriculum implementation, residents' knowledge of team

members' names improved (32% correct pre vs 47% correct post, p=0.009).

Residents' awareness of the resources provided by team members improved

(mean score 3.4 pre vs 3.9 post on Likert-type scale from 1-5, p<0.001), as did

awareness of appropriate situations to consult team members (3.5 pre vs 3.9

post, p<0.001) and methods for consulting team members (3.4 pre vs 3.8 post,

p<0.001). Composite attitudes towards team-based care did not change (mean

score 3.6 pre vs 3.8 post on Likert-type scale from 1-5, p=0.12). To objectively

evaluate the impact of the curriculum on referral practices, a chart audit to

determine the frequency of referrals placed by residents to team members

before and after curriculum implementation is underway.

DISCUSSION / REFLECTION / LESSONS LEARNED: Our interprofes-

sional curriculum was effective at improving residents' knowledge regarding

working with interprofessional team members, and we are assessing its impact

on referral patterns. The collaborative approach to developing and presenting

this curriculum enhanced buy-in from all parties. Dedicating a full session to

each interprofessional team member allowed for an in-depth look at the scope

of services they provide.

WHEN LESS IS MORE: TEACHING THE ART AND SCIENCE OF

DEPRESCRIBING TO ADDRESS POLYPHARMACY IN PRIMARY

CARE Molly Brett1; Kelly L. Graham2. 1Beth Israel Deaconess Medical

Center, Brookline, MA; 2Beth Israel Deaconess Medical Center, Boston,

MA. (Control ID #2934240)

NEEDS AND OBJECTIVES: Polypharmacy has been associated with ad-

verse events and admissions, leading to interest in "deprescribing:"

discontinuing medications that are high risk or no longer offer benefit within

the context of a patient's life expectancy or values. Despite their roles as

primary care and inpatient providers for many patients with complex medica-

tion regimens, most medicine residents receive no dedicated instruction on

deprescribing. To address this gap, we designed and delivered a one hour

curriculum in which residents learned and applied a systematic framework for

deprescribing in the clinic setting. We hypothesized that delivery of this

curriculum would measurably impact resident attitudes, self-perceived skills,

and knowledge regarding deprescribing.

SETTING AND PARTICIPANTS: Our innovation took place within the

medicine residency program at Beth Israel Deaconess Medical Center in

Boston, MA. The program's residents spend one of every six weeks in

ambulatory practice, attending didactics in the mornings and serving as PCPs

in clinics across Boston in the afternoons. Our curriculum was delivered to

groups of second and third year residents over a six-week period.

DESCRIPTION:We developed a 60 minute curriculum to teach principles of

deprescribing. The curriculum utilized a mix of educational methods including

flipped classroom, group work, and lecture to address the following learning

objectives: 1. Appreciate prevalence and risks of polypharmacy. 2. Recognize

and apply a systematic approach to deprescribing. 3. Learn strategies for safe

discontinuation of specific high-risk or overprescribed medications. We

assessed resident attitudes towards, and knowledge of, deprescribing by ad-

ministering pre- and post-curriculum knowledge assessments and surveys. As

a quality improvement measure, we performed chart audits of medication lists

of elderly patients who have resident PCPs prior to delivery of the curriculum.

EVALUATION: 59 residents filled out pre-curriculum surveys and 43 com-

pleted post-curriculum surveys. Our data analysis is pending but will be

complete prior to the conference. In preliminary analyses, post-curriculum

surveys revealed increases in residents' self-reported knowledge and comfort

with deprescribing as well as frequency of deprescribing. Residents' average

scores on a 20-item knowledge assessment increased from 46 to 80 percent. At

the end of the year, the knowledge and attitude assessments will be repeated to

assess for durability, and we will repeat our chart audit to assess impact on

patient level outcomes.

DISCUSSION / REFLECTION / LESSONS LEARNED: This study sug-

gests that a one hour curriculum to improve knowledge of and attitudes

towards deprescribing can significantly increase knowledge, comfort with

deprescribing, and frequency of self-reported deprescribing among internal

medicine residents. Further efforts will include assessment of the durability of

these findings later in the academic year, and evaluation of this project's impact

on prescribing practices among resident primary care providers.

ZIP, ZAP, ZOP: IMPROV-ING MEDICAL STUDENT WELLNESS

David Ritzenthaler1; Carolyn Chan2; Klara K. Papp1; Hope Barkoukis1. 1Case

Western Reserve University, Cleveland, OH; 2University Hospitals Case Med-

ical Center, Cleveland, OH. (Control ID #2942565)

NEEDS AND OBJECTIVES: Studies have demonstrated that mindfulness

based training can improve psychological wellness in medical students, but

few other interventions are described in the literature. Improvisation, or im-

prov, is a form of live theater in which actors perform unscripted, and the entire

performance is made up in the moment. Principles used to make a successful

theater show can be applied in real life scenarios. Core principles in improv

such as "staying in the moment", and "active listening", were used to develop a

medical improvization course directed to decrease burnout, and increase resil-

ience amongst medical students.

SETTING AND PARTICIPANTS:Medical students in their first, third, and

fourth years were eligible to enroll. Once enrolled, participants were random-

ized into either a medical improvisation course, or a mindfulness course.

Participants were not made aware until the day of into which course they were

assigned. A total of 18 students were randomized in the intervention, with 5

participants completing the medical improvisation course, and 6 completing

the mindfulness course.
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DESCRIPTION: A novel improv curriculum was developed with local im-

provisational comedians that was designed to focus on improving medical

student wellness and resilience. To help build the connection between the

improv theater principles and wellness, student-centered reflections and dis-

cussions were held before and after each activity, game, and class. Session

topics are as listed: Session 1: Yes, and: The art of agreement and acceptance.

Session 2: Staying in the moment and listening like a thief. Session 3:

Delicious ambiguity and embracing uncertainty. Session 4: Adapting, flexibil-

ity and fun.

EVALUATION: Participants completed the Medical Student Well Being

Index (MSWBI), the Connor-Davidson Resilience Scale - 10 (CD-RISC 10),

at the first and final course sessions. In addition, a standard course evaluation

was completed at the end of the final session to provide general feedback on

course organization.

DISCUSSION / REFLECTION / LESSONS LEARNED: A small sample

size and recruitment challenges for the study allowed for limited comparisons

between the medical improv course and mindfulness class. The feedback

provided by the students suggest both an improv course and mindfulness

course may improve resilience amongst students. Next steps include integrat-

ing feedback from students to improve the improv course curriculum and

recruiting a larger number of student participants.

INNOVATIONS IN CLINICAL PRACTICE (ICP)

#DELETEDELIRIUM: AN INTERNAL MEDICINE RESIDENCY

PROGRAM'S EFFORTS TO REDUCE IN-HOSPITAL DELIRIUM

Carine Davila1; Lev Malevanchik1; Leslie Suen1; Serge Gajic1; Janet Chu1;

Connie Wang1; Sharmin Shekarchian1; Cary Kraft1; Amanda K. Johnson1;

Katie Raffel2; Bradley Monash1; Catherine Lau1; Stephanie E. Rogers1, 2.
1University of California, San Francisco, San Francisco, CA; 2University of

California San Francisco, San Francisco, CA. (Control ID #2945795)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

There is a deficit in physician compliance with placement of an orderset of

anti-delirium measures (delirium orderset) for patients at risk or who screen

positive for delirium in the hospital.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): To decrease in-hospital delirium by implementing

the delirium orderset (DO) for patients at risk or who screen positive for

delirium in a 600-bed urban academic medical center.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICEORCOMMUNITYCHARACTERISTICS):Delirium reduc-

tion is the focus of the internal medicine resident housestaff improvement

project for 2017-18. To this end, we are implementing a DO for patients at risk

of delirium or who screen positive for active delirium. The DO is a bundle of

orders validated for in-hospital delirium reduction, including interventions

aimed at maintaining patient orientation and reducing known causes of delir-

ium.We use the AWOL tool to screen for at risk patients and the NuDESC tool

to screen for active delirium. We have collaborated with an interdisciplinary

team to identify barriers to ordering the bundle and improve our rate of timely

implementation. These interventions include columns and alert flags in the

electronic medical record (EMR) to more easily identify high-risk patients;

dashboards providing overall and patient-specific feedback for each team; and

anti-delirium education with internal medicine attendings, residents, and bed-

side nurses. We have also started efforts to automate paging providers with the

results of positive delirium assessments.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): For our non-ICU ward patients who

are screened with an AWOL score of ≥2 or a NuDESC score of ≥2, our goal is
to implement the DO within 12 hours of a positive screen for ≥75% of these

patients.

FINDINGS TO DATE (IT IS NOT SUFFICIENT TO STATE FINDINGS

WILL BE DISCUSSED): Our pre-intervention success rate was ~40%. An

average of 127 patients per month from July to December 2017 were identified

as high risk for developing deliriumor actively delirious, out of an average of 460

total patients per month. With ongoing rollout of our interventions, successful

DO placement increased from 56.9% in Quarter 1 (July to September) to 73.4%

in Quarter 2 (October to December). There is notable variation, from initial lows

of 50.9% early in Quarter 1 to peaks of 90.2% late in Quarter 2.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?):We describe a successful internal medicine resident-led effort to

implement a DO to reduce in-hospital delirium. Our most successful interven-

tions to create behavioral change to increase DO placement were the incorpo-

ration of EMR alert flags and proactive paging of residents with positive screen

results. This highlights the importance that change initiatives need to incorpo-

rate easily into existing workflows, as with EMR alert flags, and not significant

add to resident workload. Our initiative shows ways to prevent, identify, and

treat delirium early on and educate providers regarding delirium and its

consequences. Ongoing efforts to scale this initiative across more hospitals

can help address the morbidity and mortality of this important condition.

CREATION OF A HOSPITAL MEDICINE SERVICE HANDOVER

TOOL Teresa M. Zoffuto. Vanderbilt University Medical Center, Nashville,

TN. (Control ID #2946158)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Despite the frequency of hospitalist patient handovers, there are no published

best practices to inform the communication of salient patient information and

care planning during this vulnerable period. This implicit variability in both

handover style and content may delay patient care by omission of case details

and remaining steps for discharge preparation.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): 1. Use both literature review and semi-structured

interviews of clinical hospitalists to create a relevant, standardized hospital

medicine service handover tool for frequent use.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING

ORGANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPA-

TIENT, PRACTICE OR COMMUNITY CHARACTERISTICS):

Authors performed a literature review of best practices for the hand-

over of hospitalized patients and interviewed attending hospitalists

using a nominal group technique. Findings from literature review

and recurring themes from the interviews were merged to create a

standardized Hospital Medicine Service Handover Tool. In February

2016, the Handover Tool was implemented amongst all attending

hospitalists and was integrated into the Electronic Health Record for

JGIM ABSTRACTS S751



ease of use. The hospitalist group covers five to seven non-resident

general internal medicine teams in a large tertiary care, academic

center.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): An electronic survey was employed

in July 2016 to evaluate hospitalist perspectives on the Handover Tool.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): Amongst survey respondents (N=20, 71% re-

sponse rate), 90% reported always completing the Handover Tool. The Hand-

over Tool was felt to be a very effective tool for systematically communicating

patient information by 85% of respondents. The handover template decreased

duration of service handover amongst 70% of physicians. 75% of physicians

reported that the tool increased their confidence in caring for new patients.

Overwhelmingly, physicians agreed that the tool improved their communica-

tion with consultants and case management, and facilitated discharge planning.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Using a standardized handover template imbedded within the

Electronic Medical Record increased attending hospitalist confidence in both

caring for and discharging hospitalized patients. Assessment of current re-

search and innovative data, as well as front-line physician input empowered

authors to create an easily accessible yet powerful template to improve value of

both inpatient care and care transitions. These findings may have significant

implications for hospitalists seeking to both improve and streamline service

handover practices.

10 RECOMMENDATIONS TO IMPROVE ELECTRONIC HEALTH

RECORD SATISFACTION AND REDUCE BURNOUTAMONG PHY-

SICIANS Siddharth Bhesania1; PARAG MEHTA2, 3; Donald Moore1, 3;

David S. Dinhofer3. 1NewYork-Presbyterian Brooklyn Methodist Hospital,

Brooklyn, NY; 2NewYork-Presbyterian BMH Hospital, Brooklyn, NY; 3Med-

ical Society of State of New York, Westbury, NY. (Control ID #2943800)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Burnout among the physicians is on rise, and electronic health record(EHR)

is the leading cause. Despite the technological advancements in the EHR,

substantive benefits in patient care aren't felt by physicians.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): The Medical Soceity of the State of New York

-Health Information Technology (MSSNY HIT) committee decided to survey

physicians to find out how physicians felt about the transition and use of the

EHR. It was aimed to find out predictors of satisfaction and to recommend

successful implementation and adoption of EHR.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING

ORGANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPA-

TIENT, PRACTICE OR COMMUNITY CHARACTERISTICS):

The MSSNY HIT committee sent out a survey via email to all physicians

in the MSSNY database. Our goal was to receive minimum 500 re-

sponses. Satisfaction levels were divided into three categories (1-disap-

pointed or very disappointed, 2-neutral, 3-satisfied or very satisfied).

Satisfaction levels were compared with various predictors of EHR satis-

faction using univariate logistic regression analysis.Physicians who are not

using EHR were not included in the analysis.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Survey results were deliberated

among the HIT committee, and the committee examined predictors of satis-

faction and came out with ten recommendations. These recommendationswere

further discussed and approved by the MSSNY council and the MSSNY

House of Delegates.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATE FINDINGS

WILL BE DISCUSSED): Survey results showed more than 50% of physi-

cians were dissatisfied with their EHR use. The top reasons for disappointment

on EHR involve it being a distraction from patient care, time-consuming, an

inefficient workflow and the vendor failing to address technical concerns and

functionality problems.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Transition to digital medical records is mandated by the Federal

Government but is ignoring the real consequences of this transition. HIT

Committee deliberated the survey results and made 10 recommendations.

1)Improve design and workflow so that EHR: Doesn't take away time spent

with patients; Does not interfere with the doctor-patient relationship and

Ideally, creates a patient-doctor interaction which appears seamless with data

entry almost not seen or felt by either of the two parties. 2)Workflow should be

customizable not only to fulfill various needs of different specialties but also to

accommodate needs of every individual physician. 3)Reduce documentation

requirements by physicians that serve functions other than patient care. 4)Re-

consider incentives and penalties that don't put these recommendations at the

top of the priority list. 5)Reduce cost of EHR. 6)EHR should help generate

necessary reports and allow e-prescription of medications. 7)EHR should

reduce cognitive burden by having Clinical Decision Supports systems that

alert physicians to gaps in care without disrupting workflow. 8)We need an

interoperability mandated that goes beyond the current status and forces

vendors to include this without additional cost to the providers. 9)Improve

the value of notes in telling the patient's story and the thought process of the

physician rather than the volume of data. 10)EHR should capture episodes of

care rather than encounters.

A CLINICAL DECISION SUPPORT (CDS) SYSTEM TO ASSIST

HEALTHCARE PROVIDERS DURING TOBACCO CESSATION IN-

TERVENTIONS Andrey Soares1; Lisa Schilling1; Joan M. Davis2. 1Univer-

sity of Colorado, Aurora, CO; 2A. T. Still University, St. Louis, MO. (Control

ID #2938914)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

This study addresses the often-cited barriers of time constraints and adequate

training to effectively deliver behavioral, social and pharmaceutical aspects of

tobacco cessation interventions.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): Test and refine a CDS tool designed to assist

healthcare providers to deliver evidence-based tobacco cessation

recommendations.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): This CDS can

offer healthcare providers a powerful tool that creates personalized tobacco
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treatment plans based on individual patient data. The tool was built with

computable rules extracted from the 2008 Treating Tobacco Use and Depen-

dence Guideline and a user interface to allow providers to interactively handle

the data and visualize results of the decision-making process. It can run as a

standalone application, and development to support bidirectional data integra-

tion with electronic health record systems is underway.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Outcome measures include 1) com-

paring recommendations generated by the tool with recommendations provid-

ed by tobacco treatment specialists, 2) assessing the selection of medications

and appropriate dosage tailored to the patient's health condition, and 3) eval-

uating discussion points and decision factors (rationale) for selecting or

rejecting medications, which can be used to build a script with information,

questions, and warnings that providers can use to assist their interaction with

the patient and with documentation of their decision-making.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): Preliminary results of the analysis of 10 de-

identified patient cases by the CDS system and a tobacco treatment specialist

show that the tool has the potential to match the recommendations offered by a

specialist (Cohen's kappa ranged from -0.20 to 0.83 for medications+dosage).

The tool can provide relevant information to assist with counseling and can

prompt the provider to clarify or acquire more information about the patient to

support the decision-making process for selecting an appropriate treatment. It

needs however enhancements for recommending appropriate dosages for the

medication selected and to take into consideration support for combination

therapy and prioritization of alternative treatments to improve the

recommendations.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): A CDS system for tobacco cessation can process patient data to

generate personalized recommendations based on the extent of tobacco use,

other co-occurring conditions, drug-drug interactions and potential adverse

events. This tool can process patient health information and generate

evidence-based treatment recommendations even before a healthcare provider

sees a patient in the office, greatly reducing the time required to investigate

tobacco cessation interventions and allowing more time for discussion, includ-

ing goal setting and motivational interviewing techniques. For instance, pre-

liminary analysis and recommendations can be generated as soon as the patient

information is collected (e.g., while patient is in the waiting room prior to

appointment or at home through a web portal) or when a doctor accesses the

patient information.

AGROUP PROGRAMFORCHRONIC PAIN PATIENTSONCHRON-

IC OPIOIDS Matthew J. Townsend1, 3; Lindsey Kelly2; Barbara Ogur1, 2.
1HMS Center for Primary Care, Boston, MA; 2Cambridge Health Alliance,

Cambridge, MA; 3Harvard Medical School, Boston, MA. (Control ID

#2942236)

STATEMENT OF PROBLEM OR QUESTION (ONE SEN-

TENCE): New understandings of the potential hazards of chronic

opioid therapy have left providers caring for chronic pain patients

without clear alternatives for helping patients taper their opioid use

and manage their pain.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): 1. To assess the utility of a program of group

support and education for chronic pain patients on long-term chronic opioid

therapy. 2. To establish an efficient program, consistent with current guidelines

and acceptable to providers and patients.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS):We implement-

ed monthly group visits for chronic pain patients on chronic opioid therapy at a

community health center. All adult patients on opioids for longer than 3months

were identified by EPIC search and recruited into the program unless their

primary care provider considered them inappropriate. 21 patients completed at

least 6 months of the program. Group visits consisted of 1 hour of a combina-

tion of group support and education on the pathophysiology of chronic pain,

the neurobiology of opiates, and alternative modalities for controlling pain.

Each patient had a check-in with a medical provider to assess their pain,

establish goals for treatment, and prescribe their medication. . .

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Patients were monitored for depres-

sion, anxiety, level of pain, and level of function using standard scales. Opioid

doses were tracked. Compliance with guidelines for management were mon-

itored by assessing use of urine drug screens, controlled substance contracts,

and state prescription monitoring program verification. Patient acceptance was

monitored through attendance, interim requests for extra prescriptions, feed-

back from focus groups and thematic analysis of recordings of group sessions.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): The program provided care consistent with guide-

lines for chronic opioid prescription. An average of 1.4 urine drug screens per

patient were done over the 6 months prior to the program and 2 screens/6

months per patient during the program. Five patients had no urine screens prior

to the program, and only one anuric patient lacked a urine screen during the

program. Only 48% of patients had controlled substance contracts before the

program, versus 100% afterwards. Measures of pain, depression, and anxiety

did not change over the first year. Unexpected positive urine drug

screens were 17.7% at baseline and 15.5% during the program.7

patients (30%) achieved a decline in morphine equivalent dose

(MED), 14 (52%) experienced no dose change, and 4 (17%) a dose

increase. Average MED/day increased non-significantly from 73 mg to

97 mg. Patients reported that while some felt stigmatized by being

forced to attend and felt they had less monthly individual time with

their provider, the group provided them with valuable support from

others in a similar situation. Patients recommended that better access

to alternative treatment modalities be provided.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?):A program of group support for chronic pain patients on chronic

opioids can regularize processes of care in a way that is acceptable and valuable

to patients.

A NOVEL SYSTEM FORHANDLING PEERTO PEERREVIEWSOF

OBSERVATION STATUS WITH PRIVATE PAYERS John Szymusiak;

Andrew Urbach; Andrew Buchert. University of Pittsburgh School of Medi-

cine, Pittsburgh, PA. (Control ID #2936314)
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STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Physicians are often asked to preform peer to peer reviews (P2Ps) with payers

regarding observation status designations for patients, a process that most

clinicians are unfamiliar with and which affects hospital reimbursement.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): 1) To create a dedicated group of physicians

trained in carrying out P2Ps. 2) To secure more appropriate reimbursement

for the services provided to patients by the hospital.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Observation

status is a billing designation used for patients who are admitted to the hospital

who are not felt to meet criteria for inpatient hospitalization. For non-Medicare

patients, this is defined by payers using various criteria. Observation status

patients are billed as ambulatory care and hospitals are reimbursed at

lower rates than for commensurate inpatient care. When payers and the

hospital disagree about a status designation, physicians can perform a P2P

with a physician employed by the payer to resolve the disagreement. At

most hospitals, P2Ps are handled by the attending physician of the

patient's inpatient team. Often, these physicians have minimal understand-

ing of the P2P process, and view this task as an added burden to their

clinical responsibilities. Starting with fiscal year (FY) 2012, our hospital (a

large, academic, tertiary care pediatric hospital) created a group of physi-

cians who handle the hospital's P2P discussions with payers. The group

consists of 6 members currently. Members learn how to efficiently review

a chart, recognize relevant information that payers use in making deci-

sions, and present a compelling argument. Utilization review nurses iden-

tify when there is a discrepancy between payer's designation of status and

what they feel is appropriate, and notify the group. P2P outcomes are

tracked using the "Canopy" system.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): We carried out a retrospective anal-

ysis of the P2P cases since FY 2012 to assess the effectiveness of our process.

We assessed the number of cases reviewed, the percentage of cases in which

inpatient status was approved or payment was increased, and estimated funds

recouped by the hospital.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): The number of cases reviewed increased from 46

in FY 2012 to 203 in FY 2017. The percentage of reviews resulting in inpatient

status or an increase in reimbursement ranged from 68-94%. Starting with FY

2016, the amount of money recouped by the hospital by P2P status changes has

been estimated- for FY 2016 this amounted to $798,670. This data for FY 2017

is pending.

KEY LESSONS FOR DISSEMINATION (WHAT CAN OTHERS

TAKE AWAY FOR IMPLEMENTATION TO THEIR PRACTICE

OR COMMUNITY?): While no benchmarking data exist for success

rates of P2P status reviews, we feel that our system has been suc-

cessful in securing more appropriate payment for the services provided

to our patients than if the process were left to individual physicians.

By maintaining a small team our physicians are able to develop a

relationship with payer physicians, and we believe this collegiality

allows for more fruitful discussions and improved outcomes. We feel

that a similar system would prove successful at other hospitals and in

other specialties.

A NOVEL, PATIENT-SPECIFIC, EMR-BASED INTERVENTION IM-

PROVES CLINIC-WIDE RATES OF FALL RISK SCREENING

WITHOUT SACRIFICING CLINIC TIME Rebecca L. Markowitz. Uni-

versity of Minnesota, Minneapolis, MN. (Control ID #2935419)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

How to intelligently assign and administer fall risk screening as part of the

Merit-based Incentive Payment System (MIPS) quality measures for a large

multi-disciplinary ambulatory clinic

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): By drawing on the example of fall risk screening

implementation, after my presentation learners will be able to: 1. Increase clinic

efficiency by using patient entered questionnaires (PEQs) 2. Better individu-

alize and target screening using the electronic medical record (EMR)

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): 2017 MIPS

performance is weighted 60% on quality and requires clinics to report on at

least six measures in order to receive incentives. This has introduced new

burdens on many primary care clinics, as well as specialty clinics who may

report to MIPS under the same Taxpayer Identification Number. The MHealth

Clinic and Surgical Center (CSC) is a large urban, multispecialty academic

clinic that includes primary care. Recognizing the time constraints of a busy

clinic visit, we used a novel approach to assigning PEQs to improve a number

of quality metrics, including fall risk screening. PEQs are completed by

patients either at home or immediately prior to the visit on a tablet. To satisfy

MIPS, fall risk screening should be completed at least yearly for adults 65 years

and older. Given that patients often see specialists at the CSC but receive their

primary care elsewhere, limiting the PEQ to just physicals would miss many

patients. Conversely, assigning the PEQ to be answered at every visit would be

overwhelming and not clinically useful. Therefore to assign the PEQ we

leveraged the health maintenance feature of our EMR which is individualized

to the patient and requires fall risk screening annually only for patients 65 years

and older. On scheduling a visit, the PEQ is automatically assigned only if the

patient is due for fall risk screening. Once the PEQ is completed, it satisfies

heath maintenance for one year.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Our primary measure of success is

the completion rate of appropriate fall risk screening for patients seen at the

CSC.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATE FINDINGS

WILL BE DISCUSSED): In July 2017, the rates of patients who met MIPS

criteria for fall risk screening seen in primary care and the entire CSC were

39% (146/375) and 33% (837/2552), respectively. Our project was initiated in

primary care starting in September and will go live across the CSC starting in

mid-December. The most recent data from November for primary care shows

that our current rate of screening is 72% (342/473), while it remains at 41%

(1121/2762) for the CSC.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): The success of our intervention relies on (1) shifting work away

from providers, (2) maximizing time spent prior to the visit, and most impor-

tantly, (3) automatically targeting a select group of patients based on individual

characteristics rather than visit type. These same principles are applicable to
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many other topics such as diabetic eye exams and depression screening, which

we are actively rolling out.

A PHLEBOTOMY REDUCTION INITIATIVE: ENGAGING RESI-

DENTS INRESOURCEOPTIMIZATIONANDQUALITY IMPROVE-

MENT Jacob Cogan1; Eric Venker1; Michael Gavalas2; MatthewCummings1;

Maya Vankineni1; Subani Chandra1. 1Columbia University Medical Center,

NewYork, NY; 2Mount Sinai School of Medicine, NewYork, NY. (Control ID

#2929099)

STATEMENTOFPROBLEMORQUESTION (ONE SENTENCE):Can

educating residents on the issue of phlebotomy over-utilization result in the

reduction of inpatient lab test orders, translating to long-term improvements in

workflow efficiency, cost-savings, and patient satisfaction without compromis-

ing patient safety?

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): 1) Educate residents on the national over-

utilization of lab testing, and the indications for routine inpatient lab test

ordering. 2) Change resident behavior to result in a consistent reduction of

the number of inpatient lab tests ordered. 3) Encourage residents to prioritize

quality improvement and cost-conscious practice and to utilize quantitative

data around their resource utilization habits.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Residents of

the Internal Medicine Residency Program at Columbia University Medical

Center are spearheading an intervention to reduce lab test utilization on the

inpatient general medicine service. The intervention involves 3 steps: ● Edu-

cate every new group of house staff rotating onto the service about over-

utilization of lab testing nationally and at our center, and on studies showing

safe reduction of lab testing without adverse impact on patient care. ● Track

provider-level data on the rate of ordering of our most commonly used tests. ●

Provide individual-level feedback to house staff regarding their rate of lab

utilization compared to matched controls. Feedback is provided to residents

halfway through the month-long rotation, and again at the end of the month.

Academic year 2017-18 is the intervention year and 2016-17 is the control

year. To account for differences due to time-of-year effect, we use the same

calendar months of the intervention and control years for comparison.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Success of the intervention is cur-

rently determined by comparing quantity of house staff lab test orders during

the control year and the intervention year. Individual tests tracked are CBCs,

BMPs, Mg, Phos, LFTs, PT/INRs, PTTs, and Type and Screens. In the near

future, we will evaluate trends in length of stay, ICU transfer, mortality, and 30-

day readmission during the pre- and post-intervention periods. We will also

evaluate the broader impacts of this project on workflow optimization, cost-

savings, and patient satisfaction.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): There has been a 26% decrease in the eight most

common lab tests ordered in the first six months of the intervention arm

compared to control arm (51,543 tests vs 69,927 tests). The largest decreases

were seen in orders of LFTs (28%) and parameters of coagulation (PT/INR and

PTT, 26% and 27% respectively), tests which arguably have the least indica-

tions for daily monitoring.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Phlebotomy utilization reduction in residency training programs

is feasible and sustainable. By using an intervention of education, data track-

ing, and performance feedback, substantial reductions in numerous types of

inpatient lab test orders were achieved. Given the low-tech nature of these

interventions, we believe this initiative should be easy to replicate at other

centers.

A POP HEALTH APPROACH TO ADVANCE CARE PLANNING

THROUGH PRIMARY CARE: LEVERAGING HEALTH IT, DATA

SCIENCE, AND PATIENT NAVIGATORS Azalea Kim1; Jared Lowe1;

Lawrence Greenblatt1; Indhira Udofia2; Chenita Jackson2; Lynn Bowlby1.
1Duke Health, Durham, NC; 2Duke Outpatient Clinic, Durham, NC. (Control

ID #2927658)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE): A

pathway for primary care practices to meet the advance care planning (ACP)

needs of patient populations using health IT and data science tools and non-

physician providers is needed.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): Apply a predictive model to identify patients who

might benefit from ACP; Complete ACP-dedicated appointments with non-

physician Patient Navigators; Use EMR tools to standardize ACP documen-

tation and make data accessible across care settings

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): We piloted a

population-health based pathway to provide ACP in an urban, primary care

practice in Durham, NC. We identified and risk stratified patients appropriate

for ACP through a predictivemodel that takes into account age, co-morbidities,

and hospitalizations in the last year. Two non-physician providers with back-

grounds in social work served as Patient Navigators. Target patients were

contacted by the Patient Navigators or clinic schedulers to attend a "Care

Planning Appointment." At these appointments, Patient Navigators prioritized

the following: legal designation of a healthcare power of attorney (HCPOA);

eliciting patient-reported values; and using EMR tools including an "ACPNote

Template" to enable focused documentation, and an "ACP After Visit Sum-

mary" to empower patients to continue discussions with their designated

surrogate(s). As specific health care questions arose, Patient Navigators

contacted PCPs to facilitate next steps in the conversation.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Number of target patients contacted;

Number of completed ACP appointments; Number of appointments resulting

ACP note/Scanned HCPOA form

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): Our model identified 479 patients appropriate for

an ACP appointment. Between 7/1-11/20/2017, we completed outreach to 245

patients, scheduled 134 patients for ACP appointments, and completed 117

ACP appointments (48% of total contacted). 40 patients (30% of scheduled

appointments) wanted to bring a family member or caregiver with them. All
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completedACP appointments generated anACPnote, 107 of the appointments

led to a new HCPOA designation and legal form completion, and 102 were

notarized on site and scanned into the EMR. Pilot will end 4/30/2018.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Integration of ACP in primary care is feasible and can be

delivered through a population health-based approach that uses health IT tools

and predictive models. The model enabled us to focus limited resources on

higher risk patients and EMR tools enabled alignment of providers across care

settings. Our patient navigators provided bandwidth to engage patients through

a new type of clinic encounter. Their backgrounds in social work and excellent

communication skills were critical components of our success. Patients and

families, as well as PCPs and practice staff expressed appreciation for the

opportunity to engage in ACP. We hope this might promote provider resilience

and job satisfaction. Lastly, we recognize that ACP is just one part of a broader

"toolbox" of interventions need to be developed to manage the diverse needs of

medically complex patient populations.

A QUALITY IMPROVEMENT PROJECT TO IMPROVE OUTPA-

TIENT OSTEOPOROSIS SCREENING RATES IN WOMEN OVER

65 USING ATEAM-BASED HUDDLE Carlos A. Lopez; Sushmitha Echt;

Ankita Sagar; Jennifer Verbsky. Northwell Health,Manhasset, NY. (Control ID

#2946147)

STATEMENTOF PROBLEMORQUESTION (ONE SENTENCE): Are

interdisciplinary team-based huddles an effective way of improving osteopo-

rosis screening rates?

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): To improve resident compliance in ordering oste-

oporosis screening for female patients and to improve patient adherence with

osteoporosis screening.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Osteoporosis

is a disease characterized by skeletal fragility that increases the risk of fracture.

The U.S. Preventive Services Task Force recommends screening for osteopo-

rosis in women aged 65 and older since interventions mitigate the risk and

morbidity of low-trauma fractures. Dual-energy x-ray absorptiometry (DXA)

is widely available, offers precise measurements of bone mineral density at

various sites, and can monitor response to treatment. The Northwell Improving

Patient Access Care Cost Through Training (IMPACcT) program is a grant-

funded inter-professional training model that incorporates a team-based mul-

tidisciplinary approach to outpatient care through the use of daily small-team

huddles prior to each clinic session. The team consists of two internal medicine

residents, an attending physician, a medical assistant, a clinic coordinator, a

pharmacist, a psychologist, and medical learners from each discipline. During

huddles, a patient's case is discussed, visit goals are identified, and team

members' responsibilities are established. Our medical assistant was tasked

with identifying women aged 65 and older who qualified for screening via

DXA. Prior to each clinic session, she would review the patient's chart for

records of previous screening; residents and the clinic coordinator were then

notified of the screening status during the huddle so that a referral could be

ordered for the visit.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO

EVALUATE PROGRAM/INTERVENTION): The proportion of patients

that presented during the study period that had adequate osteoporosis screening

by the time of their first visit was compared against the proportion of patients

who had had screening completed by the end of the study. The proportion of

visits during this period where an appropriate referral was provided by the

resident to eligible patients was also measured.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATE FINDINGS

WILL BE DISCUSSED): From September 2016 to March 2017, 52 women

were identified that were eligible for osteoporosis screening; of these, 21

(40.4%) were already up-to-date with their osteoporosis screening. In 36 of

the remaining patients that were eligible for a DXA scan, an order was

correctly placed in 14 visits. By the end of the study, 37 of the eligible 52

women had obtained DXA scans and been screened for osteoporosis, raising

the cohort's screened proportion from 40.4% to 71.2%.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Incorporating explicit inclusion criteria for screening into team-

based huddles to identify eligible patients improved osteoporosis screening

rates, compared to usual care, which relied on the provider to remember to

identify which patients were eligible for screening during the visit. Utilizing

interdisciplinary team members such as medical assistants in a huddle-based

approach shows promise in helping improve health maintenance screening in

other domains.

A RESIDENT-LED, MULTIDISCIPLINARY TEAM APPROACH TO

INCREASING NALOXONE PRESCRIBING AT HOSPITAL DIS-

CHARGE FOR PATIENTS AT RISK OF OVERDOSE Shirin Hemmat1;

Jessica Wang2; Michael Incze3; Chloe Ciccariello1; Nadine Pardee1; Erica

Bass1; Julie Ma4; William Huen1; Marlene Martin1. 1University of California,

San Francisco, San Francisco, CA; 2UCSF, San Francisco, CA; 3Univeristy of

California, San Francisco, San Francisco, CA; 4Zuckerberg San Francisco

General Hospital, San Francisco, CA. (Control ID #2945394)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Though naloxone decreases the morbidity and mortality associated with opioid

overdose, the leading cause of unintentional death nationwide, most patients

prescribed opioids do not receive a prescription for naloxone at discharge.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREEOBJECTIVES):Our objective was to increase the rates of naloxone

prescription at discharge in an urban, safety net hospital among patients at risk

of opioid overdose including patients with new opioid prescriptions, existing

opioid prescriptions, history of opioid use disorder, and history of any

overdose.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): In response to

an institution-wide quality improvement incentive program, a team of six

internal medicine residents, a faculty hospitalist, and a clinical pharmacist

collaborated with nursing, pharmacy and inpatient teams to increase safety

around opioid use at discharge. Baseline data from our internal medicine

resident-led inpatient services demonstrated that only 8.3% of patients who

filled an opioid prescription at our discharge pharmacy were co-prescribed

naloxone. In order to increase this rate, we aligned with hospital leadership to

secure funding for naloxone for the minority of patients who did not have
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insurance coverage for this prescription. We developed an educational cam-

paign for housestaff, nursing, hospitalists, and pharmacists about identifying

patients at risk of opioid overdose and indications for prescribing naloxone.

Interventions included monthly addiction medicine didactics, widely dissem-

inated educational material, development of decision support tools in our

electronic health record, and one-on-one coaching with nursing and clinical

pharmacists. We also provided biweekly updates to housestaff, pharmacists,

and hospitalists on rates of opioid-naloxone co-prescribing stratified by med-

ical team to foster a sense of competition. Residents will receive a small

financial incentive if a pre-specified target of 25% of patients discharged with

an opioid prescription are co-prescribed naloxone.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Our primary measure was the per-

centage of patients discharged with a prescription for opioids who were also

prescribed naloxone at discharge.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): One month after the initiation of our project, the

rate of patients discharged from our Internal Medicine service with a prescrip-

tion for opioids who were also prescribed naloxone has increased from 8.3% to

33.3%.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): A resident led multidisciplinary, multifaceted project can effec-

tively increase naloxone prescribing to at-risk groups one month after imple-

mentation in a safety-net urban hospital. Key interventions included a multi-

disciplinary educational campaign, aligning with hospital leadership to obtain

financial coverage for naloxone, working with pharmacists and nursing to

ensure proper patient education about naloxone use and incentivizing resident

physicians to prescribe naloxone at discharge for patients at risk of opioid

overdose.

A WHIRL-WIND INNOVATION: REVOLUTIONIZING INPATIENT

ROUNDING WITH THE WHIRL Malcolm L. McDonald1; Youssef

Masmoudi1; Nikhil Patel1; Alysha Taxter1; Mark Frenkel1; David P. Miller2;

Ajay Dharod2. 1Wake Forest School of Medicine, Winston Salem, NC; 2Wake

Forest Medical Center, Winston Salem, NC. (Control ID #2929060)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Creating inpatient rounding lists requires time-consuming chart review, is

prone to inaccuracy and often contributes to provider dissatisfaction.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): We aimed to build and integrate an inpatient

rounding list application integrated with a large commercial electronic health

record (EHR) with the goal of decreasing manual chart review time, improving

provider satisfaction and increasing the accuracy of inpatient lists.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): The Wake

Health Inpatient Rounding List (termed WHIRL) pulls data directly from the

EHR to generate a clear, concise, and accurate printout for the rounding team.

WHIRL displays patient name, age, location, length of stay, code status, vital

signs, ins/outs, labs and meds. Clinicians can customize the layout, fields

included and amount of detail shown to meet their needs and preferences.

Handoff fields can be selected, sized and organized to yield a printable PDF

list, which is typically 1-2 pages in length.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION):We first tested WHIRL with a group

of beta-users including faculty, fellows, residents, pharmacists and medical

students who all completed baseline and follow-up surveys to assess impacts

on workflow, satisfaction and list accuracy. After full implementation in

August 2017, we monitored server data to track the total number of users,

active users per day, lists generated per day and number of unique patients

accessed across the health system.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILLBEDISCUSSED):Of 61 beta users, 23 (38%) completed baseline and

follow-up surveys. We report results as median [IQR]. Chart review time

decreased from 60 mins [60,90] to 30 mins [20,60], p<0.01. Provider satisfac-

tion rated on a scale of 1 (unsatisfied) to 100 (satisfied) increased from 30 [17,

60] to 80 [65, 57], p<0.01. The burden of preparing for rounds rated on a scale

of 1 (easy) to 100 (difficult) decreased from 70 [65, 78] to 50 [20, 65], p<0.01.

Percentage of time providers perceived inaccuracies on the list decreased from

25% [10, 75] to 15% [5, 30], p=0.05. WHIRL usage increased from 50 to over

800 users within 1 month of implementation. Weekday (non-holiday) WHIRL

server usage data from October to December 2017 reveals a daily median

[IQR] of 109 [105,118] active users, 240 [213,264] lists generated and 685

[641,726] patients accessed across the health system; notably, these trends

appear sustainable.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?):Our EHR-integratedWHIRL application successfully automated

the creation of daily rounding lists, saving clinicians' time, decreasing rounding

list errors and improving satisfaction. Our programming architecture allows

WHIRL to be implemented at other sites utilizing the same major EHR

provider.

ACHIEVING 70% CONTROL - HOW HARD CAN IT BE? Lauren

Drake1; Hillary Chrastil2; Wagner J. Schorr-Ratzlaff3; Huong M. Lam3; Mary

W. McCord3; Laurence Williams3; Carmen L. Lewis1. 1Univesrity of Colora-

do, Denver, CO; 2University of Colorado, Aurora, CO; 3University of Colo-

rado, Denver, CO. (Control ID #2934331)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Based on national data suggesting only half of people in the US with hyper-

tension (HTN) have their blood pressure (BP) controlled (CDC, 2016), The

Million Hearts initiative challenged health care systems to achieve a 70% BP

control rate.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): - Achieve 70% HTN control. - Deliver accurate

patient-level data to providers to promote outreach, encourage follow up and

reduce clinical inertia. - Implement multiple practice-level support strategies to

improve BP control rates.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): We received

an award from the American Heart Association (AHA) to achieve 70% control

in our two academic General Internal Medicine practices in metro Denver. The
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two practices care for 7,100 patients with HTN (ages 18-85). Forty-six faculty

providers staff the practices (18.8 FTE), with another 60 resident physicians

assigned as their outpatient continuity clinic. The project time period was 18

months. We provided individualized bi-monthly data to providers via email.

Email text described a comparison of the provider's HTN control this month

compared to last and the number of patients needed to reach goal. Attached to

the email were provider rankings and the provider's individual hypertensive

patient list. In addition, we provided multiple practice-level support strategies

including: 1. Patient education posters in exam rooms that included goal BP,

proper measurement technique, risks for being uncontrolled, and nutrition tips.

2. No charge BP checks with medical assistants (MAs) that documented results

in the electronic health record. 3. Quarterly BP measurement technique train-

ings for MAs. 4. Outreach by schedulers to offer uncontrolled patients HTN

follow up. 5. Focused supervision with Residents regarding their patient panel.

6. Optional intensive patient education via an interdisciplinary clinic model.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): We defined control as the patient's

last BP reading within the healthcare system being ≤ 140/90. We measured

success by (1) percent of hypertensive patients with their BP under control and

(2) percent of providers achieving 70% HTN control for their panel.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED):At the start of the project, 2,768 patients at the two

clinics had uncontrolled HTN. By the end of the project, one-fourth (693) of

those patients achieved BP control, for a combined HTN control rate of 70.3%.

Practice A began the project at 62.7% HTN control and ended at 67.8%, an

absolute difference of 5.1%. Practice B began the project at 60.2% control and

ended at 75.3%, an absolute difference of 15.1%. At the start of this project,

33% of Faculty Providers at Practice A and 27% of Faculty Providers at

Practice B were achieving 70% HTN control. By the end of the 18 month

project period, those numbers rose to 63% of Providers at Practice A and 88%

of Providers at Practice B.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): We were able to achieve the 70% goal set forth by AHA and

Million Hearts by providing actionable patient-level data to providers, sup-

ported by multiple practice-level interventions.

ACUTE PAIN MANAGEMENT IN AN OPIOID FREE COMMUNITY

BASED URGENT CARE CLINIC Lindsey E. Fish; Jennifer Adams. Den-

ver Health, Denver, CO. (Control ID #2945953)

STATEMENT OF PROBLEM OR QUESTION (ONE SEN-

TENCE): In the setting of the national opioid crisis, attention needs

to be paid to the management of acute pain syndromes in urgent care

(UC) settings and the role of schedule 1 and 2 controlled opioids (C1

or C2) in pain management.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREEOBJECTIVES):We aimed to provide appropriate pain management

to patients with acute pain syndromes who presented to an urban urgent care

clinic while avoiding the use of C1 or C2 opioids. A secondary objective was

to maintain patient satisfaction regarding the care they receive and ensure

provider satisfaction with the care they provide without the presence of C1

or C2 opioids.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): The Federico

F. Pena Southwest Urgent Care Clinic opened in 2016 as a community based

urgent care clinic affiliated with Denver Health. This safety net clinic provides

over 24,000 visits a year to an underserved population including 65% Medic-

aid patients and 30% Spanish speaking patients. The aim of the clinic is to

provide urgent care diagnostic and management services to patients in their

local community. This moderate/advanced urgent care clinic provides onsite

laboratory testing, x-ray, bedside ultrasound, IV fluids and medications. How-

ever, it does not provide cardiopulmonary monitoring, advanced airway or

cardiac resuscitation. As such, the use of C1 and C2 opioids would be unsafe as

complications and side effects could not be appropriately managed. In addition,

concerns were discussed about contributing to the national opioid crisis given

the significant role emergency rooms and urgent cares play in the epidemic.

Pain management options available at the Pena Southwest clinic include local

anesthetics; oral acetaminophen, NSAIDs and tramadol; IM and IV ketorolac;

IVacetaminophen; and oral, IM, IV benzodiazepines.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): The evaluation of pain management

is performed using either the pain scale or subjective description to evaluate

pain change following a pain management intervention provided in clinic.

Patient satisfaction is measured by patient complaints received regarding the

pain management provided in clinic. The evaluation of provider satisfaction is

based on qualitative questioning of providers and their experiences with pain

management.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATE FINDINGS

WILL BE DISCUSSED): Preliminary findings show that patients have

subjective improvement of their pain symptoms with the resources available

in clinic; there are extremely few patient complaints regarding pain manage-

ment in clinic; and providers have increased satisfaction with the care they can

provide when not faced with the challenge of having C1 and C2 opioids

available.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?):Appropriate pain management can be achieved in the urgent care

setting without the use of C1 and C2 opioids and without sacrificing patient

satisfaction. This may result in increased provider satisfaction with the care

they provide. Next steps will be to formally assess patient satisfaction as it

relates to pain control and compare approaches and outcomes of opiate

prescribing to other urgent and emergency sites locally and nationally.

ADVANCE CARE PLANNING WORKFLOW IMPLEMENTATION

FOR OLDER ADULTS IN PRIMARY CARE Maura J. McGuire1, 2;

Jessica Colburn3; Naaz A. Hussain2. 1Johns Hopkins School of Medicine,

Baltimore, MD; 2Johns Hopkins Community Physicians, Baltimore, MD;
3Johns Hopkins University School of Medicine, Baltimore, MD. (Control ID

#2945476)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Patients are more likely to complete advance care planning (ACP) if recom-

mended by a primary care provider (PCP), but these efforts take time and can

be challenging to implement in busy clinics.
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OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREEOBJECTIVES):We sought to increase rates of ACP completion in a

regional practice group (RPG) by (1) designing and piloting a workflow for

team based advance care planning (2) developing education to disseminate

aross the RPG.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): This study was

based in an academically affiliated ambulatory care group with 19 primary care

practices that provide care to more than 250,000 patients; two practices were

involved in developing and testing this innovation. A baseline needs assessment

revealed (1) few ACP discussions were reported; (2) most staff and providers

were unfamiliar with ACP best practices; and (3) most were unaware of how to

locate or file ACP documents in our electronic health record (EHR). We trained

providers and staff to (1) assist provision and completion of ACP documents; (2)

provide patient education and planning materials; (3) assure that documents were

filed to the appropriate section of our EHR. Providers received additional educa-

tion on cultural considerations, assessing patient readiness to discuss ACP, and

establishing goals of care, as well as coding and documentation for ACP. We

implemented a team-based workflow that targeted specific appointment types for

ACP discussions: Annual Wellness Visits (AWV) and preoperative visits for

patients 65 and older. Pre-visit letters advised patients that ACP would be

reviewed and requested they bring relevant documentation. During patient intake,

staff asked patients if they had an advance directive or a related document.

Affirmative answers prompted a medical record review and request for documen-

tation if not present in the EHR. Patientswithout ACPwere given information and

if necessary were scheduled for a subsequent visit. ACP completion rates were

measured in 2016 (development) and 2017 (pilot) across the RPG.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): We counted the number of ACP

discussions in intervention and control practices by counting the number of

current procedural terminology codes (99438 and 99439) submitted. We also

completed a chart review to verify documentation indicating that ACP occurred.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): The PCP completed .0030 ACP discussions per

visit in 2016 and .0075 in 2017 (18,300 visits per year, 151% increase), 10-fold

higher than the RPG average of 0.0003 and 0.0007 (275,260 visits, 111%

increase) in 17 related practices. Chart reviews of 250 random charts pre and

post workflow implementation showed a 134% increase in any type of ACP

documentation. Barriers were identified including low rates of return of ACP

forms taken home.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Changes in clinic workflow involving staff training and direct

patient outreach can be used to successfully increase discussion and documen-

tation of ACP in patients 65 and older. Further work involves improvement in

the rate of return of ACP documentation forms.

AIM TO IMPROVE ISOLATION PRACTICE FOR C. DIFFICILE

INFECTION AT LENOX HILL HOSPITAL Andrew A. Moses1; Warda

Zaman2; Rebecca Mazurkiewicz2; Linda Kirschenbaum1. 1Lenox HIll Hospi-

tal, NEW YORK, NY; 2Lenox Hill Hospital, New York, NY. (Control ID

#2905313)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Clostridium difficile testing guidelines state that they should be accompanied by

orders for contact precaution, but there is a clear discrepancy between recommenda-

tion and practice that greatly impact the acquisition of Hospital Acquired Infections

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): 1. Educate on current guidelines and impact of C.

Difficile testing and contact isolation 2. Explore curent trends regarding testing and

contact isolation orders 3. Explore current changes beingmade tomake long lasting

change regarding C. Difficile testing and contact isolation in the hospital setting

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): A retrospective

chart review of all adult patients admitted to any service at Lenox Hill Hospital

from January to May 2016 with an order of C. Difficile GDH/EIA were

included. Patients whose tests were canceled before resulting or with contact

isolation order in place for other reasons were excluded. We administered a 2-

question survey to housestaff for self-assessment inMay 2017 to determine the

obstacles for not ordering the isolation order simultaneously.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Percentage of C difficile tests or-

dered with contact isolation will increase by 50%

FINDINGS TO DATE (IT IS NOT SUFFICIENT TO STATE FINDINGS

WILL BE DISCUSSED): One hundred sixty-three patients had C. Difficile

GDH/EIA ordered during the five month period, 55 patients were excluded.

Correct ordered were defined as both C. Difficile GDH/EIA and Contact Isolation

orders placed simultaneously or within 5 minutes of each other in the electronic

medical record. Twenty-seven of 108 (25%) patients had orders placed correctly.

C. Difficile EIA was positive for 21 out of 81 (25.9%) patients without contact

isolation. Our survey was sent to PGY2 and PGY3 residents only because the

PGY1 residents were not part of housestaff from the time period the charts were

reviewed. Twenty-eight residents responded to the survey, 19 out of 28 (75%)

residents responded yes when asked if they are always compliant with isolation

orders. The reasons for non-compliance are low suspicion of positive result,

followed by lack of knowledge about orders being placed simultaneously.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Our study is the first one to examine adherence of contact

isolation practice at a community hospital among physicians. During our study

period, 75% of contact isolation orders for C. Difficile were not ordered appro-

priately and the survey suggests this is due to low suspicion of C. Difficile

infection leading to non-compliance with contact isolation. 25.9% of the patients

without any contact isolation had a positive C. Difficile infection, which is

concerning due to the increased chance of transmission of infection to other

hospitalized patients for improper hygiene among staff. We are in the process of

devising a system wide education that will be ongoing and long-lasting among

housestaff and attendings about when to order C. Difficile GDH/EIA test and

being compliant with contact isolation when the test order is placed.

AN ELECTRIFYING EFFECT: TARGETED WORKFLOW

REWIRING IMPROVED RATES OF ELECTRONIC PRESCRIBING

AT DISCHARGE Brendan Filardo; Andrew J. Klein; Anna K. Donovan;

Kristian Feterik. University of Pittsburgh Medical Center, Pittsburgh, PA.

(Control ID #2940501)
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STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

How can rates of electronic prescribing (eRx) at discharge be improved at a

large academic medical center to meet CMS Electronic Health Record (EHR)

Incentive Program Stage 3 goals?

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): 1. Objective is to implement an eRx workflow for

our hospital's "Meds to Beds" (MTB) service on six resident-staffed general

medicine wards. 2. Objective is to assess the impact of the redesigned

workflow on overall discharge eRx rates.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Electronic pre-

scribing at discharge enhances safety and quality of care transitions. It results in

improved medication adherence and a decreased chance of readmission. Stage

3Meaningful Use goals include discharge eRx rates of greater than 25%. As of

September 2017, our academic medical center had a year-to-date discharge

eRx rate of 18.3%, which we identified as an opportunity for improve-

ment. Our MTB program utilizes the hospital-based outpatient pharmacy

to deliver new medications directly to the patient prior to discharge. Prior

to the intervention MTB was a paper-based prescription process. As part

of our goal of improving discharge eRx rates, we aimed to analyze and

convert the MTB workflow to an eRx-based process. Prescriptions of

controlled substances were excluded. We performed a root cause analysis

and addressed barriers to using eRx for MTB. Next, we selected eight

general internal medicine housestaff teams on 6 nursing units to imple-

ment the workflow. Prior to implementation, we established an educational

campaigns for the physicians and case management. After implementation,

we solicited regular user feedback and included reminders to use the new

workflow.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): 1. Significant increase in the number

of eRx being sent to the hospital-based outpatient pharmacy. 2. Overall hospital

discharge eRx rate increase above 25%.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): Housestaff teams had a combined average daily

census of 108 patients. There were 1114 and 1275 prescriptions

written in the month before and after intervention respectively. The

number of eRx sent to the hospital-based pharmacy significantly

improved (86 vs 311, p=0.03). This improvement was sustained in

the subsequent training blocks. Discharge eRx rate for the general

internal medicine service also increased (29% vs 53%, p < 0.05).

One month after implementation, the overall hospital eRx rate in-

creased to 27% and reached 31% two months later. Housestaff was

generally satisfied with the MTB eRx workflow and thought it was

easy to complete. Based on our initial success with the redesigned

MTB process, we plan to expand the initiative to all hospital units as

well as other teaching hospitals within our health system.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Analysis of specific processes for discharge electronic

prescribing can reveal potential areas of improvement. Trialing inno-

vative workflows for eRx can be relatively non-disruptive while dem-

onstrating promising results. This could serve as the basis for hospital-

wide workflow changes.

AN INFORMATICS APPROACH TO INTEGRATE PRE-VISIT

SCREENING AND ONLINE COACHING FOR UNHEALTHYALCO-

HOL USE IN AN ACADEMIC GENERAL INTERNAL MEDICINE

PRACTICE: A PILOT STUDYDaniel Jonas1, 2; Arlene E. Chung1; Colleen

Barclay2; Stephanie J. Mascaro5; Michael J. Barry4; Michael P. Pignone3.
1University of North Carolina Chapel Hill, Chapel Hill, NC; 2University of

North Carolina at Chapel Hill, Carrboro, NC; 3The University of Texas at

Austin, Dell Medical School, Austin, TX; 4Massachusetts General Hospital,

Boston, MA; 5University of North Carolina Health Care System, Chapel Hill,

NC. (Control ID #2944641)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Consumption of alcohol above recommended limits, though common and a

major contributor to adverse health outcomes, is infrequently discussed in

primary care visits due to competing priorities, lack of training, and lack of

infrastructure and protocols.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): We aimed to (1) develop and deliver secure elec-

tronic screening for unhealthy alcohol use to our patients and (2) provide

electronic educational and decision support materials to individuals who screen

positive.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): During

February-October 2017, we developed an automated electronic secure mes-

sage sent via our patient portal, Epic MyChart, to adult patients of our resident

and faculty practice with an upcoming appointment. The message

contains 2 initial screening questions for unhealthy alcohol use, pre-

sented alongside other questionnaires. Individuals who screen positive

are presented the 10-item Alcohol Use Disorders Identification Test

(AUDIT). Those with responses indicating unhealthy alcohol use are

sent an invitation via secure patient portal message for a virtual

coaching program on reducing unhealthy alcohol use developed by

Healthwise, titled Drinking and Your Health. Usage data and respon-

dents' answers to selected questions embedded within the coaching

program are sent via secure message to the Epic electronic health

record (EHR) to the provider's inbox before the upcoming visit.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Feasibility of electronic screening

and online coaching as reflected by: (1) functional "round trip" data exchange

for secure transmission of data, (2) initiating electronic screening for unhealthy

alcohol use, (3) the proportionwho complete the initial screening questions, (4)

of those who screen positive, the proportion who complete the AUDIT, and (5)

the proportion of eligible participants who open and complete the coaching

program.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATE FINDINGS

WILLBEDISCUSSED):We developed and implemented a functional round

trip data exchange with secure transmission between the EHR, patient portal,

and Healthwise, despite many challenges that were encountered (e.g., devel-

opment, workflow design, limitations of functionalities). Based on assessment

of the first 10 weeks, screening was routinely being delivered to eligible

patients and everyone who screened positive completed the AUDIT, but the

proportions who completed initial screening (7.4%, 43/579) and who complet-

ed the coaching program when offered (33%, 2/6) were low. Low response
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rates may be attributable to wording and formatting in standard patient-facing

messages that precede the alcohol questions, or patients not viewing reminders.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Implementation of electronic screening, virtual counseling, and

round trip data exchange is feasible within Epic MyChart and Epic EHR.

Further development and refinement of processes are needed to optimize

uptake. A multidisciplinary team effort was required, including those with

expertise in informatics, primary care, population health, and unhealthy alco-

hol use.

AN INNOVATIVE APPROACHTOREDUCING PHYSICIAN STRESS

AND BURNOUT IN A BUSY UNIVERSITYAFFILIATED RESIDEN-

CY PROGRAM Siddharth Bhesania; PARAG MEHTA; Tristan Tanner.

NewYork-Presbyterian Brooklyn Methodist Hospital, Brooklyn, NY. (Control

ID #2944173)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Ineffective communication between nursing staff and residents leads to nu-

merous educational and patient-care interruptions, increasing resident stress

and overall workload.Hospital doctors were on average disrupted 3.66 times

per hour. Most frequent were interruptions by nursing staff, telephone/beeper

interruptions and by fellow doctors.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): We developed an innovative and simple, secure

electronic health record(EHR) based text paging system to communicate with

internal medicine residents and physicians. The goal is to avoid unnecessary

interruption during patient care or educational activities.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): We had a

paging system which can send a phone number to call back. We developed

and implemented a HIPPA-compliant, secure EHR-integrated text paging at a

busy 591-bed urban hospital. Access was granted to unit clerks, nursing staff,

case management, and physicians.The nursing leadership and IT staff provided

education and instructions to use this new mode of communication. This

training was discussed and reinforced on a regular basis until it was universally

accepted. Senders could either send a traditional telephone number page or a

text page with description through our EHR. The recipient could then either

acknowledge receipt of the page and take appropriate actions, which is all

recorded in the patient's chart.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Internal medicine residents were

polled on overall satisfaction difference between basic phone based numeric

paging and the enhanced EHR text paging system. We also measured how

much time was saved thru the new system and whether it is improving the

productivity of the residents.More than 50% of the pages are not emergent, and

the majority are notifications for placing or renewing an order.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): Phone-based paging had transmission time of an

average of 35 seconds to send a page vs EHR based system had 6 seconds

(time "send" button is clicked to arrival on the pager).Time savings using the

new system over a 3-month span amounted to 72.5 hours in transmission time

alone. 92% of 25 surveyed internal medicine residents preferred text paging

over numeric paging and responded through the EHR 60% of the time by

placing direct orders. Residents felt educational interruptions (averaging over 7

pages) decreased from 64% to 16%(p: 0.032). Patient care interruptions fell

from 68% to 12%(p: 0.002). 88% of residents felt that 50% or less of the pages

were non-emergent and did not require an immediate action.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Our new system uses 2-way secure text-paging among medical

caregivers and internal medicine residents through EHR-associated communi-

cation has shown to improve accountability, saves time, increase efficiency,

and reduce call back interruptions during educational and patient care activi-

ties. It reduced time spent sending pages, and it improved resident's subjective

stress and satisfaction levels.

ANYONE HOME? CREATING AN URBAN, RESIDENT-RUN HOME

VISIT CONSULT PROGRAM Hadas Reich1; Jessica Tanenbaum2; Janine

Knudsen3; Susan L. Creighton4; Sondra Zabar4; Kathleen Hanley2. 1NYU,

NEW YORK, NY; 2NYU, New York, NY; 3New york university, New York,

NY; 4NYU School of Medicine, New York, NY. (Control ID #2940115)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Primary care providers often do not have a deep understanding of a patient's

home situation, which can prevent high yield, home-based interventions from

being implemented.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): -Enhance primary care providers (PCPs) under-

standing of patients' home situation -Provide high yield, home-based interven-

tions -Improve resident understanding of homecare and geriatric issues

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Patients were

referred to the Resident Home Visit Program by their PCP. The program was

not intended to provide home-based primary care, but rather offered 1-2 home

visits to provide assessments for high yield interventions and a better under-

standing of the patient's home situation for the PCP. As the program grew,

medical assistants from the clinic accompanied residents and assisted in

following up on issues identified.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Chart review of the notes in the

medical record, written by residents about their home visits, as well as subse-

quent notes by PCPs and other providers, is used to evaluate the range of

services and the qualitative evidence of impact provided through the visits. As

we continue to grow the program, a larger sample size will allow us to look at

quantitative metrics such as hospitalization rates to assess the value added by

these visits. Eventually, surveys of PCPs, residents, and patients/caregivers will

also help us evaluate the success of the program.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BEDISCUSSED):Between 8/2015 and 11/2017, 5 residents conduct-

ed a total of 55 home visits with 37 unique patients (average 1.4 visits per

patient, range 1-7 visits). The average patient was elderly (average age = 79.8),

female (81%), and Hispanic (73%). Most patients lived alone (32%) or with a

child/grandchild (24%). 62% had some form of home care. Nearly all visits
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involved a medication reconciliation (92%), with many including a medication

adjustment. Fall assessments were also performed in the majority of visits

(61%), and durable medical equipment was often ordered (27%). The home

visits identified many new issues such as patient safety concerns, food inse-

curity, social isolation, caretaker fatigue, and other financial and social issues of

which the PCP was previously unaware. Patient education seemed to be

enhanced through the visits. Even when the PCP was not the one conducting

the visit, the relationship between the PCP and the patient was often enhanced,

by providing an improved understanding of the patient's home condition by the

physician.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Our resident home visit program explored a relatively unique

model for residents to conduct home visits for patients. A one-time home visit

may be a beneficial service to offer clinic patients, especially for geriatric

patients. Even with one visit, many key issues can be identified and addressed,

while still allowing for future visits with the PCP in the clinic setting.

APPLYINGLESSONSLEARNEDFROMUNIVERSALHIVSCREEN-

ING TO EXPAND HCV SCREENING IN A NETWORK OF URBAN

FEDERALLY QUALIFIED HEALTH CENTERS (FQHCS) Nancy

Glick2, 3; Melissa K. Schwarz1; Jairo Mejia2. 1ACCESS Community Health

Network, Chicago, IL; 2Access Community Health Network, Chicago, IL;
3Rosalind Franklin University, Chicago, IL. (Control ID #2935464)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

How can the lessons learned from implementing routine universal human

immunodeficiency virus (HIV) screening be applied to implementing recom-

mended Hepatitis C virus (HCV) screening?

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): The objective is to develop tools and systems to

support recommended HCV screening and linkage to appropriate care and

treatment.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): The HCV

screening initiative follows our expansion of routine universal HIV screening

in our network of FQHCs in underserved communities in Chicago and sur-

rounding suburbs. Through the process of implementing routine universal HIV

screening, ACCESS learned several best practices that were then applied to the

systematization of recommended HCV screenings. This involved securing

leadership support, building tools in the electronic health record (EHR) to

facilitate screening, identifying and addressing barriers to screening, linkage to

care and treatment, and monitoring progress.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): The quantitative metrics tracked are

the number of patients in and outside the birth cohort screened for HCV

monthly, the percentage of patients in the birth cohort who have been screened,

the number of patients linked to follow-up care for Hepatitis C, and the number

of prescriptions for HCV medications.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): The key finding from the universal HIV screening

initiative was the major impact of modifications to the EHR in supporting the

expansion of routine screening. Figure 1 illustrates the impact of activating a

system-wide, hard-stop Best Practice Alert (BPA) to remind providers to

screen for HIVand to facilitate placing the order. Hard stops must be addressed

before closing the encounter. To support HCV screening, ACCESS deployed

two soft BPAs, which do not need to be addressed before closing the encounter.

One soft BPA fires annually for patients with active diagnoses of substance use

disorder, and the other soft BPA fires for patients born between 1945 and 1965

who have never been tested for HCV. Figure 2 shows the impact of the birth-

cohort BPA that was implemented in August 2016. Continued leadership

support was essential to focus attention on screening and to develop systems

to address providers' reluctance to test due to barriers in linking patients to care

and treatment. While HIV testing numbers increased when the hard-stop BPA

was activated and declined when the hard-stop BPAwas removed, birth cohort

HCV screening more than doubled with the implementation of the BPA and

remained elevated, even though it was a soft BPA. This different trajectory

highlights the opposing barriers impeding HIV versus HCV screening.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): 1. Obtain and communicate ongoing leadership support to

deploy resources (staffing, information systems and workflow changes) to-

wards recommended screening and linkage to care. 2. Optimize the electronic

health record to alert providers to the need for testing and simplify testing

protocols and data collection. 3. Assess and modify systems to remove barriers

to screening, linkage to care and treatment.

ATTITUDES AND SOCIAL FACTORS ABOUT PREPAMONGMED-

ICAL PROFESSIONALS IN A COMMUNITY HOSPITAL IN NEW

YORKCITYAndrew A. Moses1; Merideth Matos2; Ladan Ahmadi2. 1Lenox

HIll Hospital, NEW YORK, NY; 2Lenox Hill Hospital, New york, NY.

(Control ID #2929847)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

What reasons are there for the underutilization of Antiretroviral pre-exposure

prophylaxis (PrEP)?

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): 1. Objective is to explore social views, political

views, and educational exposure to PrEP of residents and physicians who

would prescripe PrEP 2. Objective is to compare views of those who are likely

prescribe PrEP and those unlikely to prescribe PrEP to see if social or political

views affect PrEP comfort and prescription 3. Objective is to compare views of

those who are likely prescribe PrEP and those unlikely to prescribe PrEP to see

if educational exposure to PrEP affect PrEP comfort and prescription

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Antiretroviral

pre-exposure prophylaxis (PrEP) is recommended by the World Health Orga-

nization (WHO) as an efficacious intervention to prevent HIV transmission.

Lack of training or comfort is probably just one factor contributing to missed

opportunities, and comfort can also be dictated by social and political view-

points. We sought to explore the current PrEP awareness and attitudes amongst

medical professionals at our medical center, a large community hospital in

upper east side Manhattan.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO
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EVALUATE PROGRAM/INTERVENTION): We conducted a survey of

residents and attending physicians whose area of practice is either in

ambulatory/internal medicine, hospitalist, or other. The subjects were also

surveyed on years of practice, political views, and sex. They would then

answer questions on knowledge of PrEP, if they have prescribed PrEP, and if

they would continue to prescribe it. The data was analyzed using three separate

t-tests. We compared physician in training to attending physicians; political

views among subjects choosing liberal, moderate, or conservative, and sex.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): We received a total of 75 responders. 47% of

responders stated that they had not prescribed PrEP in the past, but with

appropriate training would be willing to prescribe it. 35% of responders have

and will continue to prescribe PrEP, and only one responder had not and would

not prescribe PrEP. A t-test was performed on three sets of comparisons, with

no difference found between attendings and physicians in training, between

political views, and between male and females.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Our study sought to explore the socio-political differences and

experience levels that influence the prescription of PrEP. The nonsignificant

difference on t-tests show that despite ongoing efforts in education on PrEP,

many providers who have not prescribed PrEP still feel uncomfortable doing

so; no matter the level of experience, gender, or political view. Based on

comments in the survey, further education is needed. Of our responders, 47%

would prescribe PrEP with adequate training, and this represents a missed

opportunity in HIV prevention. These missed opportunities may eventually

turn into new HIV infections, a step backwards in the current race against the

disease. Given these concerns, increasing provider training in screening, im-

plementation, and follow-up of this at-risk population may help normalize

delivery of this important prevention strategy.

AUDIT AND FEEDBACK: ANOTHER NEW ROLE FOR MEDICAL

ASSISTANTSHillary Chrastil2; Lauren Drake2; Richard Altman2; Carmen L.

Lewis1. 1Univesrity of Colorado, Denver, CO; 2University of Colorado, Au-

rora, CO. (Control ID #2938446)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Medical Assistants (MAs) are increasingly taking on key roles in assisting

primary care providers but methods to measure and improve their performance

are lacking.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREEOBJECTIVES):Develop a process measure in the electronic health

record (EHR) to determineMA completion of two tobacco cessation questions.

Assess the effect of providing MAs individualized data about their

performance.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): This project

was implemented at an academic General Internal Medicine practice in Denver

allocated 14.5 MAs. The MAs support 7.2 full-time equivalent faculty physi-

cians comprised of 17 physicians.We developed a process report in the EHR to

determine whether MAs reviewed tobacco user information with patients by

checking the "mark as reviewed" field and answered the YES/NO question of

ready to quit. We then designed a scorecard for individual MAs that illustrates

their performance for each measure contrasted with overall clinic performance.

Monthly, MAs receive a hard copy scorecard during their staff meeting. We

pair scorecard distribution with group analysis and discussion. Discussion

themes include: times when the MAs feel it is inappropriate to ask about

tobacco, how to handle patients who have a negative reaction to tobacco

questions, and patient-centered ways to ask tobacco use questions.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Success will be measured by com-

paring baseline performancemeasures for individualMAs to performance over

a six month period for four outcomes for visits with people who use tobacco: 1)

the percent of visits the MA asks the patient if they are ready to quit 2) the

percent of visits the MA checks the "mark as reviewed" field 3) the percent of

visits where MAs complete both tobacco questions 4) the proportion of MAs

who answer both tobacco questions in at least 75% of visits. Analysis will

occur at the MA level and the clinic level to determine aggregate performance.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): Baseline performance measures were taken in

August 2017. Scorecard distribution began in September 2017 and has been

delivered at two monthly intervals, Time 1 (T1) and Time 2 (T2). We will

continue to distribute data and analyze results for 6 months. Outcome 1: MAs

asked patients if they were ready to quit at 46% of visits at baseline, 61% of

visits at T1, and 63% of visits at T2. Two MAs have not attended either

meeting and have demonstrated the lowest performance for this outcome at

14% and 0%. Outcome 2:MAs checked the "mark as reviewed" field at 91%of

visits at baseline, 91% of visits at T1, and 88% of visits at T2. Outcome 3:MAs

completed documentation of both tobacco questions together in 41% of

eligible visits at baseline, 58% of visits at T1, and 59% of visits at T2. Outcome

4: 13% of MAs answered both tobacco questions in at least 75% of visits at

baseline, 47% at T1, and 44% at T2.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): 1) Providing performance data to MAs appears to improve the

completion of two tobacco questions in the EMR. 2) Attending MA staff

meetings where scorecards are distributed and discussed seems to correlate

with improved performance.

AWV+: EXPANDING THEMEDICARE ANNUALWELLNESS VISIT

TO IMPROVE HEALTH PROMOTION IN OLDER ADULTS Anna H.

Chodos; Kate Radcliffe; Jack Anderson; Alicia V. Neumann; Lynda Mackin;

Miranda Dunlop. UCSF, San Francisco, CA. (Control ID #2938439)

STATEMENTOF PROBLEMORQUESTION (ONE SENTENCE): The

Medicare Annual Wellness Visit (AWV) addresses health promotion screen-

ings for older adults that we sought to strengthen with additional assessments.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): 1. Add evidence-based tools to the AWV to

address additional key areas for health promotion in older adults to create an

"AWV+". 2. Pilot a workflow and EMR template for the "AWV+". 3. Evaluate

results of screenings.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): At an urban,

academic-based primary care practice with academic faculty and resident
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trainees, we added evidence-based screening tools for geriatric conditions to

the CDC Health Risk Assessment to create the AWV+. Per guidelines, a pre-

visit questionnaire asked: behavioral risks (alcohol and tobacco use), psycho-

social risks (diet, depression with PHQ-2), Activities of Daily Living (ADL),

Instrumental Activities of Daily Living (IADL), home safety, and fall risk. We

added: DETERMINE Nutritional Health Assessment, anxiety symptoms (2

questions), risk of suicide, questions on exercise amount, high-risk drinking

behavior (amount, driving under the influence), drug use, inappropriate use of

prescribed drugs, gun in the home, elder abuse risk, living alone, risk of sleep

apnea (STOP-BANG), and completion of DPOA and POLST. In clinic we

performed: Whisper test hearing assessment, Short Physical Performance

Battery (SPPB), Mini-Cog, and MoCA if Mini-Cog<3. If PHQ-2>2, we did

the 15-item Geriatric Depression Screen, and GAD-7 if anxiety questions were

positive. Results of the AWV+ prompted individualized health counseling,

referrals, and a Personalized Prevention Plan. Social workers and pharmacists

provided additional counseling expertise. We piloted a standard workflow

utilizing medical assistants to assist with evaluations and an EMR template

for provider documentation and billing.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): 1. Results of AWV+ screens. 2.

Referrals as a result of AWV+ screenings. 3. Optimizing visit length via

interdisciplinary teamwork. 4. AWV+ note template facilitates documentation

and accurate billing.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): From 2016 to 2017, 77 patients (average 74.5yo)

completed the pre-visit questionnaire and clinic visit, and 40 (52%) were

female. Preliminary analyses show that 4% need assistance with an ADL,

14% need assistance with an IADL, and 34% live alone. 34% reported high-

risk alcohol use, 9% use tobacco, and 7% use an illicit drug. 14% have a gun in

their home. A smaller percentage of patients reported behavior or symptoms

that suggested poor nutrition risk (6%), depression (4%), or anxiety (5%). 43%

had completed a POLST or designated a DPOA. The AWV+ takes approxi-

mately 90 minutes, and a note template guaranteed adherence to CMS docu-

mentation and afforded the maximum reimbursement amount.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): We successfully implemented an inter-professional, evidence-

based, enhanced "AWV+" that broadened geriatric health screening and

counseling. Next steps will be to examine visit data, follow patient outcomes

such as referrals, and expand visit volume, efficiency and cost-effectiveness.

BEHAVIORAL HEALTH INTEGRATION IN A RESIDENCY PRIMA-

RY CARE CLINIC: ENGAGING STAKEHOLDERS IN IMPLEMEN-

TATION AND IMPROVEMENT Patrick Hemming1; Nicholas Johnson2;

Joy Long2; Lawrence Greenblatt2; Lynn Bowlby2; Anh Tran2. 1Duke Univer-

sity School of Medicine, Durham, NC; 2Duke University, Durham, NC.

(Control ID #2942011)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Behavioral health integration in primary care requires that practices engage

administrators, providers, clinic staff and patients.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREEOBJECTIVES): Establish routine screening for depression, anxiety

and substance misuse. Provide targeted behavioral health interventions for

primary care patients. Identify and address barriers to coordinated behavioral

health interventions.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Two behavioral

health consultants (BHCs) were added as full-time staff in an urban, residency-

affiliated outpatient internal medicine clinic.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Shortly after initiation, the MeHAF

assessment tool was completed by multiple clinic representatives to assess

barriers and facilitators to integration. Patient surveys (adapted from RAND's

PSQ-18 and the PACIC), and focus groups at Months 3 and 12 elicited

patients', physicians' and BHC's feedback regarding the process of integration.

At month 12, BHC's patient involvement was audited from the electronic

health record. A survey in December/January 2017 will elicit patient, BHC

and provider perceptions at Month 21.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATE FINDINGS

WILL BE DISCUSSED): The MeHAF assessment tool identified multiple

strengths (leadership buy-in, team approach and continuity of care), as well as

needs (improving patient input, continuing education for providers and outside

referral coordination). Responses from focus groups done atMonth 3 indicated

that physicians desired clarification of the BHCs' role and better understanding

of their techniques. A review of the first 12 months showed that BHC's had

worked with 1014 unique patients, with an average of 1.8 encounters per

patient. Despite numerous implementation barriers, screening questionnaires

were completed by nearly 3,000 patients, identifying significant percentages of

patients with the following likely disorders: 11% possible cases of hazardous

drinkers, 27% probable cases of general anxiety disorder and 23% probable

cases of depression. Surveys of patients after the first year indicated high levels

of satisfaction with care and ease of access. Behavioral health clinicians desired

more opportunities to assist patients in managing chronic medical conditions.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): By engaging stakeholders through multiple assessments, inno-

vators can gain crucial direction to BH integration efforts, including opportu-

nities for focused education to providers and staff, invitations for better

teamwork and role-definition, as well as feedback on patient care quality.

BEHAVIORAL HEALTH INTEGRATION IN PRIMARY CARE SET-

TINGS : A SUCCESS STORY Animita Saha1; Manuel Castro2; Kathleen

Rising2. 1Carolinas Healthcare System, Charlotte, NC; 2Carolinas Healthcare

Sysytem, Charlotte, NC. (Control ID #2936400)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Behavioral health conditions affect at least 18% of all US adults and are

associated with increased mortality, morbidity and healthcare costs but sec-

ondary to the poor access to mental health providers and stigma associatedwith

it where primacy care practices have become the gateway for providing these

services irrespective of their ability to handle these conditions.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): 1. Eliminate barriers to timely access to mental

health needs 2. Optimize provider skills by having consultative services
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provided by mental health professionals at point of care and ongoing follow up

3. Improved outcome (PHQ 9 score )

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): CHS is a large

healthcare system in the Carolinas and Charlotte Campus of University of

North Carolina School of Medicine. Our clinic is a safety-net clinic serving

mainly uninsured and underinsured population. CHS has implemented a

virtual model through which primary care clinics have immediate access to

behavioral health services via video technology. Working in collaboration with

system physician leadership, mental health screening tools were identified and

standardized screening processes were incorporated. Anyone who has high

PHQ 9 score either as part of routine screening or based on presenting

symptoms and lack of response in patients with history of depression. Behav-

ioral Health Integration (BHI) is consulted either through a virtual visit at the

point of care or telephonically after the visit based on PCP or patient's

preference. Recommendatons are made regarding medication managemnt as

well as need for other services. All patients are provided with an access to a

virtual psychotherapy app as well. BHI case manager (CM) performs on-going

safety check as well as monitor progress by phone calls.We used Collaborative

Care model where behavioral CM tracked the well-being and care of this

population and uses psychiatrists to provide consultation to CMs and PCPs.

The PCP oversees the overall patient care plan and is the ultimate decision-

maker for the clinical team.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION):Measure of success was be based on

quarterly monitoring of referral rate, engagement rate, reduction in PHQ 9 and

resolution of suicidal ideation.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): In 2017: at Myers Park Internal Medicine Clinic

1592 patients: had PHQ-9 Screening 606 patients: referred 243 patients:

Enrolled Symptom Improvement: 38.7% of patients shown a 50% reduction

in PHQ-9 scores 22.3% achieved remission 73.6% no longer endorsed suicidal

ideations

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): BHI improves patient access to mental health services by facil-

itating screening and supporting primary care providers in treating andmanaging

mental health within their own practices. It also helps to provide patient-centered,

evidence-based and cost-concious treatment. It destigmatizes treatement of be-

havioral health disorders by bringing mental health services to primary care

offices. Patient had a higher likelihood of engaement with BHI if PCP referred

them in comparison to being called based on their high PHQ 9 score.

BROAD SPECTRUMANTIBIOTICS AND ACUTEKIDNEY INJURY:

IS ITWORTHTHECOST?ANEXAMPLEOFSECONDARYUSEOF

THE ELECTRONIC HEALTH RECORD Samuel D. Yang1; Allison C.

Heacock2. 1The Ohio State University, Worthington, OH; 2The Ohio State

University Wexner Medical Center, Columbus, OH. (Control ID #2943989)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Acute kidney injury is associated with increased health cost. Concurrent

vancomycin (VAN) and piperacillin-tazobactam (PTZ) administration has

been shown in national studies to be associated with increased rate of acute

kidney injury (AKI), length of stay (LOS) and total hospitalization cost (HC).

Further, concurrent VAN and cefepime (CEF) are associated with a lower rate

of acute kidney injury when compared to VAN and PTZ.We hypothesized that

these results would apply to our local conditions and that VAN with CEF

would offer an acceptable alternative to VAN with PTZ.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): Using historical electronic health data from our

data warehouse to establish the rate of AKI, LOS and HC associated with

concurrent VAN and PTZ and compare VAN with PTZ to VAN with CEF.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): This study was

performed at The Ohio State University. All patients discharged inMarch 2017

from eight Internal Medicine services and three Hematology services were

evaluated for AKI.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Patients with AKI were compared

with patients with non-AKI in three categories, LOS, length of stay index (LOS

Index), and HC. Using these same metrics, patients were compared after being

grouped by antibiotic usage: VAN with PTZ, VAN alone, PTZ alone, VAN

with CEF and neither.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BEDISCUSSED): InMarch 2017, 1251 patients were discharged from

8 InternalMedicine and 3Hematology services. 338 admissionswere affected by

AKI. On average AKI admissions were $5,000more in cost (p < 0.05) compared

to non-AKI admissions with an LOS Index of 1.2 compared to 1.1 (p < 0.05). Of

the AKI admissions, 113 patients were given VAN with PTZ and 38 patients

given VAN alone. AKI admissions with VAN with PTZ were associated with a

higher HC and increased LOS Indexwhen comparedwith VAN alone ($177,000

vs $112,000, p < 0.05; 1.2 vs 1.0, p < 0.05). When comparing VAN with PTZ

and VAN with CEF, 165 patients received VAN with PTZ, 55 patients received

VAN with CEF. 33 patients received all three (VAN, PTZ, CEF) and were

removed from the analysis. VAN with PTZ had an AKI rate of 0.58 compared

to VAN with CEF 0.42 (p < 0.05). VAN with PTZ compared to VAN with CEF

did not have statistical differences in terms of HC or LOS Index.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Studies performed in other institutions were easily compared to

local conditions using electronic health data available through our data ware-

house. These data allowed us to establish a baseline of rate of AKI, LOS and

HC. Further, we established that concurrent VAN and PTZ administration

represents an opportunity to decrease the LOS. Concurrent VAN with CEF

administration holds promise as an intervention but needs more evaluation.

BUILDINGABETTERDISCHARGE:UTILIZINGLEANTODEVEL-

OP STRUCTURED INTERDISCIPLINARY DISCHARGE ROUNDS

AND AN ELECTRONIC DISCHARGE READINESS TOOL Sarah A.

Stella1, 2; Mara Prandi-Abrams1; Kendra Moldenhauer1; Sharif Abdelhamid1;

Jennifer Lyden1, 2; Lisa L. Babbitt1; Sarah K. Smith1; Veronica LynnLee1;

Cathy Goetz1; Stephen Wise1; Karen Albrecht1; Tara B. Vlasimsky1; Ellen

Sarcone1, 2. 1Denver Health, Denver, CO; 2University of Colorado School of

Medicine, Aurora, CO. (Control ID #2935503)

JGIM ABSTRACTS S765



STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Poor communication and coordination amongst members of interdisciplinary

care teams may contribute to avoidable delays in patient discharge.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREEOBJECTIVES): To facilitate effective and efficient interdisciplinary

discharge planning and improve the timelines of patient discharge through

development and implementation of: 1) structured interdisciplinary discharge

rounds (IDDR); 2) an electronic discharge readiness tool (DRT).

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): As part of a

broader hospital-wide initiative focused on improving patient flow, we utilized

Lean A3 Thinking to examine and re-envision interdisciplinary discharge

planning and communication with the goal of improving the timeliness of

patient discharge. We engaged key stakeholders (e.g., physicians, nurses,

social workers, care managers, pharmacists, and physical and occupational

therapists) involved in discharge planning to create standard work for

structured IDDR, emphasizing proactivity and preparedness for all team

members. We collaboratively developed an electronic tool capable of

pulling key information relevant to discharge from throughout the elec-

tronic medical record (EMR) with the goal of improving transparency and

facilitating interdisciplinary communication. We piloted the new processes

on two inpatient medicine units at a 525 bed urban, academically affili-

ated safety-net hospital.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Standard work for IDDR was devel-

oped and the DRT built within the existing EMR. Pilot metrics

included: the proportion of discharge orders placed before noon, the

proportion of actual discharges occurring within 2 hours of the dis-

charge order, and the average number of minutes from discharge order

to actual patient discharge. We also assessed data on utilization of the

DRT, and team members' perceptions of IDDR and the DRT via direct

observation, participant interviews and surveys.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BEDISCUSSED): By modifying the structure of our interdisciplinary

rounds and providing the electronic DRT, the proportion of discharge

orders before noon increased by 3.5%, and the proportion of actual

patient discharges within 2 hours of the order increased by 8.2%. On

average, there was a 19 minute decrease in the time from discharge

order placement to actual patient discharge, with one unit experiencing

a 30 minute decrease. In general, participants have reported high

levels of satisfaction with the new IDDR process, noting its value in

improving understanding of specific barriers to discharge; however

utilization of the DRT has been limited.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): We successfully engaged leaders from each discipline to create

collaborative standard work for IDDR and to develop an electronic

tool to aid in discharge planning. These changes have generally been

well-received and have resulted in modest improvements in the time-

liness of patient discharge, possibly as a result of improved commu-

nication and coordination amongst team members. Continued

coaching, monitoring and feedback will be crucial to success and

sustainability of these interventions.

CAPTURING SOCIAL DETERMINANTS OF HEALTH (SDH) AND

LEVERAGING THE ELECTRONIC HEALTH RECORD (EHR) TO

AUTOMATE PROCESSES FOR REFERRALS AND RISK ADJUST-

MENT Isaac Dapkins2, 1; Morris Jrada2; Finn D. Schubert2, 2; Abdulrahman

Muzib2; Neil A. Pasco2, 1. 1NYU Langone Health, New York, NY; 2NYU

Langone Health, Brooklyn, NY. (Control ID #2945679)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

How can a health system leverage the electronic health record to identify social

determinants of health (SDH) to automate processes for social service referrals

and risk adjustment?

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREEOBJECTIVES):We sought to pilot the use of the OCHIN EPIC tool

among patients with an initial prenatal visit in order to increase referrals to

social services and improve coding/claims risk adjustment for social determi-

nants of health.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): The Family

Health Centers at NYU Langone (NYUFHC) is a network of FQHCs located

primarily in Brooklyn, NY. The NYUFHC serves a large immigrant popula-

tion, as well as a substantial population of patients who are low income,

homeless, or unstably housed. Beginning in October 2017, we piloted the

use of the OCHIN EPIC tool within the nursing assessment screen for patients

attending prenatal visits in the obstetrics clinic. For patients who screened

positive for an SDH (e.g. difficulties related to housing or food security), a two-

step process would be triggered in the EHR: First, a referral would be generated

to the family support center, an amalgamation of resources that warehouses

social work, case management and other community-based resources. Second,

the appropriate ICD 10 code corresponding to the SDH is placed on the claim

for the provider to approve.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATEPROGRAM/INTERVENTION): Initial success was measured by rates

of screening completion. Among those who screened positive, referral com-

pletion and coding completion were used as secondary markers for success.

Long-term outcomes for evaluation will include implications for the health of

the expectant mother and her child, as well as captured risk adjustment.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATE FINDINGS

WILL BE DISCUSSED): Prior to the OCHIN pilot, there was no structured

mechanism for screening for SDH outside of the usual state of care in the

NYUFHC, although the standard FQHC intake does include obtaining infor-

mation about some SDH. Pre-implementation data from 2015-16 indicate that

fewer than 2% of patients had a submitted Zcode for SDH. Post-

implementation, of 91 initial prenatal visits, the tools was completed 55% of

the time, with 78% of these patients screening positive for one of more SDH.

Of patients screening positive, 33% had a completed referral to the family

support center, and 41% of claims included one or more SDH codes.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Recognizing the importance of healthcare as a process that

occurs outside the walls of the clinic setting is a critical factor in delivering

quality patient centered equitable healthcare. A standardized template built into

the EHR workflow can be an effective strategy to both connect patients to

needed services and to ensure appropriate risk adjustment with payer partners.
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CATCH YOUR BREATH: HOW TO INCREASE LUNG CANCER

SCREENING IN UNDERSERVED POPULATIONS Joanna A. Young1;

Ashley G. Matusz-Fisher1; Marielys Figueroa Sierra1; Suneet Kaur1; Animita

Saha2, 1. 1Carolinas Medical Center, Charlotte, NC; 2Carolinas Healthcare

System, Matthews, NC. (Control ID #2944885)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Myers Park Internal Medicine Clinic had alarmingly low rates of lung cancer

screening despite having a high rate of patient eligibility, so we sought to

increase the number of lung cancer screening referrals.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): We strove to educate physicians and nursing

staff about lung cancer screening guidelines, develop a process of

identifying and educating eligible patients, and optimize the electronic

medical record (EMR) to help physicians identify appropriate patients

and order appropriate testing.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Myers Park

Internal Medicine Clinic is an urban academic clinic in Charlotte, North

Carolina that serves 4,500 patients. The majority of these patients are

underserved with approximately one-third with Medicaid coverage, one-

third with Medicare coverage, and the remaining third uninsured. We

collaborate with local health department and have grants to cover screen-

ing for the uninsured. Baseline data was obtained in August 2017 by

retrospective chart review. Multiple interventions were implemented be-

tween September and December 2017. Nursing staff noted patient eligi-

bility on intake forms, physicians were educated on the process for

ordering low dose computed tomography scans (LDCT), the EMR social

history was modified to display smoking history as pack years, EMR alert

was created to identify eligible patients. Another important intervention

was creating and using a shared decision making video that was incorpo-

rated in the EMR workflow.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): We tracked the number of patients

referred for screening, number of patients screened, and cases of cancer

identified.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILLBEDISCUSSED):Our baseline data showed that no patients had been

screened prior to this intervention. Since our intervention, we have referred

twelve patients, four of which have been screened. Seven patients are sched-

uled for LDCT, four patients are pending scheduling, one patient relocated. Of

the four patients screened, two had Lung RADS 1 findings and two had Lung

RADS 2 findings.

KEY LESSONS FOR DISSEMINATION (WHAT CAN OTHERS

TAKE AWAY FOR IMPLEMENTATION TO THEIR PRACTICE

OR COMMUNITY?): It is essential to develop a streamlined process

for identifying eligible patients and performing shared decision mak-

ing, as the referral process itself can be cumbersome and prohibitively

time intensive. The most effective interventions implemented were

ensuring the EMR calculated pack year history and creating an EMR

alert for lung cancer screening. The shared decision making video

developed by our pulmonologist was vital to provide consistent edu-

cation to all of our eligible patients.

CHARACTERIZATION OF VIDEO VISITS IN PRIMARY CARE: AN

ONGOING NATIONAL PILOT STUDY AT THE VETERANS

HEALTH ADMINISTRATION Meera Subash1; Leonie Heyworth2. 1Uni-

versity of California, San Diego, SAN DIEGO, CA; 2VA San Diego

Healthcare System, La Jolla, CA. (Control ID #2942974)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

How does the addition of video visits among Veterans receiving traditional

primary care correlate with clinical outcomes, preventive care and satisfaction

rates during this ongoing national pilot study?

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREEOBJECTIVES): To analyze the impact of video visits on outpatient

quality measures, health services utilization and satisfaction among Veterans at

4 different sites across the United States

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): The Veterans

Health Administration's (VHA) Patient-Aligned Care Team (PACT), employs

a team-based approach in delivering Veteran-centered primary care. To date,

PACT has successfully increased reliance on non-traditional means of

accessing care, such as the use of secure messaging and tele-primary care.

The "Video PACT" expands on the concept of convenient video access by

offering encounters through clinical video technology and web-based real time

communication via mobile platform. Each site identified providers with open

panel access as Video PACT providers. Veterans were selected based on

several criteria, including willingness, ability to use a computer/tablet, and

likelihood to benefit from the pilot (e.g. physical disability, distance from

clinic, high inpatient service utilization, or medical comorbidities). Veterans

were trained to use the tablet/ computer software by a nurse and had the option

of using a VHA-issued tablet, or their own mobile. Four pilot sites engaged in

video visits with 46 Veterans for a total of 53 visits.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): The pilot assessed clinical quality

and screening metrics, such as blood pressure and vaccination rates, and

utilization of various health services. Satisfaction survey data also informed

conclusions about quality and access

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): 53 video encounters occurred in the 4 centers.

Follow-up survey response rate was 55%. Mean age was 58 with majority

being white males. 21% of Veterans live >50 miles from their PCP and 13% of

Veterans live in VA-designated rural areas. 36% had at least 1 or more no

shows in the 12 months preceding their video visit with an average of 1.3 ED

visits in the same period. 42% had a diagnosis of PTSD or depression; 32%

took opiates for chronic pain. 28% had a diagnosis or condition causing

impaired mobility. A majority of patients were current with recommended

vaccinations and screening. Most often cited uses for video visits were med-

ication adjustment, opiate management and follow up on chronic diagnoses.

Overall, patients were very satisfied with their experience with video visits,

with 89% opting for a repeat video visit, 90% willing to recommend video

visits and 89% believing that it improved access to care.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): This national pilot highlights how video encounters may en-

hance patient-centered care for Veterans. Data demonstrates high levels of
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patient satisfaction for video visits and reveals how this technology can be best

be used for a particular visit type. The pilot continues to identify patients who

will benefit most from this technology and how the VA can leverage this tool in

ultimately providing excellent care for our Veterans.

CLINICAL DECISION SUPPORT FOR SAFE OPIOID THERAPY OF

CHRONIC NON-CANCER PAIN Eboni Price-Haywood; Timothy A.

Hilbun; Jewel Harden-Barrios; Jeffrey Burton; Todd Burstain. Ochsner Health

System, New Orleans, LA. (Control ID #2937653)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Clinical practice guidelines recommend what to do for safe opioid prescribing

but do not provide guidance on how to implement best practices.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): To implement electronic medical record clinical

decision support (EMR-CDS) for opioid therapy for chronic non-cancer pain to

improve safety and quality of care in ambulatory settings.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): In October

2017, Ochsner Health System (Louisiana's largest integrated delivery system)

launched EMR-CDS aligned with the 2016 CDC Practice Guidelines. The

EMR-CDS, embedded in Epic's Healthy Planet patient registry, identifies

patients prescribed opioids for 3 out the prior 4months. Providers are prompted

to complete the Opioid Risk Tool (ORT) when prescribing opioids if not

already documented. The score identifies risk of opioid-aberrant behavior as

low/medium/high. Patients with at least one of the following conditions are

also flagged as high-risk: co-prescriptions for opioids and benzodiazepines;

dose of opioid medication (morphine equivalent daily dose, MEDD) >90 mg;

or active diagnosis of substance abuse. The opioid health maintenance tool

displays whether patients are up-to-date on best practices based on ORT-

derived risk stratification. The ORT score, MEDD, and hyperlinks to the

Louisiana pharmacy drug monitoring program data and pain management

agreement are visible in the medication order composer. An Epic banner

appears in the charts of patients with medium to high-risk for opioid misuse

to alert other providers of existing pain contracts and encourage redirection of

patients back to their prescribing providers. The banner also links to the health

maintenance tool.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): The main outcome is percentage of

patients with MEDD <90 mg. Process measures include the proportion of

patients with ORT scores, urine drug screening (UDS), pain contract, non-

opioid pain medications, and specialty consults.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): The chronic opioid registry identified 13,463

patients. Most patients are female (66%), white non-Hispanic (64%), married

(53%), Medicare insured (58%) with a mean age of 62 years. Common pain

syndromes include back/neck/knee pain (48%), Rheumatoid or osteoarthritis

(47%), and fibromyalgia (47%). Almost 30% of patients have depression/

anxiety while 12% have a history of substance abuse. More patients receive

opioid prescriptions from primary care providers compared to specialists (46%

vs 38%). Among patients with ORT scores (n=1231) documented, 21% were

medium or high-risk for aberrant behavior. Patients with ORTscores compared

to patients without ORT scores have higher rates of pain agreements (6% vs

2%); UDS (11% vs. 5%); and prescriptions for gabapentin/pregabalin (31% vs

28%) and tricyclic antidepressants/SSRI/SNRIs (20% vs 16%); however, they

have lower rates of referral to physical therapy (24% vs 30%, all P<0.05).

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Preliminary findings suggest EMR-CDS helps providers identify

patients who are at risk for opioid misuse and employ mitigation strategies to

prevent progression.

CLINICAL PATHWAYS IMPROVE PHYSICIAN SATISFACTION

AND EFFICIENCY IN HEALTH CARE DELIVERY Faisal Kamal1, 2;

Bashar Sharma1; Dinesh John1, 2; Joan M. Mitchell1, 2. 1SUNY Upstate

Medical University, Syracuse, NY; 2VA Medical Center Syracuse, Syracuse,

NY. (Control ID #2945146)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Clinical pathways in an electronic medical record (EMR) play an important

role in improving the efficiency of patient care delivery. It is an expectation by

the Joint commission that once clinical pathways are in place, they need to be

reliably used in the EMR to carry out safe and effective patient care.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): 1) Demonstrate the importance of clinical path-

ways in improving efficiency of health care delivery. 2) Demonstrate the

importance of clinical pathways in improving physician satisfaction. 3) Create

awareness of importance of clinical pathways which can lead to increased use

of clinical pathways hence meeting the expectations of the Joint Commission

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICEORCOMMUNITYCHARACTERISTICS):We randomized

third year Internal Medicine residents into two groups. One group admitted

patients using clinical pathways and the other group admitted the traditional

way (without using the clinical pathways). We gave each group of residents

clinical scenarios to admit mock patients with the admitting diagnoses of

Community Acquired Pneumonia (CAP) or acute exacerbation of COPD

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION):We compared the difference in time,

number of orders missed and satisfaction score between the two groups (the

group admitting patient using pathway and without using pathway). The

satisfaction score was calculated by using a scale of 1 to 5 (1 being least

satisfactory and 5 for most satisfactory).

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATE FINDINGS

WILLBEDISCUSSED):We randomized 17 third year medicine residents to

each of the two groups to admit 34 mock patients with CAP or acute exacer-

bation of COPD. 17 patients were admitted using the clinical pathways and 17

without. The average time spent admitting patients using pathways was 3

minutes and 22 seconds and without using pathways was 4 minutes and 44

seconds. The average number of orders missed while admitting patients using

pathways and without using pathways was the same at 0.4. The average

satisfaction score on a scale of 1-5 (5 being best) among residents admitting

patients using pathways was 3.7 compared with 2.9 when not using the

pathways. The average time spent admitting patients with CAP using the

pathway was 3 minutes and 26 seconds compared to 4 minutes and 54 seconds
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without using the CAP pathway. The average time spent in admitting patients

with acute exacerbation of COPDwas 3minutes and 19 seconds compared to 4

minutes and 34 seconds without using the COPD exacerbation pathway.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Using clinical pathways improves efficiency in admitting pa-

tients with common inpatient illnesses and also leads to higher satisfaction

among physicians. Using simulation not only helped us demonstrate the

importance of clinical pathways but also helped us educate our residents and

improve the quality of our clinical pathways based on feedback from residents.

CLINICAL PHARMACISTS IN PRIMARY CARE PRACTICE

TEAMS: REDUCING MEDICATION RELATED PROBLEMS

AMONG OLDER ADULTS Omar Viramontes1; Janet Chon2; Jeffery Y.

Fu2; Natalie Whitmire2; Douglas S. Bell1; Chi-Hong Tseng2; Carol

Mangione2; GerardoMoreno2, 3. 1David Geffen School of Medicine at UCLA,

Earlimart, CA; 2David Geffen School of Medicine at UCLA, Los Angeles,

CA; 3UCLA, Los Angeles, CA. (Control ID #2942367)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Complex medication regimens and polypharmacy in the geriatric population

are common problems with serious health, safety, and cost implications, yet

few interventions have been shown to improve outcomes and reduce medica-

tion related problems (MRPs).

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): Pharmacologic therapy duplications, adverse drug

reactions, drug interactions, and use of potentially inappropriate meds can

result in potentially dangerousMRPs. Clinical pharmacists can help ameliorate

the unintended consequences of polypharmacy and help improve patient safety

in primary care settings. The objective of this study is to evaluate the impact of

a clinical pharmacist in primary care teams on reducing medication related

problems among older adults and comparing this to the impact made on

younger adults.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): This was an

intervention study of 1044 adults, of which 713 were older adults receiving

care in 14 primary care practices. Clinical pharmacists provided consultations

to patients with any of the following criteria: ≥ 65 years of age, polypharmacy

(≥ 5 medications), hypoglycemic medication, warfarin, or recent hospital

discharge. Physicians also referred patients for other reasons including drug

education and medication reconciliation.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION):All patients received medication rec-

onciliation, and medication related problems were identified and categorized

into 16 categories according to the HRSA adverse drug event classification

system. Frequencies and descriptive statistics were calculated.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): Data on 713 older adults that received a clinical

pharmacist consultation in their primary care office shows that 52.2% had

clinical recommendations made by the pharmacist to the physician. Among

older adults, clinical pharmacists identified the following MRPs, 22.1% of

dose discrepancy between patient use and prescribed therapy problems in

patients, 20.1% medication underuse, and 11.9% medication misuse or over-

use. When comparing older (65 years or greater) to younger (< 65 years)

adults, more potential drug interactions were identified for older adults (13.1%

vs. 5.1%, p=0.31), but less adverse drug reactions (7.4% vs 11.1%, p=0.50),

and medication overuse/misuse (11.9% vs 16.0%, p=0.45). Furthermore,

among all 16 MRP categories, the top three categories for all patients were

dose discrepancy between patient use and prescribed therapy, medication

underuse, and medication overuse or misuse. The bottom 3 were dosage form

not reasonable for patient, lab test indicated, not ordered and using expired

medication. This is in the context in which younger adults had significant

higher non-adherence rates than older adults (51.7% vs. 38.9%, p<0.01).

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): The most common medication related problems among older

adults were dose discrepancy between patient use and prescribed therapy,

medication underuse, and potential drug interactions. By imbedding clinical

pharmacists into primary care teams these problems can be identified and acted

upon, enhancing the quality of patient care and potentially reducing unintended

consequences.

COMPLETION OF A MEDICAL POWER OF ATTORNEY VIA THE

ELECTRONIC PATIENT PORTAL Hillary Lum1, 2; Lisa Schilling3; Jean

Kutner4. 1University of Colorado, Aurora, CO; 2VA EASTERNCOLORADO

HEALTHCARE SYSTEM,Denver, CO; 3U fo Colorado School ofMedicine,

Aurora, CO; 4University of Colorado School of Medicine, Aurora, CO. (Con-

trol ID #2941777)

STATEMENTOFPROBLEMORQUESTION (ONESENTENCE):Will

patients use advance care planning tools through a patient portal to appoint a

health care decision maker?

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): Using input from stakeholders, implement patient

portal-based advance care planning tools, including a Medical Durable Power

of Attorney form in the electronic health record

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS):We implement-

ed online tools for advance care planning in a large multi-region health care

system. The tools, which are available to more than 290,000 patients with a

patient portal account, were introduced in three phases in 2017. Phase 1

included patient education, links to external resources, and ability for interested

patients to send an online message to a centralized support team. Phase 2

included a first-of-its-kind electronic Medical Durable Power of Attorney

(MDPOA) form. This is possible because Colorado law does not require an

MDPOA form to be witnessed or notarized. Patient portal users can electron-

ically sign, download, and print the document. The signed MDPOA form is

stored in the electronic health record. Phase 3 provided patients with the ability

to view and print all advance directive documents stored in the electronic

health record, including the new electronic MDPOA form, through the patient

portal.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATEPROGRAM/INTERVENTION):Mixedmethods evaluation of patient

characteristics, patterns of use, and details related to healthcare decision maker
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documentation during the first 8 months of implementation of the patient

portal-based advance care planning tools. A subset of patients (n=46) partic-

ipated in telephone interviews focusing on usability, experiences, and reasons

for use. Thematic analysis was used to identify key patient perspectives.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): Without promoting the tools, 1,160 patients used

the tools (median age 45 years, range 18 - 98 years). Patients were mostly

female (68%) and received primary care through the health system (60%).

1033 (89%) users completed an MDPOA form, 23 (2%) called or sent online

messages, and 98 (8%) viewed the MDPOA form but did not complete it. Of

those who completed an MDPOA form, 60% had no prior documentation of a

decision maker, 29% had only an orally appointed decision maker, and 7% had

a prior MDPOA form on file. Patients described the tools as accessible and

time efficient to use, especially for choosing a health care decision maker.

Patients described multiple reasons for completing the MDPOA form, includ-

ing prior experiences relating to decision making; living with chronic illness;

wanting to simplify plans for family; and wanting to prepare for unexpected

situations.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Through significant and iterative input from multi-level stake-

holders, novel patient portal-based advance care planning tools can be imple-

mented. Patients used the online advance care planning tools and described

them as user-friendly and efficient. Patients were motivated to complete

MDPOA forms based on personal experiences and desires to plan for future

situations. Planning should include coordinated strategies for patient outreach

and integration into clinical practice.

CONCORDANCE IN PATIENT PERCEPTION VERSUS PROVIDER

DOCUMENTATION OF OBESITY: AN OUTPATIENT QUALITY IM-

PROVEMENT STUDY Samuel O. Schumann1; Elizabeth B. Kirkland2;

Marc Heincelman1; Andrew Schreiner1; Jingwen Zhang2; George Mawardi1;

Devin Blankinship1; William P. Moran1. 1Medical University of South Caro-

lina, Charleston, SC; 2MUSC, Charleston, SC. (Control ID #2946427)

STATEMENT OF PROBLEMOR QUESTION (ONE SENTENCE): Do

patients' self-perception and provider documentation of obesity align with

objective obesity data (BMI)?

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): 1. Compare agreement between patient-reported

obesity and objective classification of obesity (BMI) 2. Compare agreement

between physician documentation of obesity and objective classification of

obesity (BMI). 3. Compare agreement between patient-reported obesity and

physician documentation of obesity.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Patient partici-

pants were selected from a resident-lead academic internal medicine outpatient

clinic. All patients visiting the clinic during the 10 days of survey administra-

tion received a 4 question survey regarding self-perception of weight and

obesity status. Patients were counseled verbally and in writing that participa-

tion was voluntary. Surveys were administered at the time of check-in and

collected prior to triage. Neither survey questions nor results were used to

direct patient care during the appointment by the resident or attending

physician, unless directly brought forth by the patient. Administrative chart

review of the electronic health record (EHR) was performed after the appoint-

ment to collect patient-level demographic and clinical information (including

BMI, prior diagnosis of obesity and comorbid conditions) and merged with the

individual patient survey responses for analysis.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): EHR data will determine the per-

centage of patients with an obese BMI who complete the survey. Survey and

patient-level EHR data will be analysed to compare patient perception and

physician EHR diagnosis of obesity to classification of obese BMI.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATE FINDINGS

WILLBE DISCUSSED): 417 surveys were received with 73 surveys having

incomplete data at the time of collection. 53% of patients who took the survey

had an obese BMI. 60% of patients with an obese BMI identified themselves as

obese and 69% of patients with an obese BMI had a diagnosis of obesity in

their EHR. 10% of patients with a non-obese BMI identified themselves as

obese and 7% of patients with non-obese BMI had a diagnosis of obesity in

their EHR. As BMI increases, agreement between both patient perception of

obesity and obese BMI and physician EMR diagnosis of obesity and obese

BMI improved. The highest percentage of agreement occurred at a BMI of 45 -

49.9 with 83% of obese patients identifying themselves as obese and 100% of

patients having EHR diagnosis of obesity.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Poor agreement exists between patient-reported obesity and

obese BMI and between physician EHR diagnosis of obesity and obese

BMI. Recognition of obesity by both the patient and physician is the first step

starting a treatment plan for obesity. Efforts in the treatment of obesity should

include early recognition of obesity by both patients and physicians.

CONNECTINGCAREWAYOUT THERE: USING VIDEOVISITS TO

PROVIDE VA SPECIALTY CARE FORVETERANS AT STATE VET-

ERANS HOMES IN COLORADO AND OKLAHOMA Leah M.

Haverhals1; Anne Hale2; Chelsea Manheim3; Cari Levy3. 1Department of

Veterans Affairs, Denver, CO; 2Veterans Affairs, Denver, CO; 3Veterans Af-

fairs, Aurora, CO. (Control ID #2942235)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

There is an unmet need for specialty care services for Veterans residing in

state-run Veteran nursing homes (SVHs).

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): 1) Demonstrate the feasibility of increasing access

to care for Veterans in SVHs through video visits to VA Medical Centers

(VAs), leading to prompter delivery of care and eliminating travel time for rural

Veterans to VAs for specialty care. 2) Build relationships between VAs and

SVHs in Colorado (CO) and Oklahoma (OK). 3) Systematically measure

outcomes for future replication of this approach to care delivery.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): This project

connects VA specialty services to rural Veterans living in SVHs. To generate

buy-in at SVHs, VA staff first conducted in-person visits in Summer 2017 to

SVHs in CO and OK to meet with leadership and providers. Partnerships were
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formed with three SVHs in CO and seven in OK. VA Providers were recruited

and trained in delivery of telehealth visits (in Geriatrics, Palliative Care,Mental

Health, Wheelchair, Psychiatry, and Dementia). Three project team nurses

were hired in CO to serve as care coordinators pre and post-visit with the

Veterans. SVH staff identify need for video visits and communicate with VA

staff to schedule them. Follow-up by VA staff with the SVH staff is conducted

to confirm Veterans received appropriate care and recommendations from VA

providers were considered and/or adopted.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): The following measures have been

or will be used to track success: Number of visits conducted (Colorado N=15;

Oklahoma N=63); percentage of technologically successful visits (Denver=

100%); qualitative interviews of Veterans and VA and SVH staff; field notes

from project nurses; and cost savings analyses.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): The project began June 26, 2017, with the first

video visits in CO conducted on December 7, 2017. Fifteen Veterans received

geriatric video visits from the Denver VAwith 100% success (no dropped calls

or poor connectivity). Eighteen referrals to other specialties have been gener-

ated from these visits. Forty-seven wheelchair clinic video visits were con-

ducted between five OK SVHs and the Oklahoma City (OKC) VA since

project rollout, and 16 psychiatry video visits were conducted between one

OK SVH and the OKC VA. All seven OK SVHs are engaged with this

telehealth project. Cost analyses indicate an estimated savings of $68.64 per

video visit substituted for an in-person visit at rural SVHs.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Cultivating buy-in from key stakeholders at SVHs and VAs in

geriatrics, telehealth, administration, social work, and palliative care has been

key to success. Regular meetings with partners, as well as communication

between project nurses, administrative staff, and VA providers is crucial to

delivery of quality care via video visits. Anticipation of administrative pro-

cesses, including an understanding of the intricacies of scheduling visits, must

be considered when setting project timelines and goals. Finally, providing

technical support to VA providers delivering care via video visits ensures

success and sustainability of these efforts.

CONTINUED QUALITY IMPROVEMENTOF SCREENING AND IN-

TERVENTIONS FOR UNHEALTHY ALCOHOL USE IN AN ACA-

DEMIC GENERAL INTERNAL MEDICINE PRACTICE USING

ELECTRONIC HEALTH RECORD TOOLS Garrett S. Thompson1; Col-

leen Barclay2; Bailey Minish1; Shana Ratner1; Julia Tompkins1; Scott W.

Rose1; Nancy M. McElveen1; Daniel Jonas1. 1University of North Carolina

at Chapel Hill, Chapel Hill, NC; 2University of North Carolina at Chapel Hill,

Carrboro, NC. (Control ID #2935611)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

After implementing an evidence-based, systematic approach to screening and

providing interventions for unhealthy alcohol use in our resident and faculty

practice, fidelity to the screening process and delivery of appropriate counsel-

ing were suboptimal.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): We aimed to refine our process for screening and

providing appropriate interventions by building tools within our electronic

health record (EHR) to improve rates of (1) screening completion and (2)

offering appropriate interventions to patients with positive screens.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Beginning in

July 2016, we developed standard work protocols for screening and providing

appropriate interventions for unhealthy alcohol use in our outpatient academic

clinic. Our screening process includes two initial screening questions followed

by the 10-item Alcohol Use Disorders Identification Test (AUDIT) for patients

with positive initial screens. Initially, we relied on the manual identification of

appropriate patients for screening and/or interventions. In April 2017, we

implemented visit-based reminders (VBRs) in our EHR to automatically

prompt nursing staff to screen appropriate patients for unhealthy alcohol use

and to document screening results in standardized EHR flowsheets. We im-

plemented an additional VBR in September 2017 to prompt providers to offer

appropriate interventions to patients with positive screens and no documented

intervention. This VBR appears at subsequent visits and serves as a reminder

when unhealthy alcohol use was not addressed at the time of the positive

screen. Additionally, it includes an order set and templates for documentation

of appropriate interventions.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Our primary outcomes are the num-

ber and proportion of patients screened. Other measures include the proportion

of patients with risky drinking who are offered counseling and the proportion

of provider VBRs that deploy with an appropriate action taken.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): As of November 2017, we have screened 8,132

patients for unhealthy alcohol use. While the proportion of patients flagged for

screening with a documented initial screen remained relatively stable after

implementation of the nursing VBR (at approximately 70%), the proportion of

patients with a positive initial screen with documented AUDIT results in-

creased from 32% in the month preceding its release to 78% in the subsequent

month and has remained near this level. Of patients with risky drinking, 40%

have been offered counseling at the time of their positive screen, which exceeds

national rates. In the first three months after its release, the provider VBR was

acted upon 18% of the time it was deployed.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): EHR tools, such as VBRs, have the potential to facilitate screen-

ing and subsequent interventions for unhealthy alcohol use. The proliferation

of EHR reminders may contribute to alert fatiguewhich in turn could limit their

utility. Continued quality improvement is needed after the implementation of

new processes to optimize their uptake and hardwire changes.

COORDINATOR CO-LOCATION TO IMPROVE CONTINUITY IN

RESIDENCYTRAININGCLINICSNancy A. LaVine1; Jennifer Verbsky2;

Lauren Block3; Daniel J. Coletti3; Joseph Conigliaro1. 1Hofstra Northwell,

New Hyde Park, NY; 2North Shore LIJ Health System, Great Neck, NY;
3Northwell Health, Lake Success, NY. (Control ID #2944656)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

With the move towards block scheduling in ambulatory training programs,
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maintaining clinical continuity between patient and provider has become more

of a challenge for resident clinics, despite the fact that clinical continuity is

recognized as a main driver of satisfaction for both patients and providers.

Strategically deployed support personnel may be required to address logistical

and scheduling barriers to continuity.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): To enhance clinical continuity for resident physi-

cians by co-locating a team member, responsible for patient scheduling, with

care providers within the clinical space.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Hofstra

Northwell's Internal Medicine training programs operate on a 4+1

block schedule. In our traditional residency clinic, patient care is

delivered by one of 58 resident physicians in exam rooms, and

patients are directed to the front desk in the waiting area to schedule

follow up visits. Front desk staff makes consistent effort to maintain

resident-patient continuity utilizing the schedule history in the EMR.

We changed clinical and administrative workflows prior to establishing

an interprofessional primary care clinic funded by a HRSA Primary

Care Training Enhancement Grant entitled IMPACcT (Improving Pa-

tient Access, Care and cost through Training). There are 10 residents

assigned to the IMPACcT team. Patients receiving care in IMPACcT

are served by an interprofessional team including IM residents, med-

ical students, and trainees in clinical pharmacy, psychology and phy-

sician assistant programs. This clinical team is supported by a medical

assistant and a patient access coordinator. All team members are

located in the same precepting space. The coordinator participates in

daily clinical huddles and precepting discussions, helps plan for up-

coming visits, and schedules future appointments with the patient in

the exam room prior to the end of the visit.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): We compared provider continuity

(% of resident visits with patients assigned to his/her panel) for both the

traditional and IMPACcT Clinics over time.

FINDINGS TO DATE (IT IS NOT SUFFICIENT TO STATE

FINDINGS WILL BE DISCUSSED): From July-December 2016,

provider continuity for all visits in the traditional clinic was

1495/4583(33%), compared with 433/776 (56%) in IMPACcT (χ2 =

65.22, df=1, P<.001). When acute/urgent visits and preoperative visits

(time sensitive visits) were excluded, provider continuity was

1406/3846 (37%) in the traditional clinic and 567/775 (73%) in the

IMPACcT Clinic (χ2 = 122.15, df=1, P<.001). This trend continued

from Jan-June 2017, with 1570/3754 (42%) in traditional clinic and

383/602 (64%) in IMPACcT Clinic (χ2 = 34.32, df = 1, P<.001).

KEY LESSONS FOR DISSEMINATION (WHAT CAN OTHERS

TAKE AWAY FOR IMPLEMENTATION TO THEIR PRACTICE

OR COMMUNITY?): Co-locating a team member responsible for

patient scheduling in the clinical space enhanced provider continuity

in the IMPACcT clinic. Co-location facilitates real-time communication

of patient scheduling needs between the resident physician team and

the scheduling team member. Moving patient schedulers from a tradi-

tional "front desk" model to the clinical/precepting space may be a

neutral cost option for enhancing continuity

CORRIE HEALTH: RE-ENGINEERING DISCHARGE AND RECOV-

ERY FROM ACUTE MYOCARDIAL INFARCTIONS Jane Wang2;

Francoise A. Marvel1; Erin M. Spaulding2; Matthias Lee3; Oluwaseun

Fashanu2; Helen Xun2; Lochan Shah2; William E. Yang2; Farhan Merali2;

Ryan Demo3; Seth S.Martin2. 1Johns Hopkins School of Medicine, Baltimore,

MD; 2Johns Hopkins University School of Medicine, Baltimore, MD; 3Johns

Hopkins University, Baltimore, MD. (Control ID #2939950)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Suboptimal hospital discharge processes result in poor patient outcomes and

increased hospital spending among patients following an acute myocardial

infarction (AMI), calling for novel solutions to address this issue.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREEOBJECTIVES): 1. Monitor 30-day hospital readmissions and costs

2. Evaluate usability of Corrie Health 3. Evaluate patient activation among

Corrie Health users

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Corrie Health

is a novel technology platform designed by an interdisciplinary team of

clinicians and engineers at Johns Hopkins and Apple Inc. that integrates key

components of post-discharge care into an iPhone application, Apple Watch,

and iHealth blood pressure monitor. Corrie's interface sends medication re-

minders through the smartphone and smartwatch, allows patients to log their

medication adherence, monitors key vital signs and physical activity, delivers

patient education modules, and reminds patients about upcoming

appointments.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Myocardial infarction COmbined

device Recovery Enhancement (MiCORE) is a clinical trial that eval-

uates the feasibility and usability of Corrie via: 1. 30-day Hospital

readmissions and cost-savings 2. Corrie Usability 3. Corrie Patient

Activation Measure

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATE FINDINGS

WILL BE DISCUSSED): 1. Preliminary results based on 68 patients dem-

onstrate that Johns Hopkins Hospital's average rate of 19% post-AMI all-cause

30-day readmissions rate was reduced to 2.9% in Corrie users. The estimated

hospital cost savings is $298,716. Within this cohort, the average age is 56.8;

69.1% are male; 68.3% are Caucasian, and 16.7% are African American;

96.4% are insured; 56.7% own iPhones; 29.4% have diabetes; 42.7%, dyslip-

idemia; 48.5%, hypertension; 14.7%, prior AMI. 2. Preliminary results based

on 12 patients who completed a recently-implemented usability survey ap-

proximately 3 days following hospital discharge indicate that patients agreed

Corrie was easy to use with a median score of 4.0 out of 5.0 [responses ranging

from strongly disagree (1) to strongly agree (5)]. They indicated that they

"would like to use the Corrie app frequently" (4.0) and did not find the Corrie

app unnecessarily complex" (2.0) or "cumbersome to use" (2.0). 3. Preliminary

results based on 13 patients who completed a recently-implemented Patient

Activation Measure survey approximately 3 days following hospital discharge

indicated that patients agreed strongly that "taking an active role" in their own

health was "the most important thing that affects (their) health", with a median

score of 4 out of 4 [responses ranging from strongly disagree (1) to strongly

agree (4)]. They were strongly in agreement with their abilities to "maintain

lifestyle changes" (4.0) and know what their prescribed medications do (4.0).
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KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): 1. Corrie Health demonstrates potential in reducing 30-day

hospital readmissions and hospital expenditures in patients following AMI.

2. Patients seem to perceive Corrie to be easy to use and indicated they would

like to use Corrie frequently. 3. Patients seem to perceive that they possess high

levels of health activation.

DEVELOPING AN EMR-BASED SCREENING AND REFERRAL

SYSTEM TO ADDRESS SOCIAL DETERMINANTS OF HEALTH

(SDOH) IN PRIMARY CARE: A FEASIBILITY STUDY Pablo Buitron

de la Vega1; Stephanie Losi3; Linda Sprague Martinez6; Allison Bovell-

Ammon5; Arvin Garg3; Thea James3; Alana Ewen3; Marna Stack3; Heloisa

DeCarvalho4; Megan Sandel3; Rebecca G. Mishuris4; Stella Deych3; Patrick

Pelletier3; Nancy R. Kressin2. 1Boston Medical Center, Detroit, MI; 2Dept of

Veterans Affairs and Boston University, West Roxbury, MA; 3Boston Medical

Center, Boston, MA; 4Boston University School of Medicine, Boston, MA;
5Children's HealthWatch, Boston, MA; 6Boston University, Boston, MA.

(Control ID #2941371)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Despite the recognized impact of social factors on individual health, there are

few, systematic clinical strategies in primary care for addressing SDOH, while

even fewer illustrate strategies to leverage EMR automation to facilitate

screening and resource referrals.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): Develop a systematic clinical strategy to screen

primary care patients for SDOH, utilize the EMR to generate ICD 10 codes

from screening responses, and per patient request, provide language-

appropriate referrals to available community and hospital-based resources.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICEORCOMMUNITYCHARACTERISTICS):AtBostonMed-

ical Center (BMC), New England's largest safety net hospital, systematic

population-based strategies for helping patients address social needs are ur-

gently needed as we are transitioning to a value-based accountable care model

for all Medicaid patients in 2018. A model of SDOH screening and referral

called "WE CARE" had been implemented in BMC pediatric clinics. We

sought input from clinicians, investigators, and patients to adapt this model

with the goal of hospital-wide implementation. We sought leadership approval

and acquire IT support to leverage our EMR system towards developing a

sustainable clinical strategy comprised of three stages: 1.Screening for SDOH

(homelessness, housing insecurity, food insecurity, unemployment, utility

needs, inability to afford medications, lack of transportation to medical ap-

pointments, and educational need, as well as childcare and/or older adult care

support needs). 2.Capturing responses in the form of standard ICD 10 codes.

3.Providing patients with resource referral guides to help address their social

needs. Since October 2017 we have rolled out the strategy in all general

internal medicine clinics.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): 1.Feasibility of SDOH screening:

patients screened compared to eligible patients. 2.Feasibility of documenting

ICD-10 codes: provider orders signed compared to positive patient screens.

3.Feasibility of providing SDOH resource guide: provider orders signed com-

pared patient requests for help connecting to resources.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): Our proposed screening and referral workflow is

acceptable to patients, front-line staff and providers. Feasibility of SDOH

screening: - GIM clinics have screened 87% eligible patients (n=1039) - 2

out of 908 patients screened refused to answer Feasibility of documenting ICD-

10 codes: - 84% of patients with one or more positive SDOH screening

questions had ICD-10 code added to their visit diagnosis (n=309) Feasibility

of providing resource guide: - 97% patients requesting resources received a

resource guide (n=267)

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Implementing a systematic clinical strategy to address SDOH is

feasible and acceptable in primary care. We attribute our success to aligning

our work with hospital strategic priorities, involving key stakeholders in

developing a streamlined standard workflow, leveraging EMR automation to

minimize time burden on clinic staff, piloting and improving the initial pro-

gram design before scaling, and incorporating staff feedback and ideas to

continuously improve the program.

DEVELOPMENTOFA SUSTAINMENT PROGRAMFORTHEMAR-

QUIS2 COLLABORATIVE Eugene S. Chu1, 3; Deonni P. Stolldorf4;

Amanda S. Mixon6; Anirudh Sridharan9; Stephanie Mueller7; G. R. Smith8;

Anuj K. Dalal5; Jeffrey Schnipper2, 5. 1UTSW, Dallas, TX; 2Brigham and

Women's Hospital, Boston, MA; 3Parkland Hospital, Dallas, TX; 4Vanderbilt

University, Nashville, TN; 5Harvard Medical School, Boston, MA; 6VATen-

nessee Valley Healthcare System and Vanderbilt University, Nashville, TN;
7Brigham and Women, Boston, MA; 8Northwestern, Chicago, IL; 9Johns

Hopkins Medicine, Baltimore, MD. (Control ID #2946053)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Quality improvement projects often improve short term outcomes; however,

these efforts often fail to maintain the intervention or its outcomes after the

initial study period ends.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): We sought to develop and implement a

sustainment program to pro-actively address sustainability and maximize the

possibility of maintaining gains made during the MARQUIS2 intervention

period.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): The second

Multi-Center Medication Reconciliation Quality Improvement Study

(MARQUIS2) is a national collaborative of 18 sites designed to implement

best practices for medication reconciliation in hospitalized patients. The

sustainment program consists of 4 components: 1) Sustainment survey tool

development 2) Webinar 3) Administration of the tool to identify and manage

vulnerabilities and 4) Collaborative troubleshooting of sustainment issues. We

first developed a sustainment survey tool based on previously validated stud-

ies. We used the framework of capacity, context, effectiveness and institution-

alization developed by Shediak to organize the survey tool and frame discus-

sion about sustainment. Awebinar for site leaders, mentors, and MARQUIS2

leadership and staff was given approximately six weeks prior to completion of
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the first wave of MARQUIS2 sites' intervention periods. The webinar ad-

dressed differences between the intervention and sustainment periods of QI

work. Changemanagement theory, transactional and transformational concepts

and the sustainment tool with its elements were introduced. After the webinar,

the sustainment survey tool was administered. Vulnerabilities to sustainment

were identified and addressed during the remainder of the intervention period

through regularly scheduled monthly calls between site leaders and their

mentors. Mentors also discussed challenges to sustainment amongst each other

and with MARQUIS2 leadership.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION):We plan to use our initial experience

to continue to tailor the sustainment tool and program. Long term measures of

sustainment, including continuation of intervention components and outcome

maintenance (i.e., decreasedmedication discrepancy rates) six months after the

end of the intervention period will be measured.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILLBEDISCUSSED): Five of the six wave 1 sites completed the tool. The

number of identified threats to sustainment varied from minimal to extensive,

and areas of vulnerability differed across the five sites. Effectiveness issues

included MD and RN attitudes and sparsity of data. Institutionalization issues

included discharge medication reconcilliation process and team communica-

tion process inadequacy. Capacity issues included lack of pharmacy staffing.

Context issues included lack of coninued leadership and data collection.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): The sustainment program has been well received by study sites.

For each site, mentors and site leaders, with assistance from MARQUIS2

leadership, worked to address and manage threats to sustainment that were

identified. In some cases, the decision was to continue active intervention

efforts after the formal study period ended.

DEVELOPMENT OFAN INFECTION CONTROL PROTOCOL FOR

AVETERAN'S AFFAIRS (VA) SKILLED NURSING FACILITY Elaine

Y. Hsiang2; Talia Mahony2; Andrew Yousef2; Judith Rosen3; Kathryn

Eubank1, 3; Michi Yukawa1, 3. 1University of California San Francisco, San

Francisco, CA; 2University of California, San Francisco, San Francisco, CA;
3San Francisco VA Medical Center, San Francisco, CA. (Control ID

#2929009)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

How can we prevent the VA Community Living Center (CLC) from being

placed on quarantines due to certain contagious infections?

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): During the recent June 2016 rhinovirus outbreak,

12 residents tested positive for rhinovirus, and the CLC was closed for two

weeks. The objective of this program are the following: 1. Describe the root

cause analysis (RCA) of this problem 2. Describe development and

implemention of a New Infection Communication Protocol 3. Describe the

measurable outcomes

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): The new proto-

col was implemented at the CLC, a skilled nursing facility caring for 100

residents. The RCA participants included Infection Control, Nursing, House-

keeping, SocialWork, Food and Nutrition service, Recreational Therapists and

Medicine Service. The RCA team developed and implemented a New Infec-

tion Communication Protocol aimed at containing respiratory illness.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Outcome measures included fre-

quency of contagious illness, number of hours before precaution was initiated,

number of veterans affected by the illness and the length of quarantine of the

CLC due to contagious infection before and after the implementation of the

protocol.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATE FINDINGS

WILL BE DISCUSSED): We examined data from 27 individual respiratory

infectious cases, 10 cases before the protocol was initiated and 17 after protocol

launch. Prior to the new protocol, mean time to precaution initiation after

symptoms were noted was 20.1 hours. After the protocol initiation, mean time

to droplet precaution initiation was 13.8 hours, a 30% decrease (p=0.21).

Before protocol adoption, there were 2 outbreaks (Rhinovirus and Coronavi-

rus) from September 2015 through August 2016 with a mean of 10.5 cases,

resulting in average length of quarantine of 12 days. After the protocol was

initiated (September 2016 through August 2017), there was only one influenza

outbreak with 7cases resulting in CLC quarantine for 11 days. There were two

cases of rhinovirus, one case of influenza, two cases of RSV, and one case of

Coronavirus which could have, but did not, result in an outbreak or guarantine

of the CLC. We conclude that the new protocol effectively mitigated potential

propagation and reduced the number of days of quarantine.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Outcome measurements suggest that a clear communication

protocol can decrease time to infection control interventions and decrease days

in quarantine for a skilled nursing facility. One lesson was the importance of

including stakeholders not traditionally included in care management: house-

keeping and food delivery staff. We also learned that communication could be

enhanced by using each stakeholder's preferred communication method. Fi-

nally, registered nurses were empowered to independently initiate precautions.

The development and implementation of a similar protocol may be beneficial

for all skilled nursing facilities.

DIRECT REFERRAL RAPIDLY INCREASES OSTEOPOROSIS

SCREENING RATES IN PATIENT POPULATION CHALLENGED

BY LOW HEALTH LITERACY Christina Mai; Travis Halbert; Howard

Leung; Huei-Wen Lim; Yonathan Litwok; Eugene J. Lucas; JacquelineMoore;

Ryann Quinn; Sara Tariq; Timothy Wigand; Joshua Berkowitz; Jason Ehrlich.

Donald and Barbara Zucker School of Medicine at Hofstra/Northwell, Hemp-

stead, NY. (Control ID #2941572)

STATEMENT OF PROBLEM OR QUESTION (ONE SEN-

TENCE): Osteoporosis-related fractures cost over $17 billion annual-

ly, with screening severely lagging in populations challenged by low

healthcare literacy.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): Our aim was to improve rate of screening for

osteoporosis and osteopenia in a patient population challenged by low

healthcare literacy.
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DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICEORCOMMUNITYCHARACTERISTICS):Over 53 million

Americans suffer from osteoporosis or osteopenia. The direct cost of osteopo-

rotic fractures in the United States totals over $17 billion annually. It has been

shown that screening for osteoporosis significantly lags in populations with

low health literacy. Attendant incidence of fragility fractures in these same

populations is unnecessarily high. Maximization of appropriate osteoporosis

screening creates the opportunity to prevent fractures as well as conserve

increasingly scarce financial resources. Our outpatient residency practice pa-

tients encounter several challenges to completion of screening measures rec-

ommended. The population is approximately 50% primarily Spanish-speaking

and includes many new and undocumented arrivals to the country. Low

healthcare literacy, concern about presenting to unfamiliar offices given legal

status issues, and general navigational challenges stand in the way of optimiz-

ing our patients' DEXA screening.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): We aimed to improve rates of oste-

oporosis screening in our residency practice's population of women over 65, as

recommended by the United States Preventive Services Task Force. We

excluded only patients who had previously undergone DEXA. The interven-

tion in the experimental group included a mailed referral to patients meeting

inclusion criteria accompanied by specific directions for making their appoint-

ment and an educational pamphlet about osteoporosis and DEXA. Educational

materials were geared to a lower health literacy level and were provided in both

English and Spanish.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): 128 referrals were sent based on inclusion criteria,

while a control group of 76 patients received usual care. Comparison of

experimental and control groups' baseline characteristics did not yield signif-

icant differences. Patients were followed for 4 months from the dispatch of

their referrals. Within the experimental population, 16.3% underwent DEXA

as compared to 6.6% of the control population, yielding a statistically signif-

icant p-value of 0.039.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Our intervention improved osteoporosis screening in our clinic

in a statistically significant manner. The individuals identified as

having osteoporosis or osteopenia were then able to be initiated on

appropriate medical therapy, thus improving primary prevention of

possible future fractures. Our intervention is simple, cost-effective,

produces significant results quickly, and can be readily adapted to

the needs of any residency or faculty patient population. Over time,

this approach can reduce osteoporotic fracture-related healthcare costs

as well as notably improve patient quality of life.

DISSEMINATION OF ONLINE EDUCATIONAL MODULES IN AN

INTERNAL MEDICINE RESIDENT CLINIC: A PILOT STUDY John

M. Tucker1; Cynthia K. Redenbaugh3; Richard Lord3; Nikta Pirouz4; Claudia

L. Campos2. 1Wake Forest Baptist Medical Center, Winston-Salem, NC;
2Wake Forest University, WInston-Salem, NC; 3Wake Forest Baptist Medical

Center, Winston Salem, NC; 4Wolters Kluwer, Chicago, IL. (Control ID

#2944514)

STATEMENTOFPROBLEMORQUESTION (ONESENTENCE):Will

online educational modules be utilized by patients of an Internal Medicine

resident clinic?

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): 1. To determine patients' acceptance of online

educational modules. 2. To evaluate the perceived usefulness of the modules

by those who completed them.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Study was con-

ducted in the OPDWake Forest internal medicine resident clinic, which serves

an urban and underserved population. Patients with new diagnosis of type 2

diabetes mellitus (T2DM) from March 1, 2017 through December 5, 2017

were identified via automated reports from our Electronic Health Record

(EHR). Designated patients were called and, if interested, enrolled for online

educational modules. Patients could view and complete on their phones or

computers during their preferred time.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Demographic data was collected on

patients with newly diagnosed T2DM. The number of patients starting and

completing educational modules were compiled to determine acceptance of

online modules. After finishing a module, patients could complete an optional

survey to provide feedback regarding module effectiveness.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): During the study period, 335 patients with newly

diagnosed T2DM were identified by the EHR. Of those, 180 (53.7%)

were females, 168 (50.1%) African American and 129 (38.5%) Cau-

casians, and 259 (77%) were age 40 to 70. Insurance status was used

as a marker of socioeconomic status, 145 (43.2%) with Medicare, 57

(17%) with Medicaid, and 72 (21.5%) were uninsured. Only 56

(16.8%) had private insurance. Overall, 72 (21.5%) patients started

and 27 (8%) completed an educational module. Those completing the

modules were of similar age range but were predominately female

(65.4%), Caucasian (50%), and Medicare recipients (43.2%). Of the

16 survey responses, 93% felt the module answered questions they

would have called their provider about, 73% felt it covered unknown

risks, 77% felt it provided new information, and 67% felt it increased

confidence to ask health questions. After watching, 94% stated they

would take new action in managing their own health, 85% were

motivated to take their medications, and 92% stated they were more

aware of lifestyle impact on their health.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): The EHR can systematically identify patients to disseminate on-

line educational modules without affecting busy provider or clinic

workflow. Module completion rates were low, likely due to patient

characteristics (predominance of low socioeconomic status and under-

represented minorities). Surprisingly, online education was better ac-

cepted by Caucasian females given survey responses. Overall, in this

disadvantaged population those who completed the modules found

them useful and planned on changing behaviors. Future research

should focus on how to support those who completed the modules

in making the changes needed and how we eliminate barriers for those

who did not complete the modules.
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DOES AN ELECTRONICMEDICAL RECORD PROMPT INCREASE

ADHERENCE TO HEPATITIS C SCREENING GUIDELINES IN A

PRIMARY CARE SETTING? Rena Singleton; Susan Diem. University of

Minnesota, Minneapolis, MN. (Control ID #2947443)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Does the presence of an integrated electronic medical record Best Practice

Alert (BPA) increase Hepatitis C screening rates of adults born between 1945

and 1965 in a primary care setting?

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): 1. To assess whether an integrated electronic

medical record Best Practice Alert (BPA) for Hepatitis C increases screening

rates in a primary care setting. 2. To assess whether an electronic medical

record BPA for Hepatitis C increases adherence to Hepatitis C screening

guidelines. 3. To increase the number of patients screened for Hepatitis C in

a primary care setting.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICEORCOMMUNITYCHARACTERISTICS): I was a member

of an interdisciplinary committee at the University of Minnesota (UMN) that

created an integrated Best Practice Alert (BPA) for Hepatitis C screening

within the UMN electronic medical record. The goal of this BPA is to identify

previously unscreened patients who qualify for Hepatitis C screening per

USPSTF and CDC recommendations, with the aim of increasing screening

rates in outpatient primary care clinics. The BPAwas fully operational in five

pilot clinics by June 1, 2016. This quality improvement project examines the

impact of this BPA on Hepatitis C screening rates in adults born between 1945

and 1965 in these clinic pilot sites.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): The number of patients seen in clinic

who were born in the Baby Boomer birth cohort and received Hepatitis C

screening between November 1, 2015 and May 31, 2016 was compared to the

number of patients seen in clinic who were born in the Baby Boomer birth

cohort and receivedHepatitis C screening between June 1, 2016 and December

31, 2016. The number of patients in each time period found to have newly

diagnosed active Hepatitis C infection was also assessed. Screening was

defined as having completed a Hepatitis C antibody test with a HCV RNA

Quantitation test if Hepatitis C antibody testing was positive.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): Between November 1, 2015 and May 31, 2016:

9,828 Baby Boomer birth cohort patients were seen in the pilot clinic sites and

qualified for Hepatitis C screening and 10.7% of these patients received

screening. Between June 1, 2016 and December 31, 2016: 10,250 Baby

Boomer birth cohort patients were seen in the pilot clinic sites and qualified

for Hepatitis C screening and 46.3% of these patients received screening

(p<0.0001).

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Integrated electronic medical record prompts are becoming

increasingly prevalent; more data is needed to examine the efficacy of these

prompts in increasing screening rates for any health condition, including

Hepatitis C. This quality improvement project suggests that integrated EMR

prompts can significantly increase screening rates and adherence to screening

guidelines in an outpatient care setting. Hepatitis C is more treatable than ever

before, and the burden of disease for patients with undiagnosed and untreated

Hepatitis C is significant; it is important that patients who qualify for screening

complete this so that those with previously undiagnosed active Hepatitis C can

be referred for treatment.

EARLY IMPACT OF SCRIBES ON PROVIDER EFFICIENCY IN AN

EHRMaura J. McGuire1, 3; Danny Lee3; Joe Deckert4; Hoda Bastani5; Steven

J. Kravet2, 3. 1Johns Hopkins School of Medicine, Baltimore, MD; 2Johns

Hopkins, Baltimore, MD; 3Johns Hopkins Community Physicians, Baltimore,

MD; 4Epic, Verona, WI; 5Johns Hopkins University Bloomberg School of

Public Health, Baltimore, MD. (Control ID #2945650)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

While electronic health records (EHRs) are used by the majority of healthcare

providers, many struggle to use these tools efficiently, and this can result in

excessive after hours work. Provider efficiency may be increased by using

scribes to assist with documentation and related tasks.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): (A) Evaluate the impact of scribes on provider

efficiency metrics. (B) Determine whether scribes reduced the time providers

spent performing tasks after hours.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Our organiza-

tion is academically affiliated group that delivers primary care to more than

250,000 patients annually using an integrated EHR. A subset of our providers

have used scribes to assist with documentation and workflow since July 2016.

We used a calculable provider efficiency profile (PEP) generated by our EHR,

tracking the type of provider work (i.e. clinical review versus data entry), to

evaluate the effectiveness of our scribe program on provider workflow and

efficiency. We compared the PEP metrics for individual providers at two time

points, before and after they began using scribes. We also compared these to a

time-matched control group of providers who did not use scribes at either time

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Efficiency metrics for 6 providers

who worked with scribes were compared to a control group of 17 providers

who did not work with scribes. Metrics were collected during a two-week time

period in February (pre-scribe) and in August, after provider-scribe teams had

worked together for 2 months. Success was measured via evaluation of an

overall PEP score and time metrics, including overall system, documentation,

after-hours, and call-response times.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATE FINDINGS

WILL BE DISCUSSED): The overall PEP score for providers who worked

with scribes increased by 20.0%, compared to a decline of 16.9% in the control

group (P<0.001). Comparing providers supported by scribes to controls,

system time per appointment (19.9 vs. 24.8 minutes, P=.008), documentation

time (3.64 vs 8.30 minutes, P=0.048), and call response time (0.45 vs. 1.07

minutes, P=0.050) were lower. There were no significant differences in after-

hours time (4.41 vs 4.16 minutes) or note length (7052 vs 5820 characters).

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?):Our results suggested that a scribe program can improve provid-

er efficiency and reduce work time for several common tasks within 2 months
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of implementation. Additional study is needed to evaluate the intermediate and

long-term impact of scribes on provider efficiency.

EHR-BASED SEPSIS WARNING SYSTEM IMPROVES DETECTION

AND TREATMENT OF HOSPITAL-ACQUIRED SEPSIS IN AN

ACUTE CARE HOSPITAL SETTING Benjamin J. Wolpaw1, 2; Natalie

Kress1, 2; Rosemary M. Grant2; Deb K. Wahl3; Aidan Garver-Hume3; Sergi

Villanueva3; Anders Chen4; David Carlbom2, 3. 1University of Washington,

Seattle, WA; 2Harborview Medical Center, Seattle, WA; 3University of Wash-

ington Medicine, Seattle, WA; 4Seattle VA, Seattle, WA. (Control ID

#2928595)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Patients who develop sepsis while hospitalized in acute care settings often

face delayed recognition and treatment, leading to high mortality rates.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): 1) Use an automated sepsis monitoring system to

improve compliance with the 3-hour sepsis bundle (lactate, blood cultures,

antibiotics) on acute care hospital wards at a large, urban, safety-net hospital. 2)

Improve mortality for hospital-acquired sepsis. 3) Create an electronic health

record (EHR)-based system to track the time from detection of sepsis to

response by nurses and physicians, and to delivery of 3-hour bundle

components.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Harborview

Medical Center is an urban, regional level I trauma center and safety-net

hospital that from 2014-2016 treated an average of 268 cases per year of

hospital-acquired sepsis with a 26% observed mortality rate (mortality index

1.56). We convened a multidisciplinary rapid process improvement workshop

in late 2016 in order refine an existing sepsis monitoring system and workflow,

with the goal of faster sepsis identification and management. The revised

system continuously monitors the EHR for laboratory and vital sign distur-

bances. When this system identifies a patient at risk for sepsis, the bedside

nurse (RN) is electronically prompted to triage the alert. If the RN is concerned

for new or worsening infection, the covering provider is asked to evaluate the

patient and complete an electronic order set with standardized sepsis workup

and treatment options. Both RN and provider response times are recorded.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATEPROGRAM/INTERVENTION):We developed a database to calculate

a variety of metrics including mortality, nurse and provider response time, and

3-hour bundle compliance for hospital acquired sepsis. Staff were surveyed

regarding their opinion of the new system.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): The revised sepsis monitoring system produced a

statistically significant shift in 3-hour bundle compliance for hospital acquired

sepsis, and the average rate improved from 4% to 18%. Patients who were

identified by the monitoring system and received the 3-hour bundle had lower

mean mortality than all other patients with hospital acquired sepsis (20% vs

24.8%). Average time from first concern for sepsis to delivery of bundle

components remains high. For example, from RN suspecting sepsis, it takes

6.5 hours to antibiotic administration. The average nurse response time to the

electronic alert is currently 54 minutes, and subsequent physician response

time is estimated at 48 minutes. Surveyed nurses and physicians were support-

ive of the revised system and believed that it improved communication.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?):We present a model for an EHR-based sepsis monitoring system

with at least two aspects that are novel to the literature: 1) an RN driven triage

step and 2) the ability to track RN and physician response times. This system

has positively impacted acute care sepsis identification and treatment, and

continues to provide valuable data that will inform further improvement

efforts.

ELECTRONIC-PRESCRIBING AT DISCHARGE FROM ACUTE

HOSPITALIZATION: SYSTEM AND EDUCATIONAL INTERVEN-

TIONS TO IMPROVEE-PRESCRIBINGRATES John Jochum1; Kristian

Feterik2. 1University of Pittsburgh, Wexford, PA; 2University of Pittsburgh

Medical Center, Pittsburgh, PA. (Control ID #2906660)

STATEMENTOF PROBLEMORQUESTION (ONE SENTENCE): The

University of Pittsburgh Medical Center Presbyterian/Shadyside campus is a

large teaching institution and to date has failed to meet the Meaningful Use

Stage 3 requirement for electronic prescribing (e-Rx) more than 25% of

permissible hospital discharge medication orders.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): By targeting an incoming class of Internal Medi-

cine Interns, we hope to increase the rate of e-Rx, meet CMS objectives, and

improve patient safety through the following objectives: -Ensure all incoming

interns have a valid Surescripts Provider Identifier (SPI) with accurate contact

information prior to the start of their clinical rotations, and identify deficiencies

-Provide a discharge curriculum that includes e-Prescribing best practices

-Survey interns in the first month of their year and again later in their internship

year to trend attitudes towards e-Prescribing and identify deficiencies

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): This quality

improvement project is applied at UPMC Presbyterian/Shadyside campus, a

large, urban, inpatient medical center. Focusing first on systems factors, all

prescribers require a valid Surescripts Provider Identifier (SPI) account to

access e-Rx in our EHR.We worked with administrators to ensure all residents

gained access. With regard to educational factors, as part of a discharge

curriculum, interns were provided a short lecture regarding both e-Rx best

practices and clinical significance during their first inpatient month. Resident

teams were visited in-person, to identify deficiencies. Finally, interns were

surveyed regarding their practices and attitudes toward e-Rx.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATEPROGRAM/INTERVENTION):Measures: -We are collecting month-

ly Meaningful Use E-Rx data for Presbyterian/Shadyside campus, identifying

compliance with the 25% e-Rx objective -Secondarily, we will again survey

interns later this spring to trend attitudes towards e-Prescribing and identify

deficiencies

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): Findings to Date: -UPMC Presbyterian/Shadyside

campus has increased rate of e-Rx from 18% in August to 27% in October -We
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expect further monthly data and also results from our second survey prior to the

annual meeting in April

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?):Key Lessons: -In our institution, 50 to 55% of all prescriptions at

discharge written by residents -In large academic centers, where a majority of

new prescriptions at discharge are written by resident physicians, ensuring

early access to e-Rx will help ensure compliance with Meaningful Use objec-

tives -Regarding e-Rx patterns, up to 25% of residents surveyed revealed their

practice for writing new prescriptions was based on the method they were

taught, emphasizing the importance of habit patterns and education on the

wards -On initial survey, as compared to printed prescriptions, 43% of interns

felt e-Rx was more efficient, and 38% felt the methods were equally efficient

EMERGENCY DEPARTMENT BASED DIABETES SCREENING ON

THE NAVAJO NATION Erik Anderson1; Chandima Deegala1; Daniel

Dworkis2; Triveni DeFries1; Kimberly Mohs1. 1Indian Health Service,

Shiprock, NM; 2University of Southern California, Los Angeles, CA. (Control

ID #2939996)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

American Indians and Alaskan Natives have a 177% higher mortality rate

from diabetes compared to all races in the United States, have difficult access to

primary care and may benefit disproportionately from screening leading to

early interventions.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES):We developed a non-targeted, Emergency Depart-

ment (ED)-based diabetes screening program to aid detection of diabetes,

assess disease severity and accelerate connection to care.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS):We implement-

ed a non-mandated clinical screening protocol for diabetes in a rural Indian

Health Service ED where only 51% of patients in the intervention had a

designated primary care provider (PCP). Hemoglobin-A1c (HbA1c) testing

was auto-bundled with commonly ordered blood tests in the electronic health

record (EHR) for patients who were undergoing lab testing. The EHR algo-

rithm excluded patients who had a HbA1c drawn in the previous 75 days. A

prior diagnosis of diabetes or pre-diabetes was determined by chart review.

Those with newly identified diabetes were notified by phone call or letter from

the diabetes clinic, and those with newly identified pre-diabetes were referred

to diabetes education and community health worker outreach.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): We performed a prospective cohort

analysis of the intervention. HbA1c cutoffs were established at 6.5% for

diabetes and 5.7% for pre-diabetes. Patients' communities were included in

geospatial analysis if more than 10 patients presented from that community

during the study period. Rates of positive screens were compared between

communities within the geographic service area to target community-based

interventions. We will measure how many patients screened were ultimately

connected to care.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): Over a 12-week period, there were 8,280 patients

who presented to the ED, including 2,297 (27.7%) with blood draws; of these,

1,026 (44.7%) were screened for diabetes. The median HA1c was 6.0 (inter-

quartile range [IQR]: 5.5-7.3) among all patients tested; 5.7 (IQR: 5.4-6.0) for

patients without a prior diagnosis of diabetes or pre-diabetes; and 9 (IQR: 6.8-

11.0) for patients with a prior diagnosis of diabetes or pre-diabetes. Overall,

711 patients (69.3%) had an HA1c >5.7%, including 50 (4.8%) with new

diagnoses of diabetes and 310 (30.2%) with new diagnoses of pre-diabetes.

74% of patients with a prior diagnosis had a designated PCP compared to

38.5% of patients without a prior diagnosis (p<0.001). All communities

included had a median HbA1c > 5.7%, and two communities had a median

HbA1c >6.5%.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): In this ED-based diabetes screening program, we identified high

rates of newly diagnosed diabetes and pre-diabetes among patients on the

Navajo Nation, and poor glycemic control among existing diabetics. The

majority of newly diagnosed patients did not have a designated PCP. Routine

diabetes education and linkage to care between EDs and primary care may be

especially indicated in this setting, and community-based interventions can

target high-risk communities for further education and care.

ENGAGING THE DISENGAGED: OUTCOMES OF RECRUITMENT

AND ENROLLMENT OF HIGH-RISK, HIGH-UTILIZERS INTO AN

INTENSIVE OUTPATIENT PRIMARY CARE PROGRAM FOR

COMPLEX CARE MANAGEMENT Maria Duenas; Sire Sow; Cristina

Poveda; Bernard Ortega; NormaLopez; AniaWajnberg.Mount Sinai Hospital,

New York, NY. (Control ID #2945710)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Patients with complex health needs account for disproportionate share of

healthcare spending and may benefit from referral to intensive outpatient

services for complex care management.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREEOBJECTIVES): 1. Reduce inpatient utilization for high-risk patient

cohort 2. Integrate social determinants of health into all assessments and

interventions 3. Encourage self-management of chronic disease

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): PEAK Health

is a short-term intensive outpatient primary care program for high-risk,

high-utilizer patients. Burdened by multiple psychosocial risk factors,

this population has traditionally been challenging to engage. PEAK

Health is a transitional care model with the goal of graduating patients

once care goals have been achieved. The care model is multidisciplin-

ary in nature consisting of a primary care provider (MD or NP), a

care coordinator and a licensed clinical social worker. Patients are

referred from multiple sources including: direct primary care referral,

Emergency Room (ER), post-discharge from partner hospitals, and

with the use of internal and external risk-based analytics. All referred

patients are reviewed for medical eligibility by PEAK Health pro-

viders. Once deemed eligible, patients are assigned to a specific care

team and outreach is initiated by the care coordinator assigned. Hos-

pitalized or ER patients will often be outreached at the bedside,

whereas patients referred through other means will be outreached

telephonically. After successful outreach, the patient will be offered
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enrollment into PEAK Health by scheduling a one hour intake visit.

Once active, patients have access to enhanced care coordination,

opportunities for community based visits, and frequent follow-up clinic

visits.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Number of patients successfully

outreached by care coordinators who agreed to PEAK Health enrollment.

Number of patients who agreed to PEAK Health enrollment and attended first

appointment. Number of patients who agreed to PEAK Health enrollment and

attended >2 PEAK Health appointments in 6 months.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): In our first 9 months of outreach and enrollment,

1111 patients were identified and reviewed for medical eligibility. Of these, 508

(46%) were deemed medically eligible. The other 54% were either

misidentified by claims or analytics, or had appropriate levels of utilization

for their risk level with no modifiable social determinant. Out of 508 eligible

patients, <2% were unable to be reached and 18% refused enrollment. Patients

outreached from internal primary care sites had the highest enrollment rates

(94%). Those outreached from the hospital & ER had enrollment rates of 72%

and 77%, respectively.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?):A cohort of high-risk, high-utilizer patients can be recruited to an

intensive primary care program, facilitated by care coordinators; making this a

viable strategy for patient identification, risk stratification, outreach and en-

gagement.

ENHANCED ACCESS TO SPECIALTY CARE IN VA SKILLED

NURSING FACILITIES: AN EVALUATION OF ELECTRONIC-

CONSULTS Shivani Jindal1; Judith Strymish2; Amy W. Baughman3; Steven

R. Simon4, 1. 1Boston VA Health Care System, Brockton, MA; 2VA Boston

HCS, West Roxbury, MA; 3VA Boston Healthcare System, Cambridge, MA;
4VA Boston Healthcare System, Boston, MA. (Control ID #2945924)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Access to subspecialty consultation is becoming increasingly important in

post-acute and long-term care facilities. Electronic consultations (E-consults)

offer specialist input on questions addressable by chart review. The use of E-

consults in skilled nursing facilities (SNFs) has not been well characterized.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): 1. Classify E-consults ordered in a SNF by spe-

cialty and question type 2. Use qualitative interviews to characterize how

clinicians use E-consults and to identify areas of improvement

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): VA Boston

Healthcare System consists of 3 hospital campuses. The Brockton campus,

>20 miles from the main inpatient facility and most specialty clinics, features

the Community Living Center (CLC), a 112-bed SNF that provides transitional

care (skilled nursing or rehabilitation), palliative/hospice care and long-term

care. Subspecialists do not consult at the bedside in the CLC. E-consults can

provide clinicians with decision-making support to improve clinical care. The

process provides access to specialists that may avoid unnecessary patient

travel, decrease amount of administrative time to arrange appointments, and

limit the disruption in rehabilitation services. Previously (SGIM 2017) we

described the use of E-consults in the CLC 2011-2016 by specialty, type of

question and condition. In this project, we conducted qualitative interviews

with 8 physicians working in the CLC to obtain perspectives and opinions on

the use of E-consults in this setting. The interviews were conducted with open-

ended questions, recorded and transcribed. Two reviewers extrapolated themes

from these interviews.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Timeliness of specialty consultation.

Clinicians' experience using E-consults.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILLBEDISCUSSED): From 2011 to 2016, 474 E-consults were requested

from the following specialties: Infectious Diseases (26%), Endocrinology

(13%), Cardiology (12%), Hematology (8%), Renal (5%), Urology (4%),

Gastroenterology (4%), Psychiatry (4%), Pulmonary (4%). The median time

to response within the top ten requested specialties ranged from 2 to 24 hours.

Most requests were focused on management (67.5%) or diagnosis/work up

(23.5%). Themes identified from the interviews included viewing E-consults

as a formalization of the curbside consult that documents the interaction and

quantifies workload (productivity); value of E-consults to initiate work-up

prior to clinic visit; incorporating clinical images (e.g., photo of wound) to

enhance the value of specialists' guidance; and the importance of quick

response time for the E-consult to be useful in decision-making.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): 1. Specialists must provide prompt responses to E-consult requests

to make them useful. 2. Reducing variability in response time is a key area for

improvement. 3. Clinical imaging (photos) could be linked to E-consults to

enhance their versatility. This finding has resulted in a current pilot project.

EXPANDED TAPER OPTIONS, INCLUDING ROTATION TO

BUPRENORPHINE,WITHINAMULTI-DISCIPLINARYPAINCLIN-

IC FOR PATIENTS ON HIGH-RISK OPIOID REGIMENS Benjamin

Oldfield3; Sara Edmond1; Dana Cervone5; AjayManhapra3, 4; John Sellinger1;

Ellen Edens5; William Becker1, 2. 1VA Connecticut Healthcare System, West

Haven, CT; 2Yale University School of Medicine, New Haven, CT; 3Yale

School of Medicine, New Haven, CT; 4Hampton VA Medical Center, Hamp-

ton, VA; 5Psychiatry, VA Connecticut Healthcare System, West Haven, CT.

(Control ID #2946594)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

With increasing safety concerns regarding long-term opioid therapy (LTOT),

balancing the potential benefits of opioids with adverse effects remains a

challenge for patients, providers and health systems.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): In 2011, a team of clinicians, administrators, and

quality improvement specialists at VA Connecticut designed the Opioid Reas-

sessment Clinic (ORC) to: 1. Offer team-based assessment and longitudinal

multimodal treatment of patients with high-risk LTOT 2. Improve the safety of

LTOT, such as by tapering to lower dosages or rotating to the partial opioid

agonist buprenorphine/naloxone (bup/nx)

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,
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PRACTICE OR COMMUNITY CHARACTERISTICS): Staffed by an

internist, addiction psychiatrist, advanced-practice nurse, health psychologist,

and nurse case manager, the ORC is embedded in a primary care clinic and

runs one half day per week. Eligible patients include those on LTOT who

demonstrate problems with safety, efficacy, or misuse. At the initial visit, the

psychiatrist and internist use a biopsychosocial framework to conduct stan-

dardized assessments of pain, current functioning, and patient-generated goals.

During the second visit, the clinical health psychologist assesses pain-related

quality of life to determine whether psychosocial treatments are indicated.

Follow-ups are carried out by the APRN or MDs until the referral issue is

stabilized. Physicians in the ORC are bup/nx certified, and can facilitate

referral to other pain services.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): We conducted a quality-

improvement study of Veterans referred to the ORC over a one-year period

to examine clinic attendance, wait-times, engagement in various treatment

options including a trial of bup/nx, and reductions in morphine equivalent

daily doses (MEDDs) of opioids during engagement in the ORC.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): We reviewed medical records of Veterans for

whom an ORC consult had been placed between March 1, 2016 and March 1,

2017. During this period, 114 Veterans were referred to the ORC and 61 (54%)

attended an ORC visit between March 1, 2016 and January 1, 2018. Of the 61

who attended a visit, mean wait-time was 46 days (standard deviation [SD] 32

days). Mean MEDD at the time if initial visit was 161 mg morphine daily (SD

249). Thirty-eight (62%) of those engaged in the ORC opted for a trial on bup/

nx and, of these, 16 (42%) continued buprenorphine for the duration of their

engagement in the ORC. Twenty-one Veterans (34%) opted to taper their

opioid dose, which may have involved a bup/nx rotation. For those choosing

to taper, meanMEDD decreased from the initial visit (211 mg morphine, SD =

216) when compared to the final visit (110mg morphine, SD = 122, P < 0.01).

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Multidisciplinary clinics can engage patients with high-risk

opioid use to develop safer opioid pain regimens using multiple modalities.

Patients on LTOT can effectively engage in tapers, which may involve

transitioning to bup/nx. Study of less resource intensive models and models

for re-engagement with primary care are warranted.

EXPANDING ACCESS TO COLORECTAL CANCER SCREENING

FOR UNINSURED PATIENTS IN SOUTHWESTERN PENNSYLVA-

NIA: A COLLABORATIVE FREE CLINIC AND ACADEMIC MEDI-

CAL CENTER PARTNERSHIP Christopher C. Marino1; John P. Hayes1;

Lauren M. Gochenaur1; Rachel Wojcik1; Linda B. Robertson1, 2; Maggie K.

Benson1. 1University of Pittsburgh Medical Center, Pittsburgh, PA; 2Univer-

sity of Pittsburgh, Pittsburgh, PA. (Control ID #2945038)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Uninsured patients face myriad barriers to accessing colorectal cancer (CRC)

screening and have been found to have decreased rates of CRC screening and

more advanced disease at diagnosis.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): The Birmingham Free Clinic (BFC) and

University of Pittsburgh Medical Center (UPMC) partnership aims to increase

access to CRC screening for uninsured patients in greater Pittsburgh.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): While the use

of fecal immunohistochemical test (FIT) screening and patient navigation to

increase access to CRC screening has been described in safety-net health

systems, the role of free clinics in CRC screening has not been well investi-

gated. The BFC is a Pittsburgh-area free clinic staffed by internal medicine

residents and volunteer faculty that provides comprehensive primary care

services to approximately 1200 uninsured patients each year. The BFC CRC

screening program began in 2015 as a collaborative effort between the BFC,

UPMC Hillman Cancer Center and UPMC Digestive Disorders Center to

provide FIT-based screening and colonoscopies to uninsured patients at no

cost. UPMC Hillman Cancer Center provides FIT testing and an on-site

community outreach nurse. Colonoscopies were made possible by the Colo-

rectal Cancer Alliance and Boston Scientific, in concert with the UPMC

Digestive Disorders Center. Patients with abnormal FIT results are offered a

colonoscopy with patient navigation support. Patients found to have disease

requiring further treatment are provided health insurance navigation to obtain

insurance coverage or emergency medical assistance.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): A retrospective medical record re-

view was performed for all patients offered CRC screening from December

2015 to November 2017. Descriptive statistic were used to analyze demo-

graphic data, FIT results, endoscopic findings, and screening completion rates.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATE FINDINGS

WILL BE DISCUSSED): Fifty-two (43%) of the 122 referred patients

completed FIT testing in the 24-month period. Twelve (23%) of the

FIT results were abnormal. All patients with abnormal FIT results

were referred to colonoscopy. Seven of these patients received colo-

noscopies and four were significant for adenomatous polyps. Three of

the remaining patients with abnormal FIT results are scheduled for

colonoscopy and the two others acquired insurance or relocated. Fur-

thermore, three additional patients with high-risk clinical history re-

ceived colonoscopies without prior FIT screening, including one with

endometriosis of the colon requiring resection.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Limited access to CRC screening remains a significant barrier to

care for uninsured patients. A free clinic and academic medical center

partnership model can be used in locations with limited safety-net care

to expand CRC screening access to uninsured patients. While screen-

ing rates among BFC patients were suboptimal, we have begun a

quality improvement project to enhance CRC screening patient navi-

gation to improve completion rates. Further investigation is needed to

evaluate the efficacy of free clinics in delivering CRC screening

services to uninsured patients.

FILLING THE VOID- AN EXTERNAL FEMALE CATHETER TO

IMPROVE PATIENT CARE AND REDUCE COMPLICATIONS IN

HOSPITALS Victoria Behrend; Christopher French; Aashish Didwania.

Northwestern University, Chicago, IL. (Control ID #2945942)
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STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Foley catheter and diaper use in bedbound hospitalized women are plagued

by catheter-associated urinary tract infections (CAUTIs), skin breakdown, and

patient discomfort.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREEOBJECTIVES): To perform a pre-post intervention trial at NMH to

assess the effectiveness of an external female urinary catheter at reducing

indwelling urinary catheter use and CAUTI in female patients. We additionally

sought to assess nurse (RN) satisfaction and RN-reported patient satisfaction to

evaluate efficacy and adverse events of the device.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): This was an

inpatient study performed in NMH's 5 ICUs and 2 medical and 2

surgical floors over a 7 month period in 2017. Inclusion criteria for

patients were bedbound or incontinent women who would otherwise

require indwelling urinary catheter or diaper placement. Exclusion

criterion was urinary retention requiring an internal urinary catheter.

The catheter chosen for evaluation was the PureWick® external female

urinary catheter, a sterile flexible absorbent rod which collects urine

expelled through tubing to a wall canister. RN training was performed

by video module and an observed checklist prior to device use.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Survey assessment of RN reported

patient outcomes - recommend use, urine capture, reduction of indwelling

catheter usage, reduction of CAUTI, ease of use and adverse events of UTI's

or skin breakdown.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BEDISCUSSED):During this study, 100 wick surveys were compet-

ed by RN's in the ICUs & 90 surveys were competed by RN's on the

floors with the following findings: ICUs: 100% said PureWick was

easy to use; Floors: 98% ICUs: 98% said that PureWick prevented

foley placement or led to the removal of a foley device; Floors: 72%

ICUs & Floors: 90% said that they had completely accurate I/O

measurements using the device ICUs: 100% recommended the product

use in the future; Floors: 98% ICUs: 90% said no skin breakdown was

seen associated with device use.; Floors: 95% ICUs & Floors: No

associated UTIs with the device ICUs: CAUTIs in females dropped

from 7 to 2 on these units during product use in this fiscal year. This

was a reduction from 20 CAUTIs in the previous fiscal year. Floors:

CAUTI rates in females dropped from 3 to 0 during product use in

this fiscal year. There was 1 CAUTI in the previous fiscal year.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?):Our results indicate improved RN and patient satisfaction as well

as a reduction in indwelling urinary catheter utilization and CAUTI

rates when an external female urinary catheter alternative is available.

These female external urinary catheters appear to provide safer and

more comfortable urine collection in the inpatient population compared

to standard indwelling urinary catheter and diaper use. These results

mirror similar PureWick® data gathered over 1 year at five other U.S.

hospitals. Further, cost analyses indicated a potential net savings of

approximately $1 million per year at NMH due to reduced CAUTIs

and associated Medicare fines.

FIT VS COLONOSCOPY: USING SHARED DECISION MAKING TO

OPTIMIZE COLORECTAL CANCER SCREENING IN AN URBAN

UNDERSERVED POPULATIONNICHOLAS TAKLALSINGH1, 2; Denis

Yusupov1, 2; Odeth Barrett-Campbell1, 2; Jordonna Brown1, 2; Daniel Abra-

ham1, 2; Shabaz Ahmed1, 2; Yakira David1, 2; Melissa S. Lee1, 2; Andrew A.

Chang1, 2. 1NYC Health + Hospitals/Kings County, Brooklyn, NY; 2SUNY

Downstate, Brooklyn, NY. (Control ID #2944773)

STATEMENTOFPROBLEMORQUESTION (ONESENTENCE):Will

shared decision making, through discussion of the pros and cons of FIT and

colonoscopy testing, allow patients a more informed choice and improve

colorectal cancer (CRC) screening completion rates in underserved

populations?

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREEOBJECTIVES): - To compare screening completion rates of FIT vs

colonoscopy in an urban underserved population. - To improve CRC screening

shared decision making and observe subsequent completion rates.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): A retrospective

analysis reviewed baseline colon cancer screening rates in resident clinic

patients seen between January and February 2017. The intervention was to

encourage residents to discuss the pros and cons of FIT and colonoscopy for

CRC screening, allowing patients to make a more informed decision when

choosing their preferred modality. A prospective cohort study reviewed charts

from September 1 to Dec 31st 2017 to assess completion of screening. Primary

endpoint: overall CRC screening rate.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION):Overall CRC screening rates pre and

post intervention were assessed. A subgroup analysis of FIT and colonoscopy

completion rates was performed pre and post intervention.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): The study population consisted largely of Afro-

Caribbean patients, 50 years and older with average risk factors at a resident

clinic in an urban safety net institution. Of the 52 patients reviewed in the

baseline analysis, 9 (17%) FITand 43 (71%) colonoscopies were ordered, with

completion rates of 78% and 26% respectively, and an overall rate of 34%.

Post-intervention, 42 patients agreed to screening between October and De-

cember 2017. Of these 42 patients, 30 chose FIT (71%) and 12 favored

colonoscopies (29%). Due to the short follow up period, no colonoscopies

were completed, however, 73% of FIT testing was still performed. The overall

post-intervention completion rate was 52%.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Although colorectal cancer (CRC) is the third most common

cancer among men and women and is projected to cause more than 50,000

deaths in 2017, only 62.6% of adults 50 years and older were screened. Access,

insurance/immigration status, education, burden of preparation and ethnicity

impact cancer screening. Urban underserved populations are disproportionate-

ly affected by these barriers. By engaging our patients in the decision making

process, we witnessed an increase in FIT testing and improved overall colon

cancer screening rates. Subjects who chose FIT testing were more likely to

complete screening compared to those who chose colonoscopy. While colo-

noscopy is often offered as a first line for CRC screening, it may not be ideal
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for patient populations that have more socioeconomic barriers. The U.S.

Preventive Services Task Force Guidelines consider both modalities equally

valid for CRC screening. This study demonstrates that improving shared

decision-making between patients and providers can decrease barriers to

screening, and improve CRC screening.

FOR RESIDENTS, BY RESIDENTS: DEVELOPING A PHYSICIAN

HANDOFF TOOL AT A UNIVERSITY AFFILIATED COMMUNITY

HOSPITAL Siddharth Bhesania; PARAG MEHTA; Stephen Peterson;

Emdad Ali; Lu Chen; Todd Simon. NewYork-Presbyterian Brooklyn Method-

ist Hospital, Brooklyn, NY. (Control ID #2944204)

STATEMENTOF PROBLEMORQUESTION (ONE SENTENCE): The

ripple effect of 80 hours work limit has resulted in increased number of patient

handoffs performed by resident physicians. Both verbal handoff and supple-

mental document are vulnerable to errors.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): It is necessary to develop a handoff system that

optimizes the efficient transfer of critical clinical informationwhile minimizing

the possibilities of error. The purpose of this work is to describe our experience

and the lessons learned in successfully developing a handoff system for

resident physicians in our hospital.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): EHR-

integrated handoff system known as Physician Worklist was introduced to

replace the original handoff tool used on all InternalMedicine inpatient service.

Residents led further improvisation in Physician Worklist that created I-PASS

an EHR-integrated handoff system. This new system was named Physician

Handoff. Residents and Information Technology team came together to iden-

tify reasons for not using Physician worklist. Residents also gave constructive

feedback and IT created new tool following I-PASS. The leadership of Depart-

ment of Medicine and CMIO also were actively involved and committed. All

residents were credentialed by chief residents in the new system.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Anonymous survey was conducted

to evaluate satisfaction, adaptation rate, and feedback on EHR integrated

system. Trained observers evaluated verbal handoff to measure the quality of

information received by the incoming residents in the following categories:

Illness Severity, Appropriate Chart Review, Patient Information, Code Status,

Primary Diagnosis and Situational Awareness.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): Adaptation rate of Physician Worklist among

residents was at 8.70%, while adaptation rate for Physician Handoff was

83.34%. Satisfaction rate was high for Physician Handoff (7.1 out of 10) and

low for Physician Worklist (1.7 out of 10). 83.33% of the residents believe

Physician Handoff is more efficient compared to previously used handoff

tools. Over the 622 observed handoffs, near perfect handoffs were observed

in all evaluated categories except for Primary Diagnosis (439 out of 622 or

70.58% satisfactory handoffs) and Situational Awareness (521 out of 622 or

83.76% satisfactory handoffs).

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR

COMMUNITY?): An efficient handoff system should be time-saving while

ensures accurate and vital patient information is passed onto the receiving

residents. Our success is due to adequate provider training, integration with

EHR, automation of the process, and more importantly, recognizing and

incorporating end-user feedback into the handoff system.

FORMER MILITARY MEDICS AS A NOVELWORKFORCE IN GE-

RIATRIC ACUTE CARE: THE CLEVELAND VETERANS AFFAIRS

MEDICAL CENTER GERI-VET INITIATIVE Jill Huded1, 2; Gerald

Maloney1, 2; Kimone Lightford1; Kristina Snell1; Todd Smith1, 2. 1Louis

Stokes Cleveland VAMedical Center, Cleveland, OH; 2Case Western Reserve

University School of Medicine, Cleveland, OH. (Control ID #2945306)

STATEMENTOF PROBLEMORQUESTION (ONE SENTENCE): The

Veterans Health Administration (VHA) is working towards providing compre-

hensive geriatric emergency department (ED) care based on recent national

guidelines outlining the need for at-risk older patient identification, screening,

and multidisciplinary care coordination.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): 1. Provide excellent geriatric emergency care

through the screening and detection of geriatric syndromes in a VHA ED

setting. 2. Tailor care to the most appropriate setting through avoidance of

admissions for social concerns and decreasing ED revisits and unplanned

hospitalizations. 3. Train a novel VHA workforce to care for our aging

veterans, with a specific focus on former military medics.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): We aim to de-

scribe the Geriatric Emergency Room Innovations for Veterans (GERI-VET)

program, a novel initiative at the Cleveland Veterans Affairs Medical Center

(VAMC) ED utilizing former military medics to perform geriatric screens and

care coordination. Over 10,000 military medics and corpsmen leave active

service annually, creating an overwhelming need for jobs utilizing their med-

ical skills upon reentering civilian life. In 2014 the VHA began hiring these

individuals in the ED setting as Intermediate Care Technicians (ICTs). Recog-

nizing the need for geriatric tailored care in the ED, the Cleveland VAMC

trained its ICTs in geriatric screens in 2016.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Study metrics include ICT screening

results, consults initiated by the GERI-VET team, ED disposition, rates of 90-

day ED revisitation and hospitalization, and patient/caregiver satisfaction as

assessed in follow-up phone calls.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATE FINDINGS

WILL BE DISCUSSED): Seven ICTs will have completed geriatric didactic

and case-based training by Spring 2018. Prospective data for all veterans > 65

years old enrolled in GERI-VET during index ED encounter between 12/1/16-

10/31/17 has been collected. ICTs completed geriatric screens in 20 +/- 9 min

for the first 218 patients enrolled. Significant rates of delirium (14%, 31/211),

moderate to severe dementia (15%, 34/201), high caregiver burden (32%, 35/

111), and abnormal falls screen (73%, 63/86) were found. Patients seen by

GERI-VET were referred to outpatient Geriatrics clinic (17%, 36/218), home

based primary care (39%, 86/218), and same-day social work (18%, 39/218),

in addition to other VA and VA-contracted services. The rates of ED
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revisitation and hospitalization within 90 days after index ED visit were 40%

(87/218) and 24% (52/218). Three other national VHA EDs have voiced

commitment to adopt the GERI-VET program at their institutions in 2018.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): 1. There is interest among VHA medical centers to adopt the

GERI-VET program as a platform to provide evidence-based EDgeriatric care.

2. Former military medics are a novel workforce capable of performing

geriatric screens and care coordination for older adults. 3. Further study of

the effectiveness of geriatric education and content retention is necessary as

medics are not traditionally trained in this subject matter while in the military.

HANDOFF STANDARDIZATION TO PREVENT COMMUNICATION

BREAKDOWNS DURING INTER-HOSPITAL TRANSFERS Flint Y.

Wang1; KaitlynWood2; Ella Ryan-Meloni2;WilliamD. Schweickert1; Jennifer

S. Myers1. 1University of Pennsylvania, Philadelphia, PA; 2Hospital of the

University of Pennsylvania, Philadelphia, PA. (Control ID #2905564)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Inter-hospital transfers are a frequent area of concern for patient safety due to

the potential for breakdowns in and variability of communication between

sending and receiving hospitals.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): 1. Assess the current process for inter-hospital

transfers at our institution (needs assessment) 2. Standardize the handoff

process between sending and receiving hospitals through development of a

handoff document and huddle promoting bidirectional communication be-

tween providers and nurses 3. Evaluate for patient safety concerns and nurse/

provider satisfaction with this intervention

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): The current

handoff process for inter-hospital transfers contains significant variability,

leading patients vulnerable to gaps in information conveyed. Our needs as-

sessment of seven inpatient medicine units of one academic hospital showed

86% of units did not use a structured template for the handoff. Our multi-

pronged intervention consisted of: 1) a three-way phone call between the

nurses of the sending hospital, transfer center, and receiving hospital; 2) a

nurse handoff template form for inter-hospital handoffs; and 3) a dayshift

huddle between the receiving nurse and provider. The intervention was piloted

on the one medical unit with the most number of inter-hospital transfers from

1/14/15 to 2/25/15.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): 1. Completion of the handoff tem-

plate during nursing report 2. Completion of a pre-transfer huddle between the

receiving nurse and receiving provider 3. Percentage of patients who arrived in

expected condition 4. Nurse and provider satisfaction scores

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BEDISCUSSED): Of the 45 patients from other hospitals admitted to

this unit, 100% of patients had the handoff template used during nursing report

and 92% of transfers resulted in completion of a pre-transfer huddle between

the receiving nurse and provider. Seventy-nine percent of patients arrived in the

expected condition. Nurses reported feeling more independent and reported

improved nurse/provider communication. Based on the success of this inno-

vation, we are currently disseminating this standard practice for inter-hospital

handoffs to all units at this university teaching hospital.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): 1. Use of a standardized handoff tool and process for inter-

hospital transfers is feasible and well-accepted by nurses and providers. 2. A

three-way call with the receiving hospital and transfer center, and a formalized

huddle between the receiving nurse and provider allow for concerns about

level of care to be addressed pre-transfer. 3. Ultimately, more coordination and

standardization of inter-hospital transfers is needed to reduce unsafe transitions

in care leading to morbidity and mortality. 4. Future projects may focus on

using technology to promote the accessibility of the signout information

beyond those directly involved in the initial transfer request call.

HEALTH FOR AMERICA: TRANSFORMING CHRONIC DISEASE

PREVENTION AND MANAGEMENT BY MOBILIZING OUR

NATION'S FUTURE PHYSICIANS Daniel M. Croymans1; Ian M. Hurst2;

Sarah Tan2; Vivian Montes1; Vinay Sharma2; Anna M. Rasmussen1; Alice

Kuo1; Paul Bixenstine1, 1. 1UCLA Health, Los Angeles, CA; 2UCLA, Los

Angeles, CA. (Control ID #2945605)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Patients at risk for lifestyle-related chronic diseases visit their primary care

physician (PCP) roughly four times per year, while research suggests only

frequent, personalized, and timely care helps patients adopt and maintain

healthy behaviors.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREEOBJECTIVES): To assess if trained pre-medical post-baccalaureate

(PB) health coaches (HFA fellows) can work with primary care teams to: (1)

develop a digital health coaching platform for patients at risk for lifestyle-

related chronic diseases, (2) encourage patients to adopt healthier lifestyles and

address the need for coordinated, longitudinal, and personalized care, and (3)

evaluate, refine, and scale the Health For America (HFA) program.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Faculty, resi-

dents, medical students, and undergraduates at UCLA have been piloting this

concept over the last year with great success. We partnered with leadership

across UCLA Health including our Chief Information Officer, Chief of Med-

icine and Pediatrics, and Director of Connected Health. Together we created a

digital health coaching platform that connects HFA fellows and at-risk patients

to prevent chronic disease progression and promote healthy behaviors. UCLA

PCPs identify and refer patients to our HFA fellows, who use proven behavior

change techniques, real-time data analytics from wearable activity trackers,

automated text messaging, semi-structured surveys, and biweekly teleconfer-

encing over 16 weeks to build rapport with patients and inspire them to adopt

and maintain healthier lifestyles.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): HFA fellows assess patient progress

using wearable activity data, food photo diaries, and REDCap surveys. Patient

exercise and nutrition barriers are then analyzed with a senior team member to

reevaluate solutions and determine next steps. Patient success is evaluated by
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changes in patient body weight, blood pressure, nutritional choices, and patient

engagement.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): Three PDSA cycles were used to evaluate and

refine preliminary results and feedback. Participant baseline characteristics

(n=22) included mean age 36 ± 10 years, 55% male, BMI 36.1 ± 7.6, and

PA 33.6 ± 51.0 min/wk. In our 16-week proof of concept, patients increased

their physical activity by an average of 60 min/wk, responded to 70% of

messages, and lost 4.6% of their body weight. These results suggest that trained

PB students can utilize wearable device data and validated behavior change

techniques to improve meaningful clinical outcomes. Over the next year, we

plan to establish the efficacy of our program by conducting a multi-site, RCT

comparing two groups of 50 patients either with or without a health coach (25

HFA fellows currently recruited).

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Success of digital health programs is dependent on establishing

key partnerships, developing HIPAA compliant technology, and integrating

within clinical workflows. Over 50,000 students, a majority of which take two

gap years, apply to medical school annually and can be trained as health

coaches to support primary care teams and develop skills integral to working

as future physicians.

HEALTHCARE EXPERIENCES OF HOSPITALIZED PATIENTS

WITH SICKLE CELL DISEASE Amira del Pino-Jones1; Kasey Bowden1;

Christine D. Jones2; Gregory J. Misky3. 1University of Colorado, Denver, CO;
2University of Colorado, Denver, Aurora, CO; 3University of Colorado Den-

ver, Aurora, CO. (Control ID #2944569)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Understanding drivers of healthcare utilization among patients with Sickle

Cell Disease (SCD) will help physicians better support these patients and

mitigate factors that increase utilization.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREEOBJECTIVES):We assessed hospitalized SCD patient experiences

using qualitative interviews. We will use this information to refine a

care transitions program for high-utlizing patients, specifically tailoring

it to meet the needs of our SCD population and reduce healthcare

utilization.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): SCD patients

admitted to medicine services at the University of Colorado Hospital were

identified. Interviews were conducted by a Professional Research Assistant

(PRA), digitally recorded and transcribed verbatim. The interview script in-

cluded questions regarding quality of care (disease management), access to

care (insurance, PCP, specialists, medications), and psycho-social factors (fi-

nances, living environment, behavioral health) that often affect a patient's

hospital experience and follow up care.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Seven patients completed the inter-

views. Through team-based iterative analysis, two team members indepen-

dently analyzed the transcripts using a general mixed inductive/deductive

approach to theme analysis supported by ATLAST.ti software. Following

independent coding, differences were resolved through group discussion.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATE FINDINGS

WILL BE DISCUSSED): Many of the patients described wanting providers

who are compassionate, empathetic and knowledgeable about SCD. Specifi-

cally, patients felt as if SCD is overlooked in comparison to other diseases such

as AIDS and cancer. In regards to readmissions, patients often stated that they

did not feel ready for discharge during their previous hospital stays, stating that

even though their pain had improved during the hospitalization they were still

in too much pain at the time of discharge and it could not be adequately

controlled with oral pain medications. Although some patients described

positive interactions with their healthcare team, specifically their hematologist,

many expressed having mistrust for their inpatient providers and felt as if the

providers did not truly listen to them. Some patients spoke about depression

and social isolation related to their frequent admissions and uncontrolled

symptoms, and need for added social support both within and outside of the

hospital. Most patients did not have a designated PCP and relied on their

hematologist for all of their medical needs.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): The findings suggest that interventions and educational pro-

grams that occur during and after inpatient hospitalizations for patients with

SCD could likely improve outcomes. Specifically, improving communication

between SCD patients and their inpatient healthcare team, improving care

coordination between clinicians (including rounding with the hematologist in

whom patients have established a good relationship within the outpatient

setting and obtaining a PCP), and creating support groups for patients could

help to address factors that patients identified as influential in their healthcare

experience.

HOSPITAL READMISSIONS REVIEW MADE EASY...AND EDUCA-

TIONAL Jacquelyn D. Kemmer2; Leena Suleiman2; Andrew Lai1; Ari Hoff-

man1; Andrew D. Auerbach1. 1UCSF Division of Hospital Medicine, San

Francisco, CA; 2UCSF, San Francisco, CA. (Control ID #2946043)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Hospital readmissions review tools exist, but they are often challenging to

implement, seldom used in education, and few specifically target preventable

readmissions.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREEOBJECTIVES): 1. Revise an existing readmissions toolkit to enable

timely utilization by medical trainees and enable operational use by health

systems. 2. Adapt the readmissions toolkit for use in medical education.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Based at an

800-bed academic teaching hospital, we used an existing report in the elec-

tronic health record to identify patients readmitted to the general medicine

service within thirty days of discharge. We then adapted a published research

tool developed by the Hospital Medicine Reengineering Network for use by

medical students and other members of the healthcare team. The original

toolkit—intended to identify causes of preventable readmissions—involved

surveys of multiple inpatient and outpatient providers and required a collabo-

rative adjudication process by senior clinicians. Given the logistical barriers to

ABSTRACTS JGIMS784



operational use, we chose to revise the patient-centered survey and chart

review process to obtain information regarding discharge, readmission, and

follow-up care. Through use in the clinical setting and structured feedback

from both patients and medical students, we completed several rounds of

revisions to streamline and focus the readmission review tool.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Primary outcomes were measure-

ment of survey burden and feasibility of completion by preclinical medical

students.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): The new tool is comprised of a revised patient

survey (18.5% fewer items), guided chart review tool, and decision-making aid

(34.4% fewer items) to assess both the preventability and causes of a given

readmission. First-year medical students can complete this process in 30-45

minutes. While contributing to the operational goals of the institution, these

students reported positive experiences from direct patient encounters and a

deeper sense of the complex causes of readmissions.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Given the pace, complexity, and intensity of clinical operations,

tools that require busy healthcare professionals to complete them represent

potentially large opportunity costs. Involvement of students and trainees may

provide a ‘win-win' alternative as students gain patient and systems experience,

while simultaneously deploying an operational tool. Readmission review as an

educational activity provides students with a real-world example of the struc-

tural determinants of health through the application of root cause analysis.

Operationally, effective implementation of this tool may facilitate targeted

allocation of limited resources to causes of readmissions that are preventable

and site-specific.

HOW DO YOU STACK UP?: GUIDELINE-BASED PRESCRIBING

FOR ACUTE RESPIRATORY ILLNESSES Sarah K. Hall1, 2; Emily S.

Spivak1, 2. 1University of Utah, Salt Lake City, UT; 2Salt Lake City VA Health

Care System, Salt Lake City, UT. (Control ID #2945997)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Antibiotics are over-prescribed for outpatient acute respiratory illnesses, ac-

counting for over 50 million unnecessary antibiotic prescriptions in the U.S.

annually.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): a. Decrease unnecessary antibiotic prescribing for

acute respiratory illnesses (ARIs) overall. b. Reduce variation in antibiotic

prescribing practices among primary care and emergency department pro-

viders. c. Develop and implement tools for clinical decision support, provider

education and patient education.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): The interven-

tion was implemented at the Salt Lake City VA Health Care System in the

primary care clinic and the emergency department. Facility leaders and clinic

directors were asked to pledge commitment to the intervention. Local site

champions were recruited from within each provider group to facilitate pro-

vider acceptance; site champions aided in project introduction, provider

education and data dissemination. Using an audit and feedback method,

providers were given individual data on their antibiotic prescribing for ARIs

(pharyngitis, sinusitis, bronchitis, URI) at baseline and every 2 months during

the intervention. Individuals could compare their practice to their colleagues' as

well as to the site mean prescribing rate. Clinical decision support tools in the

form of computerized provider order menus were created and incorporated into

the electronic medical record. Order menus focused on symptomatic treatment

for viral illnesses and also provided evidence-based decision support for the

diagnosis and treatment of acute streptococcal pharyngitis and acute bacterial

rhinosinusitis. Use of the order menu by providers was tracked and reviewed.

A patient education handout reflecting appropriate care of viral illnesses was

created. Provider education was conducted in brief group meetings and via

email. For providers who continued to prescribe antibiotics significantly above

the group mean and above facility targets after two rounds of data collection,

individual one-on-one academic detailing sessions were offered.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): a. Antibiotic prescribing rates for

adult uncomplicated acute respiratory illnesses overall and by diagnostic

grouping (bronchitis, sinusitis, pharyngitis and URI) b. Variation in prescribing

rates among providers over time c. Uptake and use of the computerized order

menu with decision support tools

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): Overall prescribing rates for uncomplicated ARIs

decreased from 41% to 27% of all uncomplicated ARI visits for the 12 months

of the intervention. The percentage of providers with an overall antibiotic

prescribing rate ≥40% ARIs decreased from 45.8% to 17.4%. Order menu

utilization rate was low.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): a. Audit and feedback, particularly involving peer comparison, is

an effective strategy for driving changes in prescribing practices. b. Simple IT-

based tools and processes are efficient methods for promoting guideline-based

diagnosis and management of ARIs.

HUMANIZING THE ELECTRONIC HEALTH RECORD: IMPLE-

MENTATION OF PATIENTWISDOM ACROSS PRIMARY CARE

AND SPECIALTY CLINICS Bradley H. Crotty1, 2; Onur Asan1; Jennifer

Moore3; Jeanne T. Tyszka1; Michael Anderes2; Gregory Makoul3. 1Medical

College of Wisconsin, Milwaukee, WI; 2Inception Health (Froedtert & Med-

ical College of Wisconsin Health System), Milwaukee, WI; 3PatientWisdom,

New Haven, CT. (Control ID #2938869)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Electronic health records do not easily record patient contextual data, including

needs, preferences, and values, and make them available for shared decision-

making.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): To augment communication between patients and

clinicians through usage of an EHR-integrated consumer informatics tool

(PatientWisdom)

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): PatientWisdom
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is a web-based application that asks patients to share templated "stories" in

three content areas: (1) My Self - a series of topics that provide a snapshot of

joys, pressures, approaches to care, and advance care planning; (2)MyHealth -

a series of topics that identify goals and priorities, self-reported health ratings,

approaches to shared decision making, and agendas for upcoming clinical

encounters; and (3) My Care - topics that capture feedback so the clinics and

health system can improve. PatientWisdom extracts information to create the

inSIGHT summary, an at-a-glance view of the patient as a person and presents

the information within the EHR. Implementation occurred at 5 pilot primary

care sites (30 providers) and 13 specialty sites (33 providers). Patients receive

email invitations to create or update accounts within a week of upcoming

appointments. We made improvements over time, including patient portal

integration, modifications to patient recruitment emails, and EHR modifica-

tions to make data more visible.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): We collected usage data for new

accounts and tracked clinician views of data. We shadowed workflow, and

collected brief reports from patients and clinicians through feedback reporting

on the website and staff surveys/in-person meetings respectively.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BEDISCUSSED): Though 11/2017, 2,768 patients have enrolled and

created accounts in PatientWisdom (approximately 10% of eligible patients).

Between 45-50% of patients open emails for a 9% conversion rate. After portal

integration, 11% of patients accessed PatientWisdom through the portal, 66%

access from the email invitation, and 19% direct URL. Similar engagement

was seen for patients accessing through the email and the portal; new users

provided on average 8 data points about themselves. 83% of clinicians reported

that they were very likely to view a patient's summary and 78% learned

something new about their patients. Workflow analysis revealed that improve-

ments to the visibility of the summary in the EHR were helpful, though usage

data were mixed. Concerns emerged about patient perception of a third-party

software tool as spam.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Trust emerged as an important concept in our analysis - for

patients to trust that data would be protected and reviewed. EHR optimization

to make it easy to find the patient entered information was perceived by staff to

be important and helpful. Tracking and reporting summary views by provider

were important to direct support for low adopters. While a majority of clini-

cians have embraced the PatientWisdom program, additional engagement

strategies or clinic workflow adjustments are needed to support clinicians with

lower engagement.

IMPLEMENTATION AND EVALUATION OF SUMMIT, AN AMBU-

LATORY INTENSIVE CARE (A-ICU) MODEL OF PRIMARY CARE

FORHIGH-UTILIZERSATAHEALTHCAREFORTHEHOMELESS

SITE Brian Chan4, 2; Matthew Mitchell2; Samuel T. Edwards3, 1; Somnath

Saha3; Philip T. Korthuis4. 1OHSU, Portland, OR; 2Central City Concern,

Portland, OR; 3Portland VA Medical Center, Portland, OR; 4Oregon Health

& Science University, Portland, OR. (Control ID #2944818)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

People experiencing homelessness and with co-morbid medical and behavioral

health conditions make up a large proportion of high-cost, high-need patients

and are at risk of increased acute care utilization due to fragmented care;

intensive ambulatory care interventions may improve quality of care for these

patients.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): We describe a partnered research evaluation

of an ambulatory intensive care intervention (aka SUMMIT A-ICU), a

high-touch multidisciplinary care model to address medical and behav-

ioral health needs with the goal of improving utilization and patient

experience outcomes.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): The program

setting is a Federally Qualified Health Center in Portland, Oregon that

serves a high proportion of patients with history of homelessness.

Patients who met at least one of the following criteria – > 1 hospi-

talization over past 6 months, >1 medical co-morbidity including

diabetes, heart failure, COPD, liver disease, soft-tissue infection, or

who had substance use disorder (SUD) or mental health diagnosis –

were referred. Patients' primary care was transferred to the SUMMIT

A-ICU team, made up of a physician with addiction board certifica-

tion, a complex care nurse, care coordinators, social workers, pharma-

cist, and team manager. Features of the intervention include reduced

panel size (1 physician for up to 200 patients), flexible scheduling,

and outreach capability with emphasis on motivational interviewing

and patient-centered goal setting to facilitate retention and treatment.

We are evaluating the effectiveness of the intervention using a ran-

domized wait-list control design in which patients are randomized to

immediately start with SUMMIT or continue usual care for 6 months.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): The primary outcome is acute care

utilization at 6 and 12 months (hospital and ED visits); secondary outcomes

include the Patient Activation Measure (PAM), patient experience (CAHPS)

and quality of life (SF-12). Research participants are surveyed at 6 and 12

months to assess patient reported outcomes. In addition, qualitative interviews

with patients and providers, as well as formative evaluation activities will

supplement quantitative findings.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATE FINDINGS

WILL BE DISCUSSED): Of the first 104 patients enrolled (mean 53.9

years, SD 10.3), 33.7% percent were female, 70.2% White, 16.4%

African-American, and 15.4% Latino. At baseline, a majority (83.7%)

of patients had history of SUD, with 42.3% of the sample with active

SUD and 44.2% reporting homelessness in the previous year. Partic-

ipants averaged 2.6 (SD 2.2) hospitalizations and 5.0 (SD 7.0) ED

visits in the 6 months prior to enrollment and had a baseline PAM

score of 38.7 (SD 5.4).

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): The SUMMIT A-ICU study is a pragmatic clinical trial of an

intensive ambulatory care intervention for high utilizing medically and socially

complex patients who have experienced homelessness. This partnered, mixed-

methods study uses a control group embedded into program design that

address current limitations on complex care interventions and may serve as a

template for future innovations.
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IMPLEMENTATION AND IMPACT OF CLINICAL DECISION SUP-

PORT (CDS) TOOL TO INCREASE HEPATITIS C VIRUS (HCV)

SCREENING AMONG BABY BOOMERS IN A LARGE URBAN

HEALTH SYSTEM Hilary B. Armstrong1; Marisol Gonzalez-Drigo1; Wil-

liam Trick2; Oluwatoyin Adeyemi1; Daniel C. Taussig1. 1Ruth M. Rothstein

CORE Center, Chicago, IL; 2Cook County Health & Hospital System, Chica-

go, IL. (Control ID #2934430)

STATEMENT OF PROBLEMOR QUESTION (ONE SENTENCE): An

estimated 3-4 million Americans are living with HCV infection and more than

half of these individuals are unaware of their HCV status. People who were

born between the years of 1945 and 1965 (Baby Boomers) are significantly

more likely to have HCV infection and should be universally screened,

regardless of reported risk.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): 1. Increase primary care providers' knowledge of

age-based HCV screening 2. Increase HCV screening among Baby Boomers

across all CookCounty Health &Hospital System (CCHHS) primary care sites

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Cook County

Health & Hospital System (CCHHS) is a safety-net health network located on

the west side of Chicago. CCHHS' Ambulatory and Community Health

Network (ACHN) consists of 13 outpatient clinics located across Chicagoland

and provides primary care services to more than 200,000 patients annually,

approximately 45% of whom are Baby Boomers. Prior to this intervention,

only 4% of Baby Boomer patients received HCV screening at their primary

care site. To increase HCV screening, we worked with the Collaborative

Research Unit (CRU) to develop a clinical decision support (CDS) tool that

identifies patients eligible for HCV screening based on the following criteria:

(1) born between 1945 and 1965, (2) receiving bloods labs at visit, and with (3)

no documented HCV test result in health record. The CDS prompt was

implemented in September 2016. After implementation, CORE staff conduct-

ed system-wide provider trainings to increase awareness of HCV screening and

linkage to care among providers and support staff and distributed educational

materials for patients eligible for HCV screening.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): To measure the success of the CDS

prompt, we monitored the following metrics: (1) percent of eligible patients

screened for HCV, (2) number of eligible patients not screened for HCV

(missed opportunities), (3) number of patients that already have a documented

HCV test result in their health record, and (4) number of identified HCV

antibody reactive patients.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): Post-implementation data indicate the percentage

of eligible patients screened for HCV increased from 4% to 26% system-wide.

Missed opportunities for HCV screening decreased from a monthly average of

8,417 system-wide to 4,796 system-wide, representing a 43% decrease. The

monthly average number of patients with a documentedHCV test result in their

health record increased from 3,798 system-wide to 6,626 system-wide,

representing a 74% increase. In the 13 months preceding implementation of

the CDS prompt, we identified 300 HCVantibody reactive patients. In the 13

months following implementation of the CDS prompt, we identified 633 HCV

antibody reactive patients, representing a 111% increase.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): HCV CDS prompts based on CDC screening guidelines effec-

tively increase HCV screening among Baby Boomer patients. Additional

provider and support staff training during implementation is crucial for ensur-

ing that all screening algorithms and follow up procedures are followed.

IMPLEMENTATION AND IMPACTS OF UNIVERSAL NALOXONE

CO-PRESCRIPTION FOR PATIENTSONCHRONICOPIOID THER-

APY IN A SAFETY NET PRIMARY CARE SETTING Kenneth Hahn;

David Tian. Alameda Health System, Oakland, CA. (Control ID #2946534)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

How can universal naloxone co-prescription and opioid safety education be

implemented in a busy, resource-limited primary care setting, and what are the

impacts of such efforts on patients?

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): Aim 1: Develop best practices for implementation

of naloxone prescription and opioid safety education in safety net primary care

settings. Aim 2: Assess patient experience in response to a naloxone prescrip-

tion and accompanying opioid safety education.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICEORCOMMUNITYCHARACTERISTICS): This is a quality

improvement and observational research study that takes place in Highland

Wellness (HW), a primary care teaching clinic that serves an urban, under-

served population in Oakland, CA. About 300 patients – some 5% of total HW

patients – are on chronic opioid therapy. In lieu of an ongoing epidemic of

opioid overdose deaths, we design an intervention in which all patients on

chronic opioid therapy are co-prescribed naloxone with their opioid prescrip-

tions and provided education at the time of refill. We use iterative PDSA cycles

to establish a sustainable, adoptable model for naloxone prescribing in safety

net settings. We use pre- and post- questionnaires to assess patient attitudes,

experience, knowledge retention, and behavior change with the intervention.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Quantitative metrics include: 1) Pre-

scription rates 2) Fill rates 3) Research participation. Qualitative metrics are

collected from pre- and post-questionnaires which measure three domains 1)

Attitudes – perceived risk of opioids, perceived risk of a bad reaction or

accidental overdose 2) Education – measured by ability to identify signs, risk

factors, and steps in responding to an opioid overdose 3) Opioid use – history

and past experiences with naloxone, bad reactions, or accidental overdose.

Qualitatitive data also includes narrative from PDSA cycles.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BEDISCUSSED): Two PDSA cycles have been completed involving

different models of naloxone prescription and opioid safety education imple-

mentation. To accommodate the clinic's bandwidth, PDSA cycles have includ-

ed a pharmacy delivery mechanism and video education. Barriers, however,

abound with space, staffing, and patient feedback. A third PDSA cycle is

pending. Our intervention began with an initial baseline estimate of 24% of

patients on chronic opioid therapy who had already been prescribed naloxone.

Over a 6-month period, 106 naloxone prescriptions were written, amounting to

a 35% increase in naloxone prescriptions. Qualitatively, themajority of patients
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perceive themselves to be at low risk for accidental overdose. Some patients

have appreciated the education while others have been offended by the stigma

that often accompanies the topic of overdose. Framing has been paramount.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Primary care providers account for the majority of opioids that

are dispensed. Prescription opioids resulted in over 15,000 people dying in

2015 – roughly equivalent to 41 people dying per day. This intervention

presents a timely and adoptable model for implementing naloxone prescription

and education in primary care settings.

IMPLEMENTATION OF A PRIMARY-CARE MEMORY DISORDER

CLINIC FOR LOW-LITERACY AND NON-ENGLISH PATIENTS

Hollis Day1; Caitlin Allen1; Heidi Auerbach2. 1Boston University Medical

School, Boston, MA; 2Boston Medical Center, Boston, MA. (Control ID

#2946775)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE): Is

there a way to screen low literacy and low-English proficiency (LEP) adults for

cognitive impairment in the outpatient primary care setting?

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREEOBJECTIVES): 1.Compile a battery of relatively simple neuropsy-

chological tests that can be performed in primary care to screen low literacy

and LEP older adults for cognitive impairment 2. Decrease wait times for

patients to be assessed for cognition 3. Enhance provider, patient and caregiver

satisfaction with obtaining a diagnosis for cognitive impairment

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): The Memory

Disorders Clinic was established in the setting of an outpatient geriatrics

primary care clinic at BostonMedical Center, an urban safety-net hospital with

approximately 32% of patients where English is not the primary language. The

clinic is run by two geriatricians with an interest in dementia. Symptoms range

from first signs of memory loss to dementia. The battery of tests was compiled

based on previous experience with English-speaking patients and a literature

review. Each visit consists of a 60-90 minute visit that includes a history,

physical and cognitive testing battery that was tailored to LEP and low literacy

patients.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Patients and caregivers were sur-

veyed to better understand their satisfaction with the MDC. Referring pro-

viders were surveyed and/or interviewed to better understand their views on

feasibility, acceptability, sustainability, and satisfaction with the implementa-

tion of theMDC and recommendations for improvement. Time from referral to

appointment was calculated. A chart review of primary and secondary cogni-

tive impairment and contributing diagnoses was performed. A comparative

analysis of diagnosis, education level and LEP status was performed.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): Of 59 patients seen approximately half were able

to answer the survey. Of those respondents 97% reported satisfaction with

scheduling an appointment and obtaining information from the clinic. In

addition, 96% patients reported agreeing with statements about provider satis-

faction, which included understanding their provider, that their provider lis-

tened to them, showed respect, and spent enough time with them. Caregiver

satisfaction scores aligned with patient scores. Further, LEP patients were not

more likely to have dementia compared to English speaking patients (unad-

justed OR 0.307 (0.104-0.901),p=0.029).

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): It is possible to evaluate cognitive complaints in low-literacy and

non-English speaking patients in primary care. This structure expands the

opportunities for cognitive screening in vulnerable populations. Understanding

different types of easily applied cognitive tests, reliable interpreter services and

longer visit times are necessary to successfully implement the program.

IMPLEMENTATION OF AN ELECTRONIC HEALTH RECORD

(EHR)-DRIVEN, STANDARDIZED CARE PATHWAY FOR DIABET-

IC KETOACIDOSIS Karli Edholm; Katherine Lappe; Christy Hopkins;

Nathan Hatton; Benjamin Gebhart; Heather Nyman; Stacy A. Johnson. Uni-

versity of Utah, Salt Lake City, UT. (Control ID #2934332)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Previously, our institution did not have a standardized protocol for diabetic

ketoacidosis (DKA), and most patients were admitted to an intensive care unit

(ICU).

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREEOBJECTIVES): 1. To decrease the proportion of patients with non-

severe DKA admitted to an ICU. 2. To implement a DKA pathway without

increase in adverse clinical or safety outcomes. 3. To decrease total direct

hospital cost for DKA care.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): We developed

an EHR-driven care pathway for DKA at a 537-bed academic medical center

using a best practice alert (BPA) decision support tool. Any patient ≥16 years

presenting to the Emergency Department with lab criteria for DKA prompted a

BPA linked to an order set including additional diagnostic studies, triage to

admission location, and treatment initiation. Patients classified as severe DKA

were started on an insulin infusion and admitted to ICU, while patients with

mild-moderate DKAwere given subcutaneous Lispro and admitted to the floor.

Additional BPAs fired when hyperglycemia and anion gap resolved, and were

also linked to order sets guiding subsequent therapy.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Using an electronic database query,

we identified patients with DKA and compared clinical, safety, and cost

outcomes pre- and post-implementation of DKA pathway. Clinical outcomes

included proportion treated with insulin drip, time to first insulin dose, time to

hyperglycemia resolution, time anion gap closure, time to basal insulin initia-

tion, ED length of stay (LOS), ICU LOS, hospital LOS, and proportion of

patients seen by a diabetic educator prior to discharge. Safety outcomes

included rates of recurrent DKA, treatment-induced hypokalemia, hypoglyce-

mia, in-hospital mortality, 30-day ED return visit, and 30-day hospital read-

mission. Patient-specific costs were derived from a proprietary institutional

costing tool.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATE FINDINGS

WILL BE DISCUSSED): We included 107 patients in the 1-year pre-

implementation period and 51 patients in the post-implementation period.

ICU admission for DKA decreased from 67.3% to 35.3% (p<0.001) and
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diabetic educator consults increased from 44.9% to 62.7% (p=0.036). Hospital

length of stay did not change (3.4 ± 3.0 days vs 3.0 ± 1.7 days, p=0.351).

Hypoglycemia events and return ED visits decreased significantly (31.8% to

13.7%, p=0.016 and 12.2% to 2.0%, p=0.035, respectively). Total direct cost

did not differ significantly between intervention groups. However, the small

sample sizes may be underpowered to detect significant cost differences.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Our results demonstrate that non-severe DKA can be managed

on a medicine floor leading to improved ICU utilization, increased diabetic

education, less hypoglycemia and decreased ED return visits. Implementation

of an EHR-driven diagnostic and treatment pathway does require education of

the healthcare team, along with periodic adjustment of the trigger thresholds to

improve specificity and ensure patient safety.

IMPLEMENTATION OF AN ELECTRONIC REFERRAL TO IM-

PROVE USE OF PHONE-BASED SMOKING COUNSELING SER-

VICES Joshua N. Wadlin1; Geetanjali Chander2; Daniel E. Ford3. 1Johns

Hopkins School of Medicine, Baltimore, MD; 2Johns Hopkins University,

Baltimore, MD; 3Johna Hopkins University, Baltimore, MD. (Control ID

#2944031)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Phone-based smoking cessation counseling is an evidence-based intervention

that is underutilized. The Maryland Quitline has been working to increase use

of services by integration with electronic health records (EHRs).

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): 1. Test the effectiveness of an EHR-based referral

system, a best-practice alert (BPA), in increasing the number of referrals to and

engagement with the Quitline (QL) for adult patients who are ready to quit

smoking. 2. Determine if the combination of BPA with additional clinician

education on the QL, pharmacotherapy, and cessation counseling further

improves referrals and patient engagement. 3. Determine if the BPA or BPA

plus additional education affects provider prescription of cessation pharmaco-

therapy and if these interventions affect patient smoking status.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICEORCOMMUNITYCHARACTERISTICS): This implemen-

tation study was a cluster randomized, wait-list controlled trial launched in

Johns Hopkins Community Physicians (JHCP) outpatient clinics treating adult

patients. The unit of randomization was clinical site. Sites (n=22) were ran-

domized to 1 of 3 arms: BPA alone (n=7), BPA plus education (n=7), or control

(n=8). Sites were stratified by size and smoking prevalence. Referrals to the QL

will be collected for 1 year after which the final data will be collected for

analysis. The main intervention is a BPA integrated in the EHR used by all

JHCP study sites. During an encounter with a patient who smokes, the clinician

receives an alert that allows them to easily refer the patient to the state QL with

an electronic order. This referral is sent directly to the Maryland Quitline,

which then calls patients to provide counseling and a customized quit plan. The

second part of the intervention consists of additional education for clinicians at

JHCP study sites randomized to the BPAwith education arm. It consists of a

quick-reference sheet on smoking counseling disseminated by email and an

on-site visit to provide additional teaching.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): The primary outcome data is provid-

ed by the QL including the number of referrals received, number of calls

completed, and services offered. Use of the BPA and referral by providers was

also tracked with the EHR. The secondary outcomes of pharmacotherapy

prescription by providers and patient smoking status will be collected in

aggregate via the EHR at 12 months.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): After 6 months, unadjusted referrals to the QL

were: control (n=1), BPA alone (n=514) and BPA plus additional training

(n=302). 3% and 4% of smokers contacted declined QL services in the BPA

plus education and the BPA-alone groups respectively. 19% and 21% of

smokers reached by the QL referred from BPA plus education and BPA alone

sites accepted counseling services. A majority of referred patients from both

treatment arms were not able to be reached by the QL.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Integrating a Quitline referral into the EHR can increase referrals

to the Quitline. Further study is needed to determine the best educational

strategies for providers and the best ways to improve engagement of smokers

with the Quitline.

IMPLEMENTATION OF AN INTERACTIVE VOICE RESPONSE

(IVR) MEDICATION MONITORING SYSTEM: PRELIMINARY

LEARNINGS FROM THE ELECTRONIC MEDICATION COM-

PLETE COMMUNICATION (EMC2) TRIAL Laurie A. Hedlund1; Stacy

C. Bailey2; Laura M. Curtis1; Amy Moore1; Scott Hur1; William G. Adams3;

Galina Lozinski3; Katherine Waite4; Michael K. Paasche-Orlow3; Michael S.

Wolf1. 1Northwestern University, Chicago, IL; 2University of North Carolina,

Chapel Hill, NC; 3Boston University, Boston, MA; 4Boston Medical Center,

Boston, MA. (Control ID #2946743)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Adverse drug events (ADEs) from high-risk medications often go undetected,

as many patients are uninformed about symptoms to watch for and primary

care practices lack channels for issue-reporting.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREEOBJECTIVES): The goals of the EMC2 trial are to improve patient

knowledge about newly-prescribed medications (e.g. proper use, side effects)

and create a mechanism for the early detection of ADEs.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): The EMC2

strategy includes 1) a counseling reminder for the prescriber, 2) a plain

language printout for the patient and 3) a prompt for the patient to call into

an Interactive Voice Response (IVR) system linked to their electronic health

record (EHR). The IVR system asks ‘yes/no' questions to probe for adherence

or side effect concerns; if any are identified, a lab report is sent to the clinic for

follow-up. This presentation focuses on the implementation of the EHR-

tethered IVR system specifically. The strategy is currently being evaluated

with 67 high-risk medications at several FQHC-affiliated clinics in Chicago in

a randomized controlled trial funded by NIDDK.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Successful strategy implementation

hinges upon patient compliance with engaging the IVR system, assessed by:

the call-in rate, number of prompts needed, interval between prompt and call,
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and patient satisfaction with call. Success of the intervention in reporting ADEs

will be assessed upon completion of the study.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): As of 12/20/17, 107 participants have been

prompted to call into the IVR system, given the call-in number by text or

verbally. Of those, 72 (67%) have called in, of which 67 (93%) completed the

call and 5 (7%) had a problem or ended the call early. Of completed calls, 39

(58%) reported a medication-related concern (11 reporting poor adherence, 27

reporting 1+ side effects, and 1 reporting both), automatically triggering an

HL7 lab report to be sent to the clinic. Of the 67 completed calls, 61 were

prompted by text and 6 verbally via phone. 27 participants (40%) called into

the system within 24 hours of their first prompt. Another 21 (31%) called in

within 72 hours. During the 1-month interview, participants (n=71) in the

intervention arm are asked about their experience with the IVR system. Over

half (56%, n=40) reported having called in. Of those, 85% said the automated

voice was easy to understand and found the speed, length, questions, and

response options to be satisfactory. 70% would want an IVR call with future

prescriptions and 55% said the IVR helped them communicate with their

doctor. Average quality and satisfaction scores were 9.2 and 9.7 (out of 10)

respectively.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): The degree of patient interaction with the IVR system to date has

so far greatly exceeded the research team's expectations. These findings should

be encouraging to clinics that patients are generally receptive to calling into an

IVR system and responding to an automated voice about their health behav-

iors, expanding the options of scalable tools for patient engagement at a clinic's

disposal.

IMPLEMENTATION OF INTEGRATED TRANSITION OF CARE

MANAGEMENT IN AN ACADEMIC, HOSPITAL BASED SAFETY-

NET PRIMARY CARE CLINIC Smita Y. Bakhai. SUNY at BUffalo,

Williamsville, NY. (Control ID #2908349)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Lack of integrated transition of care management (TCM) from hospitalist to

primary care leads to increase in hospital readmission rates; resulting into

increase morbidity, mortality and higher health care cost.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREEOBJECTIVES): 1. Design Strategies to enhance cost-effectiveness.

2. Increase in patient and physician satisfaction by improving continuity of care

with primary care team. 3. Completion ofmedication reconciliation , leading to

improvement in patient safety and quality.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Internal Medi-

cine Clinic (IMC) is an academic, hospital based safety-net clinic and com-

prised of 40 residents, 3 attending physicians and multidisciplinary staff. IMC

patient population is urban and underserved, with multiple medical

comorbidities.Elements of integrated TCM included;1) Creation of team and

identification of barriers to poor transition of care 2) Creation of a case manager

for TCM 3) Electronic Health records (EHR) systems engineering innovation

to improve efficiency and to effect changes in clinicians' behavior.Customized

EMR templates created to meet medical documentation criteria for TCM

billing codes; a) An Interactive Contact b) non-face-to-face services c) face

to face visit 4) IMC workflow re-design,created by multidisciplinary team

consisted of EHR reports of daily discharges, previsit planning by case man-

ager; and enhance communication between inpatient discharge planner and

case manager 5) Education and training to case manager, IMC staff and

physicians.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Outcome Measures included cost-

effectiveness evaluated by a) revenue generated by billing new TCM services

codes as compare to Evaluation and Management codes b) improving TCM

appointment show rate; Process measures included 1) accurate completion of

medical reconciliation 2) Improve efficiency by EHR innovation.3) Increase in

patient and physician satisfaction by improving continuity of care with primary

care team ( assigned continuity of care resident and team attending physician )

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATE FINDINGS

WILLBEDISCUSSED): Total of 717 TCMvisits in the last 2 years; revenue

generated by billing new TCM services codes was higher as compare to

Evaluation and Management codes. TCM appointment show rate consistently

improved to 70 % from less than 50% baseline over one year, optimizing

resource unitization in IMC. This project improved nursing and physician's

efficiency with average cycle time of one hour for TCM visit. IMC achieved

accurate medical reconciliation completion rate to 80% from less than 30 %

baseline. IMC improved continuity of care with resident COC and team

attending by 70 % from baseline of less than 10%, resulting into increase in

patient and physician satisfaction. Implementation of TCM fulfilled NCQA

PCMH 2014 requirement for TCM and IMC achieved level 3 in 2017. TCM

program is sustainable for over 2 years in IMC.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Team, technology and tactics; in addition to commitment from

organizational leadership and engagement of front line clinic staff was integral

part of the success of this project.

IMPLEMENTATION OF SAFE OPIOID PRESCRIBING PRACTICES

FOR CHRONIC NON-CANCER PAIN IN PRIMARY CARE Imarhia

Enogieru1; Karen Sherritt3; Michele Matthews2; Rose M. Kakoza3; Alev

Atalay3. 1Harvard Medical School, Brookline, MA; 2Brigham and Women's

Hospital, Boston, MA; 3Brigham and Women's Hospital, Jamaica Plain, MA.

(Control ID #2945949)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Primary care physicians (PCPs) are increasingly asked to follow safe opioid

prescribing practices—including random urine drug toxicology testing

(UDTs)—when prescribing opioids for chronic, non-malignant pain but the

impact of increased monitoring in a primary care setting is not yet known and

provider comfort with interpretation of UDT results varies.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): 1. To assess the interpretation of and response to

UDT results by PCPs 2. To assess the effect of a multidisciplinary team which

reviews all UDT results and provides targeted feedback to PCPs about dis-

crepant toxicology results.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,
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PRACTICEORCOMMUNITYCHARACTERISTICS): The Opioid Re-

source Team (ORT) at The Phyllis Jen Center for Primary Care (PJC) at

Brigham and Women's Hospital is a multidisciplinary team composed of three

PCPs, a pharmacist, and a research assistant (RA). PJC implemented a new

workflow requiring annual UDTs on all patients on chronic opioids (> 3

months of continuous use). The ORT uses an electronic registry to track UDTs

for patients. The RA reviews UDT results monthly and discrepant results are

discussed at monthly ORT meetings. Discrepant UDTs are defined as results

that are not concordant with the opioid taken or that find non-prescribed drugs.

Case reviews are performed three months after the UDT results to allow time

for PCPs to contact the patient about discrepant results. Feedback is provided

by the ORT to PCPs either through email or direct conversation.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): We track the number of discrepant

UDTs, the categories of discrepant results and the number of PCPs to which the

ORT sends feedback. We also track the number of PCPs who adjust a patient's

opioid treatment plan based on our team's recommendations.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): To date, UDTs have been reviewed from March-

August 2017. Of the 140 patients in our electronic registry, 61 (43.6%) patients

received UDTs within this time. Mean age was 60 years old and 72.1% were

women. 17 (27.9%) patients had discrepant UDTs. The most common discrep-

ant results include low concentration or negative for the prescribed drug or its

metabolites (n= 13, 76.4%), positive for a non-prescribed drug (n=1, 5.9%) or

positive for THC/cannaboids without documentation of use (n=3, 17.6%).

ORT contacted all providers either through email (for 12 patients) or direct

conversation (for 5 patients) to give guidelines to improve follow-up and

overall opioid care management. To date, six providers have responded to

the team's emails and three have followed the recommendations.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): An electronic registry of patients on chronic opioids is an

effective tool to determine administration of routine UDTs and to assess

responses to discrepant results. A multidisciplinary team to review the registry

can offer guidance to clinicians on how to address discrepant UDTs. Future

efforts include reviewing the registry for other safe prescribing practices such

as risk assessments, naloxone prescriptions and treatment agreements.

IMPLEMENTING 30 DAY PATIENT-COMMUNITY HEALTH

WORKER PAIRINGS AT THE TIME OF HOSPITAL DISCHARGE

Jocelyn A. Carter; Majella O'Shea; Anne Walton; Anne N. Thorndike; Karen

Donelan; Joshua Metlay. Massachusetts General Hospital, Boston, MA. (Con-

trol ID #2926725)

STATEMENTOFPROBLEMORQUESTION (ONE SENTENCE):Can

pairing at risk patients with community health workers (CHWs) at the time of

hospital discharge reduce 30-day readmissions and improve patient care?

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): 1) Foster meaningful patient-CHW pairings to

improve individual patient understanding of and adherence to care plans during

the vulnerable post-discharge period by a) providing patients with psychoso-

cial support for acute or chronic illnesses; b)providing patients with patient-

specific digital tool kits/resources for managing their heath outside the hospital

c) providing patients with an additional digital and human resource to connect

patients to the medical system if patient needs arise 2) Create closer partner-

ships with patients and PCPs by empowering CHWs as non-clinical guides and

patient advocates in the identification of yet undiscovered environmental,

social or behavioral barriers to care 3) Implement patient-centered CHW

programming that embodies CHW best practices and standard guidelines by

collaborating with city/state experts in CHW recruitment and integration in

health care settings

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICEORCOMMUNITYCHARACTERISTICS): This innovation

is structured as an IRB-approved protocol and randomized controlled trial of

adult patients admitted to internal medicine units. After consented for enroll-

ment, CHWs partner with patients for 30 days after hospitalization to address

barriers to care during interactions with patients within our mobile phone

application (where patients can manage medications, appointments, contact

their CHWand watch educational videos), phone contacts, home visits, while

accompanying patients to medical appointments and performing other sup-

portive care duties. A needs assessment/survey and chart review is performed

for all enrolled participants. The MGH Department of Medicine (DOM) sees

>10,000 inpatients per year presenting with diagnoses identified by CMS as

most commonly associated with 30-day hospital readmissions (CHF, septice-

mia, pneumonia). ~55% of surveyed MGH DOM readmissions have reading

skills expected for basic interpretation of prescription labels and an estimated

22% fall within 200% of the defined poverty level.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Primary outcomes include hospital

readmission rates, emergency room visits, and adherence to post-discharge

medical appointments within the first 30 days after discharge.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): Preliminary data ( 320 enrolled patients to date)

indicates that intervention study participants as compared to controls

have 30% lower 30 day readmission rates, 20% less emergency room

visits, 15% less missed post-discharge appointments. Formal analysis

is expected 1/2018.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): 1) Barriers to patient care are much more easily discovered in the

home setting 2) Digital tools can augment post-discharge monitoring and

improve patient care 3) Innovation driving transformational change can be

performed with research rigor 4) CHW programming requires expert partner-

ships with city/state agencies

IMPLEMENTING BEST PRACTICES FOR INTER-HOSPITAL

TRANSFERS TO A CARDIOLOGY SERVICE TO IMPROVE QUAL-

ITY AND SAFETY Taj Qureshi1; Jesse Yang2; Alyse Reichheld1; Lauge

Sokol-Hessner1, 2. 1Beth Israel Deaconess Medical Center, Brookline, MA;
2Beth Israel Deaconess Medical Center, Boston, MA. (Control ID #2946652)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Inter-hospital transfers (IHTs) are an important yet risky transition of care:

IHTs allow patients hospitalized in the community to receive specialized

services, while helping tertiary and quaternary medical centers build a referral
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base; however, IHTs are associated with worse outcomes for patients, even

after controlling for confounders, including severity of illness.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREEOBJECTIVES): 1. Identify best practices regarding IHTs nationally,

and current practice locally 2. Implement best practices for the Cardiology

services at a quaternary medical center

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Best practices

for IHTs nationally were identified through a literature review and interviews

of IHT experts. Current local practice for IHTs was identified through inter-

views with local interdisciplinary stakeholders, local process mapping, failure

modes and effect analysis, and surveys of local frontline healthcare profes-

sionals. We then revised the IHT process for patients coming to the Cardiology

service at Beth Israel Deaconess Medical Center in Boston, MA, working

closely with stakeholders in an iterative fashion. Changes were made to

standardize the process, minimize the risk of failures, and promote situational

awareness and a shared mental model about each transfer. The revised and

enhanced IHT process was then implemented.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION):We are compiling data frommultiple

sources into a custom-built database and tracking numerous metrics: process

measures include adherence to best practice, timeliness, and efficiency from

the moment a transfer request is placed to the patient's final disposition;

outcome measures include descriptions, counts, and rates of near misses and

adverse events, including unwarranted IHTs, patients that decompensate or are

transferred to the ICU soon after IHT, and deaths attributable to problems with

the IHT process.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BEDISCUSSED): Best practice for IHTs has not been well defined or

studied. Through engagement of stakeholders and an iterative design process,

we have implemented a revised and enhanced IHT process for patients coming

to the Cardiology service at a quaternary medical center with high reliability,

which has been associated with few near misses or adverse events attributable

to problems with the IHT process. See below for other key findings.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): High quality, safe IHTs involve several key elements: a stan-

dardized process for managing IHT requests creates situational awareness and

a shared mental model among stakeholders; each hospital service designates a

healthcare professional who is expected to be available 24 hours a day, seven

days a week, and responsible for triaging, communicating about, and accepting

or declining IHT requests; and a standard set of clinical information is collected

and documented about each IHT request, and shared with all involved stake-

holders, including admitting teams, to ensure that they have the information

they need to provide high-quality care. Exploring adverse events with IHTs

reveals areas of risk and helps drive iterative improvement.

IMPLEMENTING DEPRESSION SCREENING IN PRIMARY CARE:

THE EFFECTS OF PHYSICIAN PEER RATINGS AND MEDICAL

ASSISTANTS Neda Laiteerapong; Wen Wan; Erin M. Staab; Nancy

Beckman; Daniel Yohanna; Sachin D. Shah; Lisa M. Vinci. University of

Chicago, Chicago, IL. (Control ID #2935875)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Depression affects nearly 10% of adults and is primarily managed in primary

care (PC); however, half of patients with depression in PC are not diagnosed.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREEOBJECTIVES): To increase annual depression screening for adults

18 years or older without diagnosed depression in an academic adult PC

practice using best practice alerts (BPAs), physician peer reports, and medical

assistants (MAs).

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Academic PC

practice (faculty (N=31) and residents (N=66); 26,000 unique patients/year). A

stakeholder-led team (PC medical director, chair of psychiatry, psychologist,

director of medical informatics, and health services researcher) began meeting

monthly in August 2014 to integrate behavioral health into PC. From Septem-

ber 2015-January 2016, the team developed a BPA to remind physicians

passively that a patient was due for annual depression screening during clinic

visits and to provide decision support. In February 2015, the BPAwas activat-

ed. From July 2015-June 2016, faculty received unblinded monthly reports of

their screening rates, as well as the rates of all other faculty. Residents

at the same practice did not receive reports. Because of institutional

policy, MAs were not permitted to perform depression screening;

however, from November 2015-January 2016, we performed a pilot

in which MAs used a paper form for screening among 3 faculty.

Because of this pilot's success, institutional policy was changed and

MAs began performing screening in September 2017.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATEPROGRAM/INTERVENTION):Change in depression screening rates

among eligible patients.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATE FINDINGS

WILL BE DISCUSSED): From February-June 2016, the average monthly

depression screening rate for faculty and residents were 12% and 5%.

Using linear mixed models and a difference-in-difference design, we

tested the effects of the peer reports by comparing the faculty and

resident screening rates after accounting for secular trends (excluding

faculty involved in program development or the MA pilot). Overall,

faculty had an average higher monthly rate of screening than residents

(17% vs. 13%, p=0.33) and there was an increase in monthly screen-

ing rates over time (August 2017 vs. February 2016: 23% vs. 5%,

p<0.0001). The peer reports (were associated with an increase in

monthly screening (all months p<0.05, except for August, September,

and November 2016 where p=0.07). Adjusting for secular trends, in

July 2017, faculty had an average screening rate of 30%, compared to

residents who had a screening rate of 11% (p=0.004). During the 3-

month MA pilot, the average monthly screening was 40%. After MAs

began screening in September 2017, the monthly average screening

rate has been improving and is over 55%.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Implementing depression screening in a PC practice re-

quires systematic change and a multi-level, multi-stakeholder interven-

tion. While peer reports can increase depression screening rates, use of

non-physician team members to perform screening may lead to higher

rates of screening.
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IMPLEMENTINGHIGH VALUE CARE IN RESIDENCY TRAINING;

A QUALITY IMPROVEMENT STUDY ON REDUCING LABS

Oluwasayo Adeyemo1; Rachna Rawal2; Hala Saad3; Paul Kunnath4; Ara

Vartanyan5; Jennifer Schmidt1. 1Saint Louis University, Saint Louis, MO;
2St. Louis University, St. Louis, MO; 3Saint Louis University Hospital, Saint

Louis, MO; 4Saint Louis University School of Medicine, University City, MO;
5Saint Louis University School of Medicine, St. Louis, MO. (Control ID

#2946153)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

What is the most effective way reduce labs and promote cost conscious care

in Internal medicine residents?

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): Importance of implementing high value care ini-

tiatives during residency training Use of multifaceted educational interventions

to promote cost conscious care

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Routine lab

ordering for hospitalized patients is a known cause of high costs. To generate

the greatest impact, high-value care education should begin early in residency

training. This study used multiple interventions to decrease the number of

BMPs, CMPs and CBCs ordered by residents on the inpatient medicine

service. The aim was to decrease these laboratory orders by 15% by end of

the 2017-2018 and to educate on meaningful labs.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Subjects were Internal Medicine res-

idents rotating through the inpatient medicine service. Data included pre- and

post-study surveys to assess knowledge of lab costs, ordering practices and

barriers to cost-conscious care. Lab ordering frequency was obtained via EMR.

The project was divided into 3 sixteen-week blocks. Phase 1 focused on

educational interventions (presentations and weekly emails). During Phase 2,

educational interventions were stopped while EMR changes offered varied lab

ordering options. In Phase 3, the study team designed and presented case-based

high-value care sessions to residents, a mid-block session updating residents on

their own "real time" lab ordering data, in addition to restarting the interven-

tions from Phase 1.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BEDISCUSSED): Phases 1 and 3, showed a 7% decrease in total labs

ordered compared to baseline; phase 2 showed a 7% increase from baseline.

Survey data in Phase 2 revealed a statistically significant (SS) increase (p<0.

05) in residents' discussing lab ordering with their teams from 58% to 98%, in

addition to a sustained SS decrease in those who ordered labs due to "feeling

uncomfortable" deciding whether or not a patient needs daily labs. Phase 3

showed a SS reduction in residents who ordered daily labs due to fear of

repercussions from the attending, 39% to 9%. At the end of phase 3, there was

a SS increase in residents who self-identified a difference in their ordering

habits and applied mindful ordering across services (40% to 78. 57%).

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): The trend in number of labs ordered highlights the importance of

multifaceted educational interventions in maintaining cost-conscious culture.

The increase in CBC without differential and BMPs compared to CBC with

differential and CMP shows that residents are ordering labs more judiciously.

We believe the change in resident perception of the attending as a barrier

suggests a cultural change at both the attending and resident level. Anecdotally,

after phase 3, new interns have reported feeling empowered to order only

necessary test and incoming senior residents report teaching interns to "think"

before ordering labs. We see this as the beginning of a true culture change and

anticipate continued decreases in lab ordering as this culture spreads.

IMPLEMENTING PRIMARY-CARE-BASED HEPATITIS C TREAT-

MENT IN AN ACADEMIC RESIDENT CLINIC IN THE SAFETY

NET Emily H. Thomas1; Christine Soran1; Michael Incze1; Edward Liu2;

Vanessa Thompson1. 1UCSF, San Francisco, CA; 2San Francisco Department

of Public Health, San Francisco, CA. (Control ID #2942393)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE): In

the US over 3.5 million patients have chronic hepatitis C contributing to an

annual mortality of 15,000 per year, yet the majority of hepatitis C cases go

untreated because lack of screening and access to treatment.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): Our overarching goal is to implement a primary-

care based hepatitis C screening and treatment program to cure chronic

hepatitis C in our clinic.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): In January

2017, we opened a hepatitis C treatment program in an academic resident

clinic in the safety net of San Francisco. The clinic serves 8,000 patients who

are publically insured. Of those, approximately 200 patients have been diag-

nosed with chronic hepatitis C and are not receiving hepatitis C treatment in a

specialty clinic. Our team developed a hepatitis C treatment protocol designed

around a team-based care model. We trained residents, attendings, and nurse

practitioners (NP) to identify appropriate candidates for primary care based

treatment.We employed a ‘championmodel' where providers refer patients to a

NP with expertise in hepatitis C. This NP conducted patient readiness assess-

ments, determined regimen selection, coordinated insurance approvals, and

monitored patients during their hepatitis C treatment. To improve treatment

referrals and monitoring, we conducted iterative PDSA cycles in consultation

with key informants in clinic.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATEPROGRAM/INTERVENTION):We hypothesized that 27% (n=54) of

patients infected with hepatitis C would be appropriate for referral to treatment,

and 16% (n=32) of patients would be ready to start treatment in our clinic in the

first year of implementation. We planned to measure the number of patients

achieving sustained virologic response, or "cure".

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): After one year of implementation, twenty-two

percent (n=49) of patients were referred to our hepatitis C treatment program.

Of these referrals, 11% (n=21) of patients were initiated on treatment. The

reasons for the gap between referrals and treatment initiation were varied.

Many patients were not ready for treatment (n=7), had no reliable contact

method for scheduling (n=6), or were pending insurance approval for treatment

(n=8). To date, four patients have achieved SVR.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR
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COMMUNITY?): Primary care providers and patients were enthusiastic to

learn about and initiate hepatitis C treatment. Challenges inherent in providing

care in the safety net complicated the implementation of our hepatitis C

treatment program. Many patients were not ready for treatment, because of

variable engagement in care, stigma related to their diagnosis, or poorly

controlled co-morbidities. Systems issues like inability to contact homeless

or marginally housed patients, as well as delays in attaining prior authorization

for treatment also contributed. This program demonstrated that in a large,

academic primary care clinic, a "champion model" for treatment achieved

clinician buy-in and provided the continuity for frequent patient follow-up

during the treatment period.

IMPROVING ACCESS TO SMOKING CESSATION THROUGH HU-

MAN FACTORS ENGINEERING Evan Paul1; Michael Chamberlain2;

Christopher Wilson2. 1Veterans Affairs Puget Sound Health Care System,

Seattle, WA; 2Department of Veterans Affairs, Honolulu, HI. (Control ID

#2946191)

STATEMENTOF PROBLEMORQUESTION (ONE SENTENCE): In a

standardized judgment of a facility's ability to meet Joint Commission mea-

sures related to providing access to tobacco cessation while an inpatient, the

Seattle Veterans Affairs (VA) Hospital performed well below the national

average as of Quarter 2 of Fiscal Year 2017 (Q1FY17).

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): 1. Increase the number of patients who are offered

inpatient tobacco cessationmedications 2. Increase the number of patients who

are offered post-discharge tobacco cessation medications 3. Increase referrals

to outside tobacco cessation counseling course

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): This program

started February 2017 and continues into 2018, it covers the entirety of the

inpatient system (such as Medicine, ICU, Surgery, Spinal Cord, and Psychiatry

services) and has required the involvement and cooperation of physicians,

techincal staff, informatics, nursing, and pharmacy. We examined the previous

year's worth of data and determined that efforts regarding tobacco cessation

were inconsistent across providers and wards: sometimes cessation would be

offered in passing by a nurse, so other times not at all. We used concepts from

Human Factors Engineering to determine the first step for a PDSA cycle to

improve our performance in this area. We made several changes to nursing

templates and discharge order sets which both prompt staff at all levels to

participate in efforts to curb tobacco use among inpatients. Examples of such

changes include automatic orders for nicotine patch, the use of smart data-

objects that form the basis of reminders for discharge documentation, and a

streamlining of discharge order sets to improve the ease of assisting cessation

efforts.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): 1. Tobacco 20, a chart-abstracted

measure that expresses the percentage of inpatient smokers who are offered

tobacco cessation medication while in-house 2. Tobacco 40, a chart-abstracted

measure that expresses the percentage of inpatient smokers who are offered

tobacco cessation medication and tobacco cessation counseling at discharge 3.

Number of referrals to tobacco cessation counseling after inpatient stauys For

both tobacco 20 and 40 developed an internal tool on SQL to track results in

real time.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATE FINDINGS

WILL BE DISCUSSED): 1. Tobacco 20 has improved from 64.29%

Q3FY17 (when interventions are first reflected), to 78.38% Q4 FY17. The

national average for this metric in Q4FY17 was 78.09%. 2. Tobacco 40 has

improved from 15.38% Q3FY17 (when interventions are first reflected), to

45.45% Q4 FY17. Q1FY18 data is incomplete but currently 41.67%The

national average for this metric in Q4FY17 was 56.15%.. 3. Per outpatient

tobacco cessation staff the number of referrals has increased, data to support

this if true will be available to use by early February 2018.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): 1. Human Factors Engineering represents an excellent tool to

implement difficult systemic change across departments in an inpatient facility

2. Tobacco cessation efforts are challenging for a multitude of hospitals but the

use of strong templating, data collection, and order sets could be beneficial.

IMPROVING ACCESS TO TREATMENT OF OPIOID USE DISOR-

DERS IN PRIMARY CARE Brinton Clark; Mari Kai; Ryan Dix; Jonathan

White. Providence Portland Medical Center, Portland, OR. (Control ID

#2904282)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Despite the national opioid epidemic, there are a dearth of U.S. healthcare

providers willing and able to treat opioid use disorders with effective

medication-assisted treatment.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): To engage, educate, and increase the number of

primary care providers trained and willing to treat patients with opioid use

disorders with buprenorphine.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Providence

Medical Group (PMG) is a large primary care network within a multi-state

integrated healthcare system. Our project targeted PMG primary care providers

within the greater Portland Service Area of Oregon and Southwest Washing-

ton. Project team members include two physician champions, a clinical phar-

macist, a behavioral psychologist, and a project manager. Starting in early

2016, the project focused on educational initiatives aimed at PMG primary care

physicians.. A 12 minute educational video highlighted our physician cham-

pions' experience in treating opioid use disorders. The team created a

buprenorphine toolkit that includes information such as training resources,

office visit templates, office workflows, and frequently asked questions. The

team presented at large regional medical director meetings and primary care

clinics during their designated provider meetings. A monthly conference call

fielded questions about training and current cases. The grant provided reim-

bursement for the training required for the buprenorphineDATAwaiver as well

as an additional CME day.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): A baseline and follow-up survey

assessed provider knowledge, attitude and interest in medication-assisted

treatment with buprenorphine. We track the number of PMG primary care
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providers with DATA waivers and the number of buprenorphine inductions

performed. A cohort study is measuring the effect of the "uptake" clinics on ER

use, hospitalizations, and overall costs of care for patients with opioid use

disorders.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): The initial survey identified that 77% of

responding physicians think that buprenorphine treatment should be provided

in primary care settings but only 24% were somewhat to very likely to

prescribe buprenorphine. At the start of our project, there were 5 primary care

providers with waivers to prescribe buprenorphine in 3 PMG clinics. Currently,

there are 44 providers in 17 PMG clinics with buprenorphine waivers. 169

buprenorphine inductions have been performed in PMG clinics, and 83% of

providers with waivers are treating patients with buprenorphine.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?):Our project has been successful in engaging a significant number

of providers in treating opioid use disorders. We sought to understand potential

barriers and mitigate them with the development of a toolkit and clinical

pathways involving clinical pharmacy and behavioral health. Face-to-face

discussions at provider meetings with the physician champions emphasized

feasibility of treatment within primary care, including conceptualization of

addiction treatment within the chronic-disease model of care.

IMPROVING APPROPRIATENESS OF LONG-TERM PROTON

PUMP INHIBITOR PRESCRIBING IN INTERNAL MEDICINE RES-

IDENT CONTINUITY OF CARE CLINICS Christopher Koehn1; Keenan

P. Laraway2; Leslie Brettell4; Carly Kuehn3. 1University of Iowa Hospitals and

Clinics, Iowa City, IA; 2University of IowaRoy J and Lucille ACarver College

of Medicine, North Liberty, IA; 3University of Iowa, Iowa City, IA; 4Iowa City

VAHCS, Iowa City, IA. (Control ID #2942582)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Long term PPI use is associated with multiple adverse drug effects, significant

cost and PPIs are often prescribed without an appropriate indication.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): Our objective was to assess the current rate of

potentially inappropriate long-term PPI prescribing and decrease the amount of

these prescriptions by 15% during the 2016-17 academic year.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): The study was

a cross-sectional assessment of patients in the Internal Medicine Resident

Continuity of Care (COC) Clinic at the Iowa City VA Medical Center. The

study sample included all patients assigned to the primary care panels of 8

internal medicine residents. Long-term PPI use was defined as continuous PPI

use for at least 8 weeks. We defined appropriate indications for long-term PPI

use from professional societies' guidelines and US Food and Drug Adminis-

tration approved conditions. Patients currently prescribed long-term PPI ther-

apywithout an appropriate indicationwere targets for de-prescribing strategies.

During our 6-month intervention period, we individually discussed risks,

benefits, and strategies to discontinue PPIs with these patients in a shared

decision-making approach.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO

EVALUATE PROGRAM/INTERVENTION): We individually reviewed

our COC panels to quantify the number of patients prescribed long-term PPI

therapy prior to our intervention period (December 2016) and again after the

intervention period (June 2017). We stratified patients on PPI therapy by the

presence of an appropriate indication based on review of the patients' electronic

medical record. Percentages of overall PPI prevalence and inappropriate PPI

prescriptions were then compared with paired t-testing.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): Initially, a total of 610 patients' electronic records

were reviewed. Of these, 172 (28%) were currently prescribed long-term PPI

therapy. Eighty-one (81) of those 172 patients (47%) lacked an appropriate

indication for long-term PPI therapy and were identified as potential targets for

de-prescribing strategies. After our intervention, the prevalence of long-term

PPI therapy fell from 28.2% to 17.6% (p=0.001). The percentage of patients on

long-term PPI therapy without a guideline-based indication fell from 47.1% to

33.0% (p=0.017).

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): We reduced overall PPI prevalence by 10% and inappropriate

prescriptions by 14%. We employed a shared-decision making model for the

patient and physician to discuss patient's preferences and medical comorbidi-

ties, but did not specify a de-prescription protocol. Clinicians reported that

overall, patients were very receptive to de-prescribing efforts. Going forward,

we will focus on the sustainability of these de-prescribing efforts as well as the

comparative effectiveness of different de-prescribing strategies. Finally, im-

provement in documentation of findings and diagnosis when patients are

initiated on PPIs or when PPIs are renewed will be a focus of our ongoing

quality improvement efforts.

IMPROVING COLORECTAL CANCER SCREENING RATES WITH

THE INTRODUCTION OF FECAL IMMUNOCHEMICALTESTING

INASAFETY-NETPRIMARYCARECLINIC:QUALITY IMPROVE-

MENT PROJECT Gaurav Ahluwalia; Naren S. Nallapeta; Smita Y. Bakhai.

University at Buffalo, Buffalo, NY. (Control ID #2927348)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE): In

the Internal Medicine Clinic (IMC), baseline Colorectal Cancer (CRC) screen-

ing rates with colonoscopy were less than 30% in active patients, seen at least

once in 18 months.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): 1. The primary aim of this quality improvement

was to increase CRC screening rate to 50% from the baseline rate in 18 months

with the introduction fecal immunochemical testing (FIT) in addition to

colonoscopy in eligible patients, ages 50 to 75 years at IMC. 2. Increase

colonoscopy completion rate in FIT positive patients to 100%within 3months.

3. Increase percentage of FIT return to 30%

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): IMC is an am-

bulatory setting, comprising 40 residents and three attending physicians. We

used the Plan-Do-Study-Act (PDSA) model, and designed this QI based on

Institute of Medicine's STEEEP (Safe, Timely, Effective, Efficient, Equitable,

Patient-Centered) model. The QI team included nursing and ancillary staff,

residents, attending physicians, a social worker, GI staff, and a patient
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navigator. Teams performed root cause analysis using a fish-bone diagram to

identify patient, provider and system-based barriers to colonoscopy and FIT.

We performed six PDSA cycles over nine months. PDSA cycles included

creation of EMR template for FIT ordering, physician and staff training, EMR

alerts for physicians and interactive workshops for residents, attending physi-

cians and clinic staff. We assigned a patient navigator to track FIT kit returns.

Data analysis was performed using monthly run charts. For average-risk

patients, physicians discussed options of FIT versus colonoscopy with patients

and ordered the appropriate test based on patient's preference. For high-risk

patients, physician discussed barriers to acceptance of colonoscopy and or-

dered colonoscopy. We created an electronic patient database to track CRC

screening rates. We created a process flow map to outline IMC algorithm for

physicians and nursing staff.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Outcome measures was to improve

CRC screening rates to 50%with FITor colonoscopy from the baseline rate of

less than 30%. Process measures included an increase percentage of FIT

ordering to 30% from baseline rates of 0%, and increase percentage of FIT

return rate to 30%. Balancing measures included an increase in patient wait

time and a backlog for screening colonoscopy appointments.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): There was a sustained increase in FIT order rate,

which was up to 45.58% in September, 2017. The FIT return rate was variable

during PDSA cycles and increased to 79% with facilitation and reminders by a

patient navigator. We achieved an average FIT return rate of 47% in 9 months.

We exceeded our goal of 50% of CRC screening in IMC patients with

colonoscopy or FIT testing within 9 months. There was a definite increase in

wait time for screening colonoscopy.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): For average-risk patients, FIT testing is the preferred method of

screening for IMC patient population. Sustainable annual FIT is required for

continued CRC screening. Teamwork, tactics and technology were the key

drivers for the success of this QI project.

IMPROVING CONTINUITY IN AN INTERNAL MEDICINE RESI-

DENT CLINIC Nicole Dalal4; Joel C. Boggan1; Leigh Wynkoop5; Sonal

Patel5; Richard M. Atkins2, 3. 1Duke University Health System, Durham, NC;
2Duke University, Durham, NC; 3University of Oklahoma Health Sciences

Center, Oklahoma City, OK; 4Duke University School of Medicine, Durham,

NC; 5Durham VA Medical Center, Durham, NC. (Control ID #2946713)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Continuity of care in the resident PRIME clinic is lower than desired, similar

to findings for other resident clinics.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREEOBJECTIVES): 1.Quantify patient-provider continuity. 2.Study the

principal drivers of patient-provider discontinuity. 3.Use iterative Plan-Do-

Study-Act (PDSA) cycles to improve patient-provider continuity in the

PRIME clinic.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING

ORGANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPA-

TIENT, PRACTICE OR COMMUNITY CHARACTERISTICS): The

format and style of "Return To Clinic" (RTC) orders were identified as sources

of significant variation amongst providers after educational initiatives were

undertaken. Residents were provided a copy of the schedule for the remainder

of the year with the weeks they would be in an ambulatory clinic highlighted.

Providers were encouraged to enter an RTC date that was in a week that they

would be in clinic. Additionally, the RTC order template was changed to force

providers to enter an actual date.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Outcomes included provider adher-

ence to scheduling measured as the proportion of encounters with providers

entering in clinically-indicated dates (CIDs) when they were on rotation weeks

at the clinic and patient-provider continuity measured as the proportion of

encounters where patients actually saw their PCPs on follow-up.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATE FINDINGS

WILL BE DISCUSSED): Visits that were scheduled as the result of an RTC

order for a date when the PCP was in clinic resulted in 63% patient-provider

continuity as compared to 41% continuity for visits that resulted from an RTC

order date where the PCPwas not in clinic (p < 0.0001). However, only 28%of

RTC orders followed the changed protocol and specified a follow-up date in

which the resident definitely would be in clinic.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): 1. Implementing only educational interventions is not enough to

improve continuity. 2. Continuous study of these processes combined with

contextually targeted human factors engineering, such as the forced function,

can lead to improved continuity.

IMPROVING CONTROLOF DIABETES IN A RESIDENT PRIMARY

CARECLINIC PeterMcDonnell1; KelseyMoon1; Hung Le1; Kirsten Dunn1;

Yafei Huang2. 1Washington University School of Medicine in St Louis, St

Louis, MO; 2VA St Louis Medical Center, St Louis, MO. (Control ID

#2945521)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Glycemic control in diabetes mellitus is essential to minimize the risks of

microvascular complications, but many patients have poor control of their

diabetes.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREEOBJECTIVES): To reduce the percentage of diabetic patients in our

clinic with a glycated hemoglobin (A1c) above 9% by half over six months.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): We are a small

internal medicine resident clinic at the St Louis VA with a cohort of one

thousand patients. One quarter of our patients have diabetes and 17% of those

patients are poorly controlled with an A1c >9%. To improve our rate of poorly

controlled diabetes we startedmonthly reviews of all patients with an A1c >9%

to identify deficiencies. For example, we found that over a third of these

patients did not have a follow up appointment currently scheduled. Based on

our findings we created a program for more intense outpatient management

that involved continued monthly reviews of all patients with an A1c >9%,

ensuring that all of those patients were scheduled for a clinic visit and A1c

check at least every three months, personal outreach to patients who missed

ABSTRACTS JGIMS796



appointments or were not improving, and referring to auxiliary resources such

as pharmacists and dieticians.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Our primary outcome measure is the

percentage of diabetic patients with an A1c >9%. Secondary measures include

the percentage of patients with an A1c >9% that have been seen in clinic in the

past three months, have had an A1c checked in the past three months, and have

been seen by auxiliary resources.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): In this ongoing project we have reduced the

percentage of diabetic patients with an A1c >9% from 17% to 11%. This

was accompanied by an increase in the percentage of poorly controlled patients

who were seen in clinic in the past three months and had an A1c measured in

the past three months.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): The heart of our program was monthly reviews of all of our

poorly controlled diabetic patients allowing us to monitor our clinic outcomes

on both a global and individual level. This allowed us to identify patients who

were not receiving adequate clinic attention and targeting them with more

frequent clinic visits, A1c checks, and other resources. While it is not feasible

to closely monitor all patient outcomes at once, our work shows that focusing

on one clinically important factor with regular review to identify areas of

deficiency can yield significant results in a relatively short period of time.

IMPROVING HYPERTENSION CONTROL IN AN ACADEMIC PRI-

MARY CARE PRACTICE Kristin Huang; Deborah Blazey-Martin; Joseph

gillis; Julie Tishler. Tufts Medical Center, Boston,MA. (Control ID #2904573)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Blood pressure (BP) control is important for optimizing health outcomes, but

can be difficult to achieve across a population.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): Our primary objective was to improve BP control

in hypertensive patients in our large, academic primary care practice. Our

secondary objective was to improve accuracy of BP measurement.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Our tertiary

care-based academic primary care practice serves 38,500 patients, 9,400 of

whom have hypertension (HTN). We sought to improve hypertension control

through a four-pronged approach. First, we created a registry to identify

patients with HTN. The registry included patients' comorbidities, last two

BPs, last and next appointment dates, and number of prescribed HTN medi-

cations. We used the registry to send quarterly reports to providers on their

patients with uncontrolled HTN. We also used the registry for quarterly

automated outreach phone calls to patients with uncontrolled BP who did not

have follow up scheduled, reminding them to call for an appointment. Second,

we developed English and Chinese patient education materials on actionable

behavioral changes patients could make to decrease their BP. The handout was

designed at a 6th grade reading level and accounts for the two main languages

our patients use. Third, we harnessed our electronic medical record (EMR) to

draw attention to patients with high BP. The EMR prompted medical assistants

to print patient education material if a patient's BP at triage was high, and

providers then decided if the patient should receive it. The EMR also visually

alerted providers to high BP using red text next to the vitals. Fourth, we started

reporting individual and practice-average data to providers in practice-wide

emails, including the percentage of each provider's hypertensive patients at

optimal BP control and the percentage of time providers were rechecking

patients' BP if it was initially high.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Our primary outcome was percent-

age of patients who achieved optimal BP control (defined as <140/90 for

patients under 60 or with diabetes or chronic kidney disease, and as <150/90

for patients age 60 and over). Our secondary outcome was percentage of time

that providers rechecked a patient's BP manually if high on triage.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): At baseline in August 2016, 72% of our patients

were at their BP goal. After our intervention, 75% of our patients had achieved

their BP goal as of October 2017. The percentage of time that providers

rechecked an initially high BP rose from 43% to 57%.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Our clinical innovation shows that improvements in BP control

across a population of hypertensive patients can be achieved in an academic

primary care setting. The key components of our initiative may be adapted to

other settings, including creating an accurate HTN registry and using it for

reports and automated outreach; developing linguistically appropriate patient

education materials; using the EMR to prompt responses to high BP; and

sharing data with the goal of improving provider understanding of their

practice trends.

IMPROVING INPATIENT BED UTILIZATION THROUGH PRE-

ADMISSION SCREENING Evan Paul1, 2; Joy Peterson4, 3; Margaret W.

Mwaura-Kamande4, 3; Race Stork4, 3; Bethany Stumpf3, 4; Nicholas Meo5, 2;

Janice Powers3. 1Veterans Affairs Puget Sound Health Care System, Seattle,

WA; 2University of Washington, Seattle, WA; 3VA Puget Sound Health Care

System, Lynnwood, WA; 4VA Puget Sound Healthcare System, Lynnwood,

WA; 5VA Puget Sound, Seattle, WA. (Control ID #2927393)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE): In

the second quarter of Fiscal Year 2017 (Q2FY17), 71.6% of patients who

completed scheduled "Acute" admissions at the Seattle VAMedical Center met

Interqual criteria for admission, compared to a Veterans Affairs (VA) nation-

wide average of 80.6% for the same quarter.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): 1. Reduce inappropriate hospital admissions 2.

Improve the utilization of "Observation" status for scheduled admissions when

appropriate 3. Reduce length of stay of scheduled admissions by assisting with

discharge planning before admission

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Scheduled ad-

missions were identified as a target for system re-design during a Rapid

Process Improvement Workshop (RPIW) in May 2017. Since the majority of

these admissions had no input from bed efficiency screening standpoint, we

saw an opportunity to insert utilization management (UM) guidance into this
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process. Starting in July 2017 we began screening all scheduled admissions at

regular intervals. When appropriate cases for intervention were identified, our

team contacted relevant providers and staff to optimize admission plans. This

intervention took place in the context of an inpatient setting and was carried out

through a combination of UM nursing staff and the Physician Utilization

Management Advisor. Through this process, some admissions were shortened

or avoided entirely through outreach to resources within our local VA system

for needs such as transport or lodging. Other admissions were optimized with

regards to the appropriate selection of "Acute" vs. "Observation." The recom-

mendations of our teamwere presented as advice rather than a binding order, so

providers were still free to proceed with the care of their patients in the manner

they chose.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Our primary metric was the percent-

age of patients completing scheduled admissions who met for "Acute"

Interqual criteria. A balancing metric was the percentage of patients meeting

"Observation" Interqual criteria among the same population in an effort to

gauge the negative effect on this metric caused by increased use of this level of

care.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): 1. Percentage of scheduled "Acute" admissions in

Seattle VAmeeting Interqual criteria improved from 71.8% inQ2FY17 to 81%

Q3FY17 (when intervention started) and 88.4% Q4FY17 (intervention

persisting) 2. Percentage of scheduled "Observation" admissions meeting

Interqual criteria in Seattle VA dropped from 55.6% in Q2FY17 to 46.3% in

Q4FY17, but this does not fully account for the increase in acute admissions

meeting criteria since less than 20% of all scheduled admissions are placed in

the observation status.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): 1. Facilities struggling with scheduled admissions failing to meet

Interqual criteria can benefit from a screening process that adds utilization

management trained personnel to the front-end of the process. 2. Increased

utilization of the "Observation" status for scheduled admissions can be bene-

ficial to hospitals and their patients 3. A local RPIW can be an excellent

catalyst for projects that create lasting change.

IMPROVING LENGTH OF STAY BY INTRODUCING AN ELEC-

TRONIC TRACKING TOOL INTO DAILY MULTIDISCIPLINARY

DISCHARGE ROUNDS ON A MEDICINE SERVICE Nicholas Meo1;

Evan Paul2; ChristopherWilson2; Janice Powers2; Kari M.Miles2. 1University

of Washington, Seattle, WA; 2Veterans Affairs Puget Sound Health Care

System, Seattle, WA. (Control ID #2945057)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Inefficient coordination of care around discharge can increase length of stay,

lead to ineffective transitions, and contribute an unnecessary cost burden to

patients and hospital systems.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE

THAN THREE OBJECTIVES): Multidisciplinary discharge rounds

can improve situational awareness among team members leading to

more efficient and better coordinated care. This project aimed to

standardize the daily discharge rounds occurring on a medicine service

in order to reduce average length of stay and improve inpatient to

outpatient transitions of care.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): This project

took place at a 238 medical-surgical bed Veteran Affairs hospital in an urban,

academic setting. The medicine service was comprised of four internal med-

icine resident led teams, two hospitalist led teams, a cardiology team, and a

neurology team. At baseline, multidisciplinary discharge rounds took place

each weekday from 8AM to 930AM with social workers, administrative

assistants and charge nurses from each unit. Each medical team rotated through

the huddle in 10 minute intervals and discussed the discharge needs of each

patient on their census. The conversation was initiated and the topics discussed

were led by the physician team. Our clinical innovation introduced the role of a

facilitator to lead conversations during the huddle. They used a standard script

developed to capture key elements of the discharge planning process. An

electronic discharge planning tool was deployed to both display and capture

key information during the huddle. It displayed the admission diagnosis,

admission date, current length of stay, upcoming appointments and primary

care provider. The tool prompted key information to be collected from care

teams including estimated day of discharge, estimated disposition, anticipated

discharge needs, date whichmedically ready for discharge, delays in care noted

by care teams, and discharge barriers. A status field was added to collect

additional useful information discussed during the huddle. The tool was

displayed on a large screen monitor in real time during the huddle. The

discussion from all members of the care team was summarized and entered

into the tool daily by a scribe.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Weekly average length of stay and

readmission rates were tracked during this improvement initiative.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATE FINDINGS

WILL BE DISCUSSED): The introduction of an electronic tool, in conjunc-

tion with a facilitated huddle using a script led to a decrease in the average

length of stay of 1.4 days (p<.001). Readmission rates did not change appre-

ciably. Before implementation of the electronic tool, the 30 day readmission

rate was 15.68% and afterwards 15.79%.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Our findings suggest that standardization of mulitidiscplinary

discharge huddle communication can have a significant impact on patient flow.

IMPROVING LUNG CANCER SCREENING IN A PRIMARY CARE

PRACTICE IN A LARGE, URBAN ACADEMICMEDICAL CENTER

Laura J. Zimmermann1; Linda A. Dowling4; Palmi N. Shah3; Lynda H.

Powell4; Daniel Dunham2. 1Rush University, Oak Park, IL; 2Rush, Riverside,

IL; 3Rush University, Chicago, IL; 4Rush University Medical Center, Chicago,

IL. (Control ID #2940139)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE): De-

spite implementation of a physician-facing electronic health record best practice

alert with robust shared decision-making support, only 7.3% of eligible patients

(85 of 1170) across the institution completed a low-dose CT (LDCT) for lung

cancer screening over a 6-month period (May 1st to November 1, 2017).
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OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): Improve lung cancer screening by 1) Describing

primary care referral patterns and status among eligible patients 2)Identifying

sytem-, patient-, and provider-level barriers to referral and completion 3)De-

veloping and testing targeted interventions

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): An electronic

health record (Epic) report identified patients with an overdue lung cancer

screening best practice alert within one practice (40% of outpatient general

internal medicine, 16,000 visits in 6 months). Through chart review, we

quantified the number of patients at different points of the lung cancer screen-

ing referral pathway. We engaged primary care physicians (PCPs) for input on

interventions, ultimately scheduling eligible patients for a dedicated visit to

discuss lung cancer screening. We will repeat the Epic report in 12 weeks and

re-engage PCPs and patients who remain overdue. Patients will schedule

LDCT prior to leaving clinic. We will scale this to other primary care clinics

if effective.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): In the next 6 months, 1)Reduce the

number of eligible patients overdue for lung cancer screening in this primary

care practice by 50% 2) Reduce the number of eligible patients without referral

and the number of patients referred but without LDCT appointment by 75%.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BEDISCUSSED):Within this primary care practice, 112 patients had

an overdue BPA for lung cancer screening. Of these, 22 patients were not

eligible because they had a CTchest in the last 12 months. Of the 90 remaining

patients, 25 (27.8%) had an LDCTorder in EPIC, and 65(72.2%) had no order.

Of the 25 with LDCTorders, 3 scheduled the LDCT but had not yet completed

it. 22 patients with an LDCTorder did not yet have LDCTscheduled. Of the 65

patients with no LDCT order, the majority (59 or 90.8%) had no reason

documented for not ordering LDCT. Of those without an LDCT order, 2

patients never attended their initial appointments in this clinic, 2 patients

declined lung cancer screening, and 2 patients had terminal illness. Given that

each PCP had only 0-7 patients overdue for lung cancer screening, they

preferred to have their own medical assistants contact eligible patients to

schedule an appointment.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): The two most common categories of patients overdue for lung

cancer screening were those with no order for LDCTand no documentation of

why (65% of eligible patients) and those with an order placed but no LDCT

scheduled (24.4% of eligible patients). These findings suggest that improve-

ment in lung cancer screening rates requires a multi-component intervention

that includes a best practice alert with medical-decision making and documen-

tation support, repeated PCP engagement, dedicated appointments, and imme-

diate LDCT scheduling.

IMPROVING MEDICATION RECONCILIATION IN A VETERANS

AFFAIRS SKILLED NURSING FACILITYAS PART OF MARQUIS2

Amy W. Baughman1, 2; Nicole Murphy1; Laura Driscoll1; Jeni Norstrom1;

Susan Nelson1; John Roehm1; Kathryn Lange1; Wei Shen1; Amy Hanson3, 1;

Marcus D. Ruopp1, 2; Shivani Jindal1; cidalia tavares1; Sovanlouri Chim1;

Scott Sandstrum1; Gilda Cain1; Jeffrey L. Schnipper4, 2; Amanda S. Mixon5;

Steven R. Simon1, 2. 1VA Boston Healthcare System, Boston, MA; 2Harvard

Medical School, Boston, MA; 3Department of Veteran Affairs, Brockton, MA;
4Brigham and Women's Hospital, Boston, MA; 5VA Tennessee Valley

Healthcare System and Vanderbilt University, Nashville, TN. (Control ID

#2945205)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

High rates of medication discrepancies have been found among patients

residing in skilled nursing facilities (SNFs). However, best practices and

effective interventions for this setting have not yet been identified.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): 1. Decrease unintentional medication discrepan-

cies in admission and discharge orders. 2. Improve medication reconciliation

processes by implementing best practices and resolving identified problems. 3.

Enhance clinician experience.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): The Veterans

Affairs (VA) Boston Community Living Center (CLC) is participating in the

Multi-center Medication Reconciliation Quality Improvement Study 2

(MARQUIS2) from October 2016 to June 2018. The CLC is a 112-bed SNF

that provides skilled or rehabilitation care, palliative/hospice care and long-

term care. A majority of patients are medically complex, have limited medi-

cation knowledge and have experienced multiple care transitions. Baseline

assessments included local policy review, a survey of providers (physicians,

nurse practitioners, and physician assistants), and detailed process mapping of

medication reconciliation processes. In March 2017, we completed a modified

Healthcare Failure Mode and Effect Analysis (HFMEA) with a multidisciplin-

ary quality improvement team. These analyses informed intervention design,

which were based on best practices from other settings (e.g., acute care

hospitals). Interventions include: - High-quality medication reconciliation

and best possible medication history (BPMH) training - A new electronic

health record (EHR) medication reconciliation template for admission and

discharge notes - Improved communication channels between providers and

outpatient-pharmacy - Pharmacist-led intensive medication reconciliation for

high-risk patients - Proprietary software (Avicenna MedRec Tool)

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): 1. Unintentional medication discrep-

ancies in admission and discharge orders, tracked from a random sample of 16

patients per month by study pharmacists. 2. Provider experience surveys.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BEDISCUSSED):Data from the 4-month baseline period reveal high

rates of discrepancies, with approximately 4.5 discrepancies per patient. These

medication discrepancies occur across all medication classes, including high-

risk categories such as anticoagulants, cardiovascular and diabetic medications.

Providers spend 60 to 90 minutes per patient completing medication reconcil-

iation. Early interventions show an overall 25% decrease in discrepancies per

medication per patient in the intervention group, as compared with control

groups.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): 1. SNFs represent a critical setting for medication reconciliation

efforts due to polypharmacy, multimorbidity and multiple care transitions. 2.
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Medication reconciliation for SNF patients is time-intensive and error-prone,

with discrepancies occurring across all medication classes. 3. Targeted inter-

ventions such as BPMH training, new EHR templates and pharmacist involve-

ment may reduce rates of medication discrepancies.

IMPROVING PATIENT SAFETY WITH RESIDENT ERROR

REPORTING vesna Tegeltija. Wayne State University, Shelby twp, MI.

(Control ID #2946778)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Lack of error reporting by residents at CHMC was recognized by ACGME

Clinical Learning Environment Committee.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): Objectives of the intervention are improving error

reporting by physician residents at CHMC, improving recognition of system

based problems and enhancing patient safety.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): The Plan Do

Study Act (PDSA) cycle was used to guide and format this project. The

intervention was performed in an inpatient setting. As part of brainstorming

and root cause analysis, a Google survey was conducted to investigate the

reasons that prohibit residents from reporting errors. Different reasons were

listed and residents were instructed to select reasons that restrains them from

reporting errors. Amongst internal medicine residents, 29 out of 39 residents

responded. Over 30 percent of residents replied that they are not sure what

constitutes a medical error as the reason limiting their reporting. Another 21

percent of the residents reported that they are unaware of the process that

occurs after errors are reported as a reason limiting their reporting. A Pareto

chart was used to analyze the results of the survey. Based on the survey results,

a decision was made to provide education to IM residents, by the QI depart-

ment, which addressed the main insecurities and misconceptions regarding

error reporting. Furthermore, a mock session was also provided to familiarize

and guide residents through the process of reporting errors in the computer

system. Lastly a collaboration between the residency program and the hospital

was formed to provide the residents with feedback regarding errors reported.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): The total number of error reports and

replies from the hospital were used as a quantitative metric to evaluate the

intervention.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): Following education, resident error reporting was

monitored by the QI department and reported to the project leader. A Run chart

was used to analyze the data collected. Three months following the education

intervention, resident error reporting improved fivefold, from 1 report per year

to five reports in three months. Over a year period, resident error reporting

remained steady and resulted in an average of 4 reports per month. Hospital

reply was provided for each report submitted.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Medical errors represent opportunities to recognize system

weaknesses and design improvements before more harm occurs. Physician

residents are directly involved in patient care and are immersed in the

healthcare system during training. This period of time provides an important

opportunity to explore errors and provide possible system solutions. Through

education and hospital collaboration, residents feel empowered to report errors

and work with the hospital to solve system based problems. During the next

PDSA cycle, we plan to educate and involve attending physicians who would

encourage and guide IM residents during daily rounds to report errors.

IMPROVING PRIMARY CARE PATIENT ACCESS TO RHEUMA-

TOLOGY VIA E-CONSULTS John P. Shoup; Robert Keenan; Alex H.

Cho; Donna Phinney; John Anderson; Kevin Shah. Duke University Health

System, Durham, NC. (Control ID #2915273)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Despite the high prevalence of rheumatologic disease and well-described

benefits of early evaluation and treatment, the median wait time at our institu-

tion for rheumatology consultation exceeded 90 days.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): We piloted required virtual consultation ("E-Con-

sult") for all referrals from select primary care practices as a mechanism to: 1-

identify patients requiring expedited evaluation by rheumatology and reduce

wait times. 2- For low-risk patients, answer the provider's clinical question

without in-person consultation.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Duke Primary

Care is a network of 44 primary care practices which generates approximately

2500 rheumatology referrals annually. Three primary care practices participat-

ed in a pilot of mandatory virtual consultation ("E-Consults"). During the pilot,

providers placed an E-Consult request in lieu of a traditional referral. Each E-

Consult was reviewed by a rheumatologist who provided structured recom-

mendations for workup, treatment, and either in-person rheumatologic evalu-

ation or continued management by the PCP.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATEPROGRAM/INTERVENTION): E-Consult completion rates and turn-

around time were monitored. Additionally, conversion rates of E-Consult to in-

person evaluation and wait times for these appointments were tracked. Surveys

of both primary care and rheumatology participants following the pilot pro-

gram assessed participant satisfaction.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATE FINDINGS

WILLBEDISCUSSED): Over the 12-week pilot period, 24 PCPs submitted

44 E-Consults on 40 individual patients. 98% of E-consult requests were

tracked to completion (1 not completed due to a technical error) compared to

46% at baseline. Most rheumatologists reported completing E-Consults on

average in 5-10 minutes (n=4). 95% (n= 42) of E-Consults were completed

within 72hrs with a median turnaround time of 6.8 hours (IQR 2.0-31.3). Only

55% (n=20) of patients were recommended for in-person evaluation. The

median wait time for these appointments was 32 days (IQR 12-76 days)

compared to 65 days for those referred without an E-consult during the

intervention period. Participating rheumatologists regarded E-Consults as

much better (n=2, 33%), somewhat better (n=2, 33%), or similar (n=2, 33%)

to standard referral. All surveyed PCPs regarded E-Consult as "much better"

(79%, n=11) or "somewhat better" (21%, n=3) than standard referral andwould

recommend Rheumatology E-Consultation to a colleague ("strongly agree"

79% n=11; "somewhat agree" 21% n=3). PCPs were more likely to refer
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patients to Duke Rheumatology instead of another rheumatologist because of

E-Consultation ("strongly agree" 71% n=10; "somewhat agree" 29% n=4).

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): E-Consults improved timely rheumatologic recommendations,

improved referral completion, and decreased wait times for in-person consul-

tation. Almost half of patients did not require in-person consultation. These

results demonstrate that E-Consults are a useful model to improve access to a

high-demand subspecialty.

IMPROVING PRIMARY CARE TEAMS' RESPONSE TO SOCIAL

DETERMINANTS OF HEALTH THROUGH A LEARNING

HEALTHCARE SYSTEM APPROACH Colleen C. Gillespie2; Amanda

Watsula-Morley2; Lisa Altshuler2; Kathleen Hanley2, 3; Adina Kalet2; Barbara

Porter1, 3; Andrew B. Wallach1, 3; Sondra Zabar2. 1Bellevue Hospital, New

York, NY; 2NYU School of Medicine, New York, NY; 3Gouverneur

Healthcare Services, New York, NY. (Control ID #2946539)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

While social determinants of health (SDoH) have been shown to influence

the effectiveness of treatment and ultimately impact health outcomes, it has

been difficult to motivate primary care (PC) providers to address SDoH due, in

part, to the lack of credible, compelling patient-level data.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): 1. Introduce controlled SDoH into PC clinics

through the use of Unannounced Standardized Patients (USPs) to assess

practice behavior 2. Incorporate audit-feedback on SDoH practice behavior

into routine QI and team-building activities to engage teams in practice

improvement 3. Increase rates of SDoH documentation and referrals

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Six unique

USP cases, each involving three SDoH elements (financial hardship, housing

issues and social isolation), were sent to five PC teams (medical assistant and

provider) at two urban, safety net clinics. USPs volunteered their financial

hardship to the medical assistant to assess information transfer to the team.

USPs' housing and social hardship information was shared only if the provider

asked about. Responses were assessed through a post-visit USP checklist and

systematic review of clinic notes. Baseline data were collected for 10 months

and summarized in an audit-feedback team report distributed at the start of the

year and then updated quarterly.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Shorter term, process-oriented mea-

sures include: systematic assessment of PC teams' response to SDoH; devel-

opment of a user-friendly, action-oriented report; cross-department collabora-

tion to coordinate system responses to SDoH; and SDoH included as a key

element of routine team QI processes. Longer-term measures include: team

problem-solving and engagement in SDoH practice improvement (measured

via team surveys), increased referrals to resources, and documentation of

SDoH.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): 121 USP visits (Feb-Dec 2017) have been com-

pleted; measures show room for improvement and team variation. When USP

volunteered information, medical assistants acknowledged but did not forward

to the team in 45% of visits (team range: 33-50%). While providers elicited

underlying SDoH in 32% of visits (team range: 21-36%), they only referred

directly to resources in <10% of visits. These results have been summarized in

easy-to-understand reports alongside information on hospital procedures for

addressing SDoH; reports are delivered as part of routine QI and team training.

Key stakeholders have collaborated to interpret baseline data, design the

feedback report, and establish SDoH processes.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Using UPSs to deliver standardized SDoH information and

measure team response proved to be feasible. Producing and delivering reports

based on the controlled but "real" USP data helped bring stakeholders together

to determine best practices. Integrating SDoH performance into the teams'

quality improvement process is expected to increase awareness, activate the

teams, and lead to more effective team and system responses to SDoH, serving

as an example of using USP data to engage primary care teams in creating a

learning healthcare system.

IMPROVING SCREENING FOR MICROALBUMINURIA IN PA-

TIENTS WITH HYPERTENSION AND TYPE 2 DIABETES

MELLITUS IN AN ACADEMIC, HOSPITAL BASED PRIMARY

CARE SAFETY-NET CLINIC: QUALITY IMPROVEMENT PRO-

JECTAmanpreet Mangat; Smita Y. Bakhai. SUNYat BUffalo, Williamsville,

NY. (Control ID #2908168)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE): In

Internal Medicine Clinic (IMC), 80% of patient population has Hypertension

(HTN) and type 2 Diabetes Mellitus (DM) with an average BMI of 32 with the

baseline microalbumin screening rate of less than 10%.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): Primary objective was to increase microalbumin

screening rates in IMC patients with diagnosis of HTN and Type 2 DM,

between ages 18-75; from current baseline rate of less than 10% to 30% over

a 12-month period, without any prior microalbumin screening test performed

within last 1 year. Secondary objective was to imporove evidence based

management of microalbuminuria.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): IMC is an am-

bulatory setting, comprising of 40 residents and 3 attending physicians. We

used the Plan Do Study Act (PDSA) model for this QI. The STEEP (Safe,

Timely, Effective, Equitable, Patient-Centered) model of the Institute of Med-

icine (IOM) was used to design this QI project. QI team included nursing and

administrative staff, physicians, social worker and patients. Team performed

root cause analysis using a fishbone diagram to identify system, patient and

provider -based barriers to completion of microalbuminuria screening test. The

patient barriers included cost, transportation and lack of knowledge. Provider

barriers included gap in knowledge and time constraints. System barriers

included lack of EMR alerts and clinical decision support. Our PDSA cycles

included provider education, using PowerPoint presentations and small group

discussion based on KIDGO (Kidney Disease Improving Global Outcomes)

and ADA (American Diabetes Association) guidelines. Our successive PDSA

cycles included nurse pre-planning to identify patient population, patient
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education with posters in the examination room and same day testing. We

created an electronic patient database to identify and track microalbuminuria

screening orders in eligible patients.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Process measures included identify-

ing the eligible patients prior to clinic visit and increase rate of physician orders

for eligible patients. Outcome measure was identified as percentage increase in

completed testing for microalbuminuria. Balancing measures were identified

as increase in patient's wait time causing backlog of the patients in IMC and

cost of the test.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): Data analysis was performed using a monthly run

chart. Data was collected from July 2016 to July 2017. There were approxi-

mately 1500 IMC visits of eligible patients within 1 year. During four PDSA

cycles, we were able to sustain improvements in the screening rate, ranging

from 63% to 70%. We achieved screening rates of 70% in July 2017, exceed-

ing our goal. There was no significant backlog of patients during IMC visit.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Team based approach and same day urine screening test was

crucial in improving rates of screening rate for microalbuminuria in IMC.

Future PDSA cycles will focus on guideline directed therapy and provider

preplanning to identify those patients not on appropriate therapy. Electronic

chart alert for the physician will help physician efficiency.

IMPROVING SPIROMETRY RATES FOR THE DIAGNOSIS AND

EVIDENCE BASED TREATMENT OF CHRONIC OBSTRUCTIVE

PULMONARY DISEASE (COPD) IN AN ACADEMIC, HOSPITAL

BASED PRIMARY CARE SAFETY-NET CLINIC: QUALITY IM-

PROVEMENT (QI) PROJECT Tara A. Providence1; SAJEER BHURA2;

Smita Y. Bakhai3. 1University At Buffalo NY Residency Program, Buffalo,

NY; 2University At Buffalo, Buffalo, NY; 3SUNY at BUffalo, Williamsville,

NY. (Control ID #2906732)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE): In

Internal Medicine Clinic (IMC), about 30% of patients have a diagnosis of

COPD and less than 10% have diagnostic spirometry performed; therefore

patients may not have evidence based therapy by GOLD criteria.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): The primary objective of this project was to

increase spirometry in IMC patients with diagnosis of COPD between ages

18-75; without any prior spirometry within last 2 years from current baseline

rate of less than 10% to 20% over a 12-month period. Secondary objective is to

improve evidence based COPD management by GOLD criteria.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): IMC is an am-

bulatory setting, comprising of 40 residents and 3 attending physicians. We

used Plan Do Study Act (PDSA) model for this QI. STEEP (Safe, Timely,

Effective, Equitable, Patient-Centered) model of Institute of Medicine (IOM)

was used to design this QI project. QI team consisted of physicians, nursing

staff, pulmonary technician, social worker and clinic administrative staff. We

performed root cause analysis using a fishbone diagram to identify patient,

provider and system-based barriers to completion of Spirometry. The patient

barriers included cost, transportation and lack of knowlegde. Provider barriers

included gap in knowledge and time constraints. System barriers included lack

of EMR alerts and clinical decision support. Our first PDSA cycle included

provider education, using PowerPoint presentation and small group discussion

for residents. Our four successive PDSA cycles included pre-planning by the

nursing staff to identify patients without spirometry, patient education with

posters in the examination room, same day spirometry at time of IMC clinic

visits and physician's education regarding guidelines and same day spirometry.

We created an electronic patient database to identify eligible patients and track

spirometry orders.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Process measures included identify-

ing the eligible patients for spirometry prior to the clinic visit. Outcome

measures included improving percentage of spirometry orders by physicians

in eligible patient and percentage of completion of spirometry. Balancing

measures were identified as increase in patient's wait time and increase in the

backlog of the patients in the clinic.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATE FINDINGS

WILLBEDISCUSSED):During the first four PDSA cycles, we were unable

to sustain improvements in the spirometry rate. The spirometry order rate was

variable between 6 and 11%. After PDSA cycle 5 involving physician educa-

tion regarding availability of same day spirometry, the spirometry order rate

increased to 17% in Feb 2017 and 27% inMarch 2017. A significant drop was

observed in subsequent months due to computer shutdown. We used statistical

process control chart to plot our monthly rate.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Team based approach along with same day spirometry is crucial

in improving rates of diagnostic spirometry in IMC. Electronic chart alert for

the physician will help remind the physician. Future PDSA cycles will focus on

guideline directed therapy and provider preplanning to identify those patients

not on appropriate therapy based on GOLD criteria.

IMPROVING THE DISCHARGE PROCESS: A MULTIFACETED IN-

TERVENTION FOR ROUNDS WORKFLOW Amanda Breviu; Ryan

Murphy; Sienna Versteeg. University of Utah, Salt Lake City, UT. (Control

ID #2944144)

STATEMENTOF PROBLEMORQUESTION (ONE SENTENCE): For

hospitalized patients, there are often significant delays on the day of discharge

between when the decision is made to discharge and the time patients actually

discharge from the hospital. We proposed that changes to the workflow of

rounds could improve the discharge process and subsequently improve the

patient experience as well as hospital patient flow.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): Goals included increasing the percentage of dis-

charge orders signed for patients prior to 9 AM and 11 AM, increasing the

percentage of patients who discharge from the hospital prior to 11 AM and 2

PM.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): This
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intervention targeted workflow of Internal Medicine teams at the University of

Utah Hospital. Interventions in workflow were discussed with attendings and

residents who work on these teams and included the following interventions:

Providers were encouraged to sign discharge orders prior to rounds for appro-

priate patients. Providers were recommended to prioritize discharging patients

in rounding order and to use workstations on wheels for real-time order entry,

utilizing single-piece flow rather than batching. Educational time was moved

to later in the day to allow time to prepare discharge orders earlier in the

morning.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Using data points available from the

electronic medical record, we monitored the percentage of discharge orders

signed prior to 9 AM and 11 AM and percentage of patients who actually

discharge at 11 AM and 2 PM respectively.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): In the 6 month time frame from January -

June 2016 (prior to the intervention), the percentage of discharge orders signed

prior to 9 AM and 11 AM were 6.9% and 27.5% respectively. In the 6 month

time frame from July - December 2017 (post-intervention), the percentage of

discharge orders signed prior to 9 AM and 11 AM were 13.2% and 42.8%

respectively. Following the intervention, the percentage of patients who actu-

ally discharged from the hospital prior to 2 PM improved from 30.1% to 37.0%

- a much smaller increase than what is noted from the change in order time.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?):While our interventions significantly increased the percentage of

signed discharge orders prior to 9 AM and 11 AM, they did not result in as

significant an improvement in actual discharge time from the hospital. In

implementing changes in rounding workflow, it is clear that the discharge

process has many other factors that play a role in delays other than providers

signing discharge orders. Further data about where these delays occur in the

process could help improve the discharge process.

INCORPORATINGADVANCECAREPLANNING INTOHIVPRIMA-

RY CARE: A QUALITY IMPROVEMENT INITIATIVE Michelle

Fleshner1; Julie Childers1, 1; Linda Despines2; Peter Veldkamp2. 1UPMC,

Pittsburgh, PA; 2UPMC, PA, PA. (Control ID #2939416)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Rates of advance care planning (ACP) among patients living with HIV are

low, yet these patients are likely to benefit from ACP due to significant non-

HIV medical comorbidities and non-traditional family structure.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): The objective of this program is to increase the

proportion of patients seen at an HIV clinic with the following elements of

ACP completed: 1. Surrogate decision maker identified 2. Advance care

conversation held 3. Follow-up plan for ACP established

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): The interven-

tionwas performed in a university-basedHIV primary care clinic in Pittsburgh.

An exploratory meeting was conducted to identify barriers and engage interest.

The intervention consisted of a brief training led by a palliative care physician

who provided simple communication skills and instruction on documenting

ACP to 7 primary HIV physicians, 4 fellows, and 3 residents. A framework for

documentation of ACP into a new "Advance Directive" tab in the local

Electronic Medical Record (EMR) was provided. Emphasis was placed on

documentation of surrogate decision maker, presence of an advance directive,

and follow-up plan. Residents and fellows who rotated through the clinic were

similarly educated at the beginning of their rotation. Providers will be emailed

monthly with their progress.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATEPROGRAM/INTERVENTION):Data were queried from the Advance

Directive tab at baseline and monthly. Among all patients seen by any primary

HIV provider in a given month, we measured the proportion with: 1.

A surrogate decision maker identified and documented 2. Documenta-

tion of advance care conversation held 3. ACP follow-up planned and

documented These measures were compared with a baseline dataset

consisting of patients who had been seen in clinic in the four months

prior to the intervention.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILLBEDISCUSSED):EMRdatabasewas queried between 8/1/17 and 11/

22/17 during which 1039 patients were seen. In the four days post-intervention,

78 patients were seen. Findings were significant for an increase in documented

decision maker from 0.9 % pre-intervention to 6.4% post-intervention

(p<0.0001). Documentation of the presence of an advance directive increased

from 1.1% to 11.5% post-intervention (p<0.0001). Finally, the percentage of

patients with an ACP follow-up plan increased from 0.8% pre-intervention to

11.5% post-intervention (p<0.0001). Further findings will be discussed as the

project progresses.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): By providing a brief training to primary HIV providers on

discussing and documenting ACP with their patients and providing regular

feedback with their results, we have significantly increased the proportion of

patients with a documented surrogate decision maker, advance directive con-

versation, and ACP follow-up plan. We suspect that as providers continue to

familiarize themselves with this system these numbers will increase further.

Crucial in this project is the involvement of trainees. The most prominent

barrier was documentation in the EMR, highlighting the need for a more

efficient and user-friendly method of documenting and retrieving ACP in

any EMR.

INCORPORATING THE ATTENDING TO CREATE A COST-

CONSCIOUS LAB ORDERING CULTURE Rachna Rawal1; Oluwasayo

Adeyemo1; Hala Saad2; Paul Kunnath1; Ara Vartanyan1; Jennifer Schmidt3.
1St. Louis University, St. Louis, MO; 2Saint Louis University Hospital, Saint

Louis, MO; 3Saint Louis University, Saint Louis, MO. (Control ID #2916457)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Internal medicine residents identified the attending as a barrier to mindful lab

ordering.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): Understand the attending physician as a barrier to

high value care Demonstrate methods to improve the attending-resident rela-

tionship to promote cost-conscious care
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DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Data collected

in a related project showed that 35% of our Internal Medicine residents

identified "fear of attendings" as reason to order morning labs on the inpatient

Medicine service. This observation led us to design a project on the attending

physician as a barrier to high-value care focusing on attending physicians'

knowledge of mindful care as well as their relationship with the resident team.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Data was collected via anonymous

pre/post survey (designed by the study team). Participants included Internal

Medicine residents and inpatient attending physicians. Multiple interventions

occurred over a 16-week period. Interventions included a presentation at the

monthly hospitalist meeting (update on resident lab-ordering practices and data

on resident perceptions of attendings as barrier to mindful care). Electronic

requests asked attendings to voluntarily submit a message of support for the

project; messages were shared with residents via email and team-room posting.

Attendings were asked to take a picture with the project logo; these photos

were included in noon report presentations. An attending project champion

was identified to email attendings on service with reminders to discuss lab

ordering with their teams.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILLBEDISCUSSED): Pre-intervention data showed that 25% of residents

and 78% of attendings report attending-resident discussion of mindful lab

ordering "more than half the time". 60% of residents reported discussing labs

before ordering with their team "more than half the time" while only 23%

report discussing labs before ordering with their attending. 72% of attendings

report self-initiating the majority of lab discussions.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Our initial data shows a marked difference in resident and

attending physicians' reported discussions on lab ordering (25% compared to

78%).Markedly fewer residents report attending-resident lab discussionswhen

compared with attendings' reported conversations. While post-intervention

data is pending, we hypothesize that this difference may be related how

specifically the discussion relates to labs, similar to the phenomenon when

residents do not realize feedback is provided unless expressly told. Residents

had received approximately one year of education on mindful ordering

practices prior to this study, it is possible that the residents and

attendings have variable expectations on what qualifies as a discus-

sion. Finally, residents report discussing labs with their "team" more

often than with the attending. It is unclear if this is due to the

residents' discomfort with the attending or the attending's availability.

We are hopeful that our post-intervention data will support a cultural

shift toward improved resident-attending interactions and more mindful

lab ordering practices.

INCREASE SCREENING RATES OF HEPATITIS C IN BABY

BOOMERS AND HIGH-RISK PATIENTS IN AN ACADEMIC, HOS-

PITAL BASED PRIMARY CARE SAFETY-NET CLINIC: QUALITY

IMPROVEMENT PROJECTMohammad S. El-Atoum1; Smita Y. Bakhai2.
1University at Buffalo, Buffalo, NY; 2SUNY at BUffalo, Williamsville, NY.

(Control ID #2908256)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE): 4-5

million people in the US have hepatitis C virus (HCV) infection and baby

boomers ( born from 1945 through 1965 ) account for up to 76.5% of HCV

patients in the US. Up to 75%of people have not been diagnosedwith hepatitis C.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): The primary objective of this QI was to increase

Hepatitis C (HCV) screening rates in baby boomers and high risk patients with

aberrant urine toxicology results from the baseline rate of less than 5% to 15%

within 12 months at Internal Medicine Clinic (IMC). The secondary objective

was to increase appointements of confirmed HCVpatients to liver clinic within

6 weeks for treatment.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): We used Plan

Do Study Act (PDSA) model for this QI. STEEP (Safe, Timely,

Effective, Equitable, Patient-Centered) model of Institute of Medicine

(IOM) was used to design this Quality improvement (QI) project. QI

team included nursing and administrative staff, physicians, a social

worker and patients. Team identified various barriers to HCV screen-

ing by root cause analysis using fish bone diagram. Barriers included

system, provider and patient- related. First PDSA cycle included

provider education, using PowerPoint presentations and small group

discussion regarding Hepatitis C guidelines. Second PDSA cycle in-

cluded integration of customized workflow in the Electronic health

records (EHR) for nursing staff, implementing new NY state policy

changes of eleminating need for verbal consent and ability to place

standing orders for registered nurses. Third PDSA cycle included

patient education with posters in the examination room and same

day testing. We created an electronic patient database to identify

eligible patients and track the results of physician orders and comple-

tion of hepatitis C screening.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Our process measures included per-

centage of physician orders and percentage of referral to liver clinic in Hepatitis

C confirmed patients. Outcomemeasure were percentage of HCV screening in

eligible patients and percentage of scheduled appointement of confirmed HCV

cases to liver clinic within 6 weeks. Balancing Measure were the increase in

backlog of patients and the cost. Data analysis is performed using monthly run

charts. We created an electronic patient database to identify eligible patients

and track the screening orders and completion rates.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATE FINDINGS

WILLBEDISCUSSED): In IMC, hepatitis C screening baseline rate of 3.8%

in eligible patients. Data were collected from July 2016- July 2107. We didn't

achieve sustainable increase during various PDSA cycles. Screening rates

decreased during EHR outage. Our data showed about 6% increase in Hepatitis

C screening rate in July 2017. Team identified to various barriers to Hepatitis C

screening in IMC.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?):We didn't achieve our goal of 10 % increase in screening due to

various barriers. Team based approach, in addition to EMR innovation

led to an overall increase in screening for Hepatitis C in eligible

patients. Our future PDSA cycles will include mandatory nursing

workflow and patient education.
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INNOVATIONS IN POPULATION HEALTH MANAGEMENT: IM-

PROVING CERVICAL CANCER SCREENING RATES AMONG IN-

TERNALMEDICINERESIDENT PATIENT PANELS Jeanne Gosselin1;

James Doolin1; Phillip Yun2. 1Beth Israel Deaconess Medical Center, Boston,

MA; 2Beth Israel Deaconess Medical Center, Cambridge, MA. (Control ID

#2947728)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Despite widely accepted guidelines by organizations such as the U.S. Preven-

tive Services Task Force and the American College of Obstetricians and

Gynecologists, cervical cancer screening rates have remained low at clinics

staffed by internal medicine residents.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): To improve cervical cancer screening rates among

internal medicine residents through delivery of a population health manage-

ment program. To design a program that can be adapted to target other

identified care gaps, establishing a robust population health management focus

within a residency practice.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): We assessed

the current state of cervical cancer screening among residents and attendings

at a large urban primary care clinic, Healthcare Associates (HCA). We per-

formed a chart review of resident patients eligible for cervical cancer screening

to determine baseline screening rates and to assess for errors in documentation.

To complement this chart review, we administered a survey to 2nd and 3rd year

residents at HCA to assess perceived barriers to cervical cancer screening in

their primary care clinics. In the second part of the study, we designed a

bundled intervention to include an introduction to population health concepts,

presentation of screening rates across the practice, review of population health

management tools available to residents, proper documentation of screening,

guided panel management, and provision of a population health manager to

perform patient outreach.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Cervical cancer screening rates will

be measured six-months post intervention. Post-intervention surveys with be

administered to residents to measure the impact of our intervention on the

aforementioned barriers.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): 43 residents completed a pre-intervention survey

regarding population health tools at HCA and barriers to cervical cancer

screening. Residents agreed that time constraints, comfort level with Pap

smears, difficulty obtaining outside records, and patient preference were bar-

riers to cervical cancer screening. Over 50% of residents responded that they

do not use the available population health tools to manage their panel. We also

performed a chart review of resident patients eligible for cervical cancer

screening with an appointment at HCA on either of two representative weeks.

In addition to measuring rates of missed cervical cancer screening, this chart

review revealed that with proper documentation, screening rates would in-

crease by approximately 10% within the resident practice.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): This study identified a significant disparity in cervical cancer

screening rates between resident and attending physicians. Based on our chart

review and pre-intervention survey, residents had deficits in their understand-

ing of population health tools, documentation requirements, and team-based

approaches to patient outreach. We hypothesize that implementation of a

population health management program will have a positive and measurable

impact on cervical cancer screening within a resident practice.

INSTITUTING PRE-VISIT PLANNING IN THE CLINIC: TRIALS

AND TRIBULATIONS Jennifer Mackinnon. Medical College of Wisconsin,

Milwaukee, WI. (Control ID #2944193)

STATEMENTOF PROBLEMORQUESTION (ONE SENTENCE):Our

institution's outpatient clinical quality metrics were "below goal" compared to

other institutions in Southeastern Wisconsin. By formalizing a pre-visit plan-

ning process, we hoped to improve these metrics and improve the care of our

patients.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): 1. Implementation of a Pre-Visit Planning (PVP)

process and care team roles. 2. Compare data of completion of process and

outcome measures of clinical quality metrics before and after the PVP

implementation.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Our academic

center's General Internal Medicine Clinic with 13 physicians and 41 residents,

implemented a PVP process in order to streamline clinic workflow and

improve quality metrics. We developed a protocol with the following team:

quality lead physician, clinic pharmacist, clinic manager, and medical assis-

tants (MA). The protocol was fine-tuned throughout the measurement year and

meetings were held bi-monthly. The protocol was largely dependent on our

Health Maintenance section in EPIC (electronic health record) and a dotphrase

as well as order smartset. This section is aligned with our Wisconsin Consor-

tium for Healthcare Quality (WCHQ) and institutional strategic goals. Each

patient's chart for a non-urgent, routine or annual appointment had PVP

performed by an MA. The electronic huddle form was completed so that on

the day of the visit, the physician and MA had access to what was needed.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): For patients whom have been seen

with at least two office visits in 36 month period by a physician, we collected

pre- and post- data after the PVP protocol in 12 month measurement period.

The quality metrics evaluated were aligned with our insitituion strategic and

WCHQ goals: pneumococcal vaccination of both Prevnar 13 and Pneumovax

23; depression screening with the PHQ2 tool; breast cancer, cervical cancer

and colorectal screening; diabetes process measures of glycohemoglobin at

least every six months and urine microalbumin rates annually; hypertension

outcome measure to goal < 140/90. Adherence to the process was measured

with weekly audits by our nurse manager of the medical assistants. Qualitiative

data from the physicians was measured to evaluate if the PVP helped their

workflow and improved their individual quality metric scorecard.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): Increase in Pneumococcal vaccination rate (both

Pneumovax 23 and Prevnar 13) from 62.1% to 72.3% in 12 months. Increase

in depression screening with the PHQ2 from 26.6% to 74% in 12months. PVP
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completion rate asmeasured by PVP encounters in the EHR increased to 100%

of patients coming for routine appointments to our clinic over 12 months.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): 1. Any new process in the clinical setting experiences mulitple

issues in regards to compliance. Training of MAs to follow the protocol was

intense and time-consuming. 2. Accuracy and use of the EHR is key to saving

time downstream for clinicians. 3. Regular feedback and audits to the process

are key to success. 4. Improvement in data show improvement with quality

metric scorecards of the physicians and their patients.

INTEGRATION OF BEHAVIORAL HEALTH IN A PROGRAM FOR

PATIENTS AT HIGH RISK FOR HOSPITALIZATION Venkatesan R.

Krishnamoorthi1; Hannah Wilson2; Nicole Gier1; Lauren Wiklund1; David

Meltzer1. 1University of Chicago, Chicago, IL; 2Pritzker School of Medicine,

Chicago, IL. (Control ID #2946209)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Individuals at high risk for hospitalization are more likely to suffer from

behavioral health (BH) disorders that go unrecognized and untreated, and

primary care programs that focus on such high-risk patients for hospitalization

may benefit from behavioral health integration.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): -Screen patients at high risk for hospitalization for

BH disorders. -Integrate BH services into the primary care clinic, by both

primary care providers and a co-located BH provider. -Improve the rate of

recognition and provision of care for BH problems.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): The Compre-

hensive Care Program (CCP) at University of Chicago cares for patients with

Medicare and with at least one hospitalization in the prior 12 months. Physi-

cians provide continuity care in both outpatient and inpatient settings. The CCP

team also consists of two nurses, a program coordinator, and a licensed clinical

social worker (LCSW) trained in behavioral health care. The team

meets daily for multi-disciplinary rounds to discuss active high-risk

patients. At enrollment all patients take an intake survey, which

includes the Personal Health Quesitionnaire-9 (PHQ-9) screen for

depression and the Generalized Anxiety Disorder-7 (GAD-7) for anx-

iety. At any encounter with a patient, a team member may address BH

problems and arrange a warm handoff with the LCSW or a referral for

outside services, such as psychiatry. A clinical workflow and registry

were developed to facilitate handoffs, follow-up with patients, discuss

with providers at daily rounds, and revise care plans.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION):Using PHQ-9 and GAD-7 responses

from the intake survey, we calculated rates of positive screens for depression

and anxiety by severity for the CCP patient population. To evaluate the CCP

team's rate of recognition and treatment for these patients, we performed a chart

review of a random sample of those who screened in the moderate or severe

range for both disorders.We searched primary care encounters for terms related

to symptoms or diagnoses and treatment plans, including medication, care by

the LCSW, or outside referral.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATE FINDINGS

WILL BE DISCUSSED): From November 2012 to June 2016, 998 patients

were enrolled in the CCP program. The average age was 63, 63%were female,

and 86% were African-American. The rate of patients who screened positive

for moderate or severe depression was 16.8% and for moderate or severe

anxiety disorder was 13.6%. On chart review, providers recognized symptoms

or diagnoses for 67% of these patients. In treatment plans, 27%were referred to

the LCSW, 33% were prescribed medications by CCP physicians, and 27%

were referred to psychiatry.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Primary care providers often under-recognize and under-treat

BH disorders for complex patients at high risk for hospitalization. The inte-

gration of BH care into a primary care program focused on high-risk patients

may enhance the recognition and treatment of BH problems. Future work can

evaluate how such care affects rates of hospitalization and health outcomes.

INTENSIVE, MULTIDISCIPLINARY CARE MANAGEMENT PRO-

GRAM TO IMPROVE DIABETES CONTROL IN AN OUTPATIENT

GENERAL MEDICAL PRACTICE Liana Leung. New York City Health

and Hospitals/Queens, Jamaica, NY; Icahn School ofMedicine atMount Sinai,

New York, NY. (Control ID #2942403)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Approximately 35% of our patients in our general medical practice with

diabetes mellitus type 2 have HbA1c ≥ 8%.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): Our target population included patients in our

general medicine practice aged 18 to 75 with HbA1c ≥ 8% who had not had

a provider visit for more than 3 months. Our pimary goal for these patients was

for them to achieve: 1. HbA1c < 8% Secondary goals included: 2. LDL

cholesterol < 100 mg/dl 3. Blood pressure < 140/90 mm Hg

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING

ORGANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPA-

TIENT, PRACTICE OR COMMUNITY CHARACTERISTICS): An

intensive, multidisciplinary care management program was implemented to

improve diabetes control in our general medical practice in patients with

uncontrolled diabetes mellitus type 2. Our patient community in Jamaica,

Queens in New York City consists of many patients from diverse ethnic

backgrounds. Approximately 40% of our patients lack health insurance,

and many have low health literacy; these factors present significant

challenges in caring for this population. Out of 340 eligible patients

reviewed for our program, 219 were engaged. Two trained nurses and a

medical assistant participated in outreach, data collection, and care man-

agement. Patient outreach consisted of letters, frequent phone calls,

follow-up appointments with providers or nurses, and pre-visit planning.

Using a phone outreach tool and standard checklist, patients were

counseled on self-management goals, including medication adherence,

dietary planning, home glucose monitoring, etc. Patients were also referred

to the dietician, diabetes health educator, and community-based programs

such as telehealth and health home. A multidisciplinary team consisting of

a physician champion, nurses, a certified diabetes educator, and a medical

assistant convened weekly to collaborate, adjust medications and strate-

gies, and monitor progress.
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MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): We determined the percentage of

patients who achieved HbA1c < 8%, LDL cholesterol < 100 mg/dl, and blood

pressure < 140/90 mm Hg after the intervention.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED):After four months of intervention, 40% of patients

who originally had a HbA1c ≥ 8% achieved HbA1c < 8%. The percentage of

patients with LDL cholesterol < 100 mg/dl increased from 68% to 80%. The

percentage of patients with blood pressure < 140/90 mmg Hg increased from

69% to 82%.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Intensive care management program using a multidisciplinary

approach can engage patients successfully in the outpatient general medicine

practice to improve diabetes control. Additionally, significant hypertension

control and lowering of cholesterol can also be achieved. Regular nurse

counseling, proactive medication management, and care coordination were

highly effective. Expanding this program to all patients in the general medical

practice and to other practices would benefit more patients.

INTERVENTIONS TO REDUCE THE NO-SHOW RATE IN AN ACA-

DEMIC INTERNAL MEDICINE CLINIC Carmen Vesbianu1; Stephanie

S. Harry1; Kavitha Mattaparthi1; Kacey McConnell1; Divya Byragani1;

Martina Jelley2; Kristin Rodriguez2. 1Oklahoma University School of Com-

munity Medicine, Tulsa, OK; 2University of Oklahoma School of Community

Medicine, Tulsa, OK. (Control ID #2941456)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Missed appointments can affect a clinic productivity and patient's outcomes

and are an ongoing problem in primary care settings.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES):We designed and implemented a quality improve-

ment project aimed at reducing the no-show rate in our InternalMedicine clinic

by 10% within one year.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING

ORGANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPA-

TIENT, PRACTICE OR COMMUNITY CHARACTERISTICS):

This project was designed and implemented in a community-based

Internal Medicine academic clinic that combines both a resident teach-

ing clinic and faculty private practices. A team of residents, two

faculty members, clinical staff, and the department research coordina-

tor examined the current processes of scheduling visits, appointment

reminders, and the existing no-show policy and identified few ideas of

change. We designed and implemented three PDSA cycles. First, we

designed a new process of obtaining the correct patient contact infor-

mation and personally observed the front desk staff from the waiting

area to assess for compliance. Our second PDSA cycle focused on

including the patient in the appointment-making and involved nursing

staff consulting the patient on the best day and time to come back for

a visit. The third PDSA cycle was developed to target frequent no-

showers, defined as those who have missed three or more appoint-

ments in the last 12 months. First, we identified this cohort of patients

and created an EMR alert. Patients in this group were no longer

scheduled appointments, but instead they were advised to walk in

when they needed to be seen by a provider. Upon arrival in the clinic,

the patient was added to a provider schedule with sufficient availabil-

ity for the session

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATEPROGRAM/INTERVENTION): The department of medical informat-

ics provides monthly reports that include the no-show rate for each clinic. We

looked at the monthly mean rates from August 2016 to August 2017. In our

clinic, the no show appointments are defined as intended appointments that are

not canceled 24 hours prior to the designed appointment time.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): In August 2016 the no show rate was 22%. Over

the course of twelve months, the no-show rate decreased to 14%. This reduc-

tion has been sustained in the six months after the conclusion of our project.

The most impressive decline in the no show rate happened from April to

August which is around the time the walk-in policy for frequent no-showers

was implemented.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?):Multiple interventions tailored to individual clinic needs are the

key to success in improving the no-show rate. In the case of our project,

targeting the habitual no-show population proved to be the most successful

intervention. Our clinic performs regular audits of this outcome and new

strategies of improvement will likely be initiated in the future

INTRODUCTION OF MEDICATION ABORTION PROVISION IN

PRIMARY CARE CLINICS SERVING THE HOMELESS POPULA-

TION IN SANTA CLARA COUNTY, CALIFORNIA Marce E. Abare1;

Zoey L. Thill2; Amrita Seehra2; Lawrence Chang1; Jacqueline Newton1.
1Santa Clara Valley Medical Center, San Jose, CA; 2Montefiore Medical

Center, Bronx, NY. (Control ID #2947742)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Though medication abortion is safe, effective, and increasingly requested in

the United States, access remains limited, especially for women with unstable

housing.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): 1. Obtain medications required for medication

abortion provision 2. Train physicians to provide medication abortion 3.

Develop a system for timely provider consultation

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Though provi-

sion of medication abortion is relatively simple, most physicians do not offer

this service. Studies of medication abortion in primary care settings demon-

strate acceptability among staff and patients, even those patients that do not

plan to use the service. Integration of abortion into primary care clinics has

been successful in many settings, but barriers still limit widespread provision.

Internal medicine physicians have specifically cited concerns about inadequate

knowledge and skills, abortion safety, and potential complications as affecting

their willingness to provide medication abortions in primary care. Little evi-

dence exists regarding the experience of medication abortion provision for

homeless patients. Women who are unstably housed face distinct barriers to
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accessing timely abortion care, including financial constraints, inadequate

insurance coverage and transportation, increased vulnerability to sexual ex-

ploitation, and inability to prioritize health due to competing demands. Avail-

ability of comprehensive services at the closest point of access is critical for

women to achieve their reproductive health goals. Valley Homeless Healthcare

Program (VHHP) provides comprehensive healthcare services through a net-

work of clinical settings that serve the homeless population of Santa Clara

County, CA. Clinical sites include a medical mobile unit, homeless shelter,

soup kitchen, migrant farmworker camp, and transitional setting for individuals

recently released from custody. This projects aim to introduce medication

abortion provision at these sites.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): 1. Acquire Mifepristone supply for

VHHP 2. Acquire misoprostol supply for VHHP 3. Acquire rhoGham supply

for VHHP 4. Complete a one-hour staff training for providers interested in

providing abortion 5. Develop a consult system for answering clinical ques-

tions timely

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BEDISCUSSED): 1. Mifepristone registration paperwork is complet-

ed and submitted, per FDA requirements. The clinical pharmacist has applied

to the hospital Pharmacy & Therapeutics Committee to request approval for

Mifepristone and rhoGham to be added to the system's formulary. 2&3. The

pharmacist has requested supplies of mifepristone, misoprostol and rhoGham

to be stocked in automated medication dispensing systems located at each

clinical site. 4. Training materials have been collected for distribution to clinic

staff. Staff training is scheduled in February. 5. A phone-consult system has

been developed.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Medication abortion provision is relatively simple; and, with

perseverance, can be introduced into primary care settings as a way to improve

patient access to abortion care.

LABORATORY ORDERING REDUCTION AND COST ACCOUNT-

ABILITY (LORCA): AVALUE DRIVEN QUALITY IMPROVEMENT

INITIATIVE Claire Ciarkowski; Nathan Wanner. University of Utah, SALT

LAKE CITY, UT. (Control ID #2929043)

STATEMENTOF PROBLEMORQUESTION (ONE SENTENCE): It is

estimated 30-50% of laboratory testing ordered on hospitalized patients is

unnecessary, can cause potential harm, and contributes to healthcare waste.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): 1-To sustain the reduction in unnecessary labs

observed in a prior multifaceted quality improvement project using a new

LORCA tool. 2-To reduce daily labs by 10% on hospitalized patients cared by

hospitalist at University of Utah.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): A 19% reduc-

tion in daily labs was obtained by the hospitalist group in 2014 by a multifac-

eted intervention that included overall trends in labs ordering but lacked timely

and detailed feedback for providers. Starting January 1, 2017, LORCA was

developed as a tool to provide cost and utilization feedback to attending

providers on the University of Utah hospitalist service. LORCA monitors

inpatient laboratory testing utilization by attending physician and medical team

and provides a screen shot of the count and cost of labs per patient per 24 hours.

It is able to compare provider's labs use to colleagues and trend labs use over

time. To further reduce daily labs by 10% in our hospitalist group, we are

developing a system that will provide feedback to providers via email. We

predict that facilitating access and feedback through the new reporting system

will promote a further reduction.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Primary outcomes are lab count and

cost per patient day and per admission. Secondary outcomes are numbers of

basic metabolic panel (BMP), comprehensive metabolic panel (CMP) and

complete blood count (CBC), length of stay (LOS) and 30-day readmissions.

Study outcomes will be adjusted for case mix index and length of stay. Data

will be compared with non-hospitalist groups. Unadjusted descriptive statistics

will be calculated for study outcomes and admission characteristics.

Interrupted time series (ITS) analysis will be conducted to evaluate the impact

of the intervention while accounting for baseline trends.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATE FINDINGS

WILLBE DISCUSSED): LORCA has been able to provide baseline data for

labs per patient per 24 hours by attending provider. Data is stored in a secure

website that providers (n=18) can access. This is the first time, to our knowl-

edge, that a tool has been created to allow timely and detailed feedback to

providers. Although we cannot compare our prior data directly to our current

data due to changes in the University's electronic medical record, we want to

capitalize on the awareness that was created on the prior quality improvement

project. Labs count (mean ± SD) from 1/1/17-11/30/2017 was 5.43 ± 11.11

labs per patient day.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Data driven feedback is important for providers to monitor their

labs habits and adjust use. This feedback mechanism can be individualized at

the providers/team level, which further reduce unnecessary labs.

LEVERAGING HEALTH INFORMATION TECHNOLOGY (HIT) TO

ENHANCE POPULATION HEALTH MANAGEMENT AND TEAM

BASED CARE Stephanie C. Wang. Mount Sinai St. Luke's Hospital, New

York, NY. (Control ID #2940577)

STATEMENTOF PROBLEMORQUESTION (ONE SENTENCE): The

seamless integration of huddle sheets, registries, and patient panels into daily

workflows can enhance the quality of care delivered by a collaborative care

team to high risk patient populations without overburdening care delivery.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): 1. Integrate point-of-care huddle sheets into daily

workflows to enhance population management 2. Leverage registries and

standardized order sets for panel management of high risk populations 3.

Develop a between visit workflow for caregap closure using physician panels

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Mount Sinai

Doctors Faculty Practice, an urban primary care office located in Harlem,

NY, introduced several forms of HIT to transform care delivery. Point-of-
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care huddle sheets were integrated into daily workflows to address preventive

care gaps, improve blood pressure control, and engage a care team inmanaging

high risk diabetic patients. Panel based reports were used to perform between-

the-visit preventive care gap closure, and high-risk diabetic panel management.

Using huddle sheets, primary care physicians identified high-risk diabetic

patients and made referrals to a clinical pharmacist (CP). The CP led high risk

panel management using a standard order set to discuss patient needs and

catalyze patient re-engagement.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): For preventive care measures, abso-

lute number and percentage of patients receiving studies were evaluated. For

blood pressure control, absolute number and percentage of patients with blood

pressure less than 140/90 weremeasured. For high risk diabetes, patients with a

HbA1c >9% were identified and followed through the implementation period

(April 2016 to June 2017). Both change in HbA1c and percentage of patients

with HbA1c >9% were evaluated.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): During implementation, mammography screening

increased by 11% (145 patients). Pap smear screening increased by 17%.

Colorectal screenings increased by 34% (853 patients). During implementa-

tion, the practice's patient panel grew by 40% (1788 patients). Blood pressure

control for the entire population improved by 11% (2688 patients). For a

population that grew by 79%, the number of patients with controlled blood

pressure increased by 108%. For diabetic patients, blood pressure control

improved by 6% (197 patients). The total number of diabetic patients increased

by 36% and the number of diabetic patients with controlled high blood

pressure increased by 49%. Lastly, huddle sheets triggered referrals of high

risk diabetic patients to a CP.With the integration of a CP into the care team for

21 high-risk diabetic patients, the patient's average HbA1c levels showed a

statistically significant decrease of 3.7% over a 4-month period. The concurrent

use of a CP, huddle sheets, and panel management, reduced the percentage of

patients with HbA1c >9% by 44%.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Attendees will learn how to leverage their electronic health

record to generate daily huddle sheets, panels for preventive caregap closure

and high risk population management, and workflow algorithms to integrate

the above into daily routines.

LEVERAGING PHARMACY CLAIMS DATA TO OPTIMIZE MEDI-

CATION ADHERENCE IN CHRONICALLY ILL PATIENTS Edward

Bailly; Jonathan Arend. Mount Sinai Hospital, Portland, OR. (Control ID

#2944178)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Medication non-adherence is estimated to cost the U.S. health care system

between $100 and $289 billion annually and is associated with significant

increases in morbidity and mortality (Annals, 2012).

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): Improve the detection of patients with suboptimal

medication adherence. Improve the process of medication focused outreach by

providing actionable medication adherence data to health care teams. Improve

medication adherence as defined by the "proportion of days covered" (PDC).

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Internal Medi-

cine Associates (IMA), the academic internal medicine practice for Mount

Sinai Hospital in New York, NY, serves predominantly Latino and African

American residents of East Harlem, a medically and psychosocially complex

population. These patients shoulder a significant burden of chronic disease, the

effects of which are exacerbated by suboptimal rates of medication adherence.

In order to better detect and address medication nonadherence, IMA partners

with several of its payors to obtain PDC data generated from pharmacy

dispensing records. IMA uses these data to address adherence to four classes

of medications: anti-hypertensives, oral anti-diabetic medications, statins, and

asthma controller medications. A population health management team at IMA

utilizes payor-generated medication adherence reports to identify patients with

PDC values less than 80% and directs outreach efforts to address medication

adherence barriers. The team includes physician leaders, nurse practitioners

(NPs), and paraprofessional patient navigators (PNs). The outreach consists of

telephone calls to the patient and to the pharmacy. Providers are prompted to

address medication adherence and, where applicable, prescribe a 90-day sup-

ply of the medication(s) in question. The PNs meet with the patients in the

practice to address medication adherence behaviors.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Medication adherence rates cal-

culated through pharmacy claims provided by the payor. Performance

is tracked through payor-specific quality programs with which IMA

participates. The annual rates will be compared, as will the final star

ratings.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): As the population health management team has

refined its strategies for improving medication adherence over the years, rates

of medication adherence have improved. For patients covered by one of IMAs

major payors, for example, adherence to medications for hypertension, diabe-

tes, and cholesterol was higher nearly every month in 2017 than it was during

the corresponding months in 2016.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Giving health professionals access to adherence data is one

method to help increase medication adherence. Pharmacy claims data may

be distributed to providers; however an inherent time delay in the data causes

the outreach to be less impactful. Educating and standardizing out-

reach among paraprofessional supports the assessment of adherence

barriers. Encouraging providers to address adherence during primary

care visits is helpful, along with giving them adherence reports while

recommending prescribing 90 day supplies.

LINKINGPRIMARYCARE PATIENTSTOEVIDENCE-BASED PRO-

GRAMS FOR CHRONIC DISEASE MANAGEMENT WITH AN IN-

NOVATIVEWELLNESSNAVIGATORPROGRAM Janina L.Morrison1,

2; Telma Menendez4; Dalila O. Lopez4; Tony Kuo3. 1Los Angeles County

Department of Health Services, Los Angeles, CA; 2Los Angeles County, Los

Angeles, CA; 3Division of Chronic Disease and Injury Prevention, Los

Angeles, CA; 4The Wellness Center at the Historic General Hospital, Los

Angeles, CA. (Control ID #2928679)
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STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

How can primary care clinics link patients with chronic diseases to culturally

competent evidence-based programs (EBP) for self-management and lifestyle

modification?

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): To supplement clinical care for chronic dis-

eases with community-based services including evidence-based pro-

grams To streamline referrals to community-based services by incor-

porating Wellness Navigators onto the care-management team To im-

prove chronic disease outcomes for participating patients and improve

patient experience

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICEORCOMMUNITYCHARACTERISTICS):At a large urban

safety-net primary care practice, we established a Wellness Navigator

program to link patients to community-based organizations that pro-

vide health and wellness services including evidence-based programs

(EBP). The Navigators are based at a community center on the

medical center campus but stationed part-time in the primary care

clinic waiting room to facilitate referrals. The Navigators also received

training to facilitate the self-management programs and provide health

coaching. Over the course of the intervention, we offered EBPs for

chronic disease management, diabetes prevention, smoking cessation,

pain management, fall prevention, arthritis, mental health and exercise.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): To evaluate the success of this

intervention, we are tracking both community-based service utilization

by primary care patients and also health outcomes related to chronic

disease management including disease specific metrics and acute care

utilization. All patients receiving Navigator services are entered into a

database which tracks referrals to both chronic disease self-

management services and other services that address the social deter-

minants of health including health care enrollment, legal services, and

food insecurity services among others.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): Since the beginning of the program in 2014,

1607 of our primary care patients have received Wellness Navigation

services. In the last year, 627 patients have been referred to evidence-

based programs: 267 to chronic disease EBPs; 57 to chronic pain,

mobility, and exercise EBPs; and 304 to mental health EBPs. In the

last year, 359 patients (57% of those referred) enrolled in an EBP, of

whom 237 (66%) met criteria for successful completion of their

program. We are currently in the process of linking EBP data with

health outcome data to allow comparison of outcome such as BMI,

hemoglobin A1C, blood pressure and acute care utilization between

our population of EBP enrollees and those who didn't enroll.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): This innovation provides a guide to primary care practitioners

interested in incorporating EBPs into the comprehensive treatment plans of

patients with chronic diseases. Navigators, like Community-Health Workers

and Promotoras, can be integral parts of the primary care team, providing

culturally competent services that impact patients' lives and drive clinical

outcomes.

LOST IN TRANSITION: IMPROVING CARE FOR COMPLEX PA-

TIENTS AT AVA MEDICAL CENTER Erika L. Price1, 2; Megha Garg3;

Jessica A. Eng5; Anne Fabiny4, 1. 1University of California - San Francisco,

San Francisco, CA; 2San Francisco VA Medical Center, San Francisco, CA;
3San Francisco VA Medical Center, University of California San Francisco,

San Francisco, CA; 4CambridgeHealth Alliance, Cambridge,MA; 5University

of California San Francisco School of Medicine, San Francisco, CA. (Control

ID #2946051)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Despite a robust literature on care transitions for complex patients, institutions

struggle with implementation of interventions.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREEOBJECTIVES):We developed a task force of relevant stakeholders

dedicated to transitions of care for complex patients. Our objectives were to: -

Define "complex patients" - Use systems improvement principles to map care

transitions for these patients and identify recurring themes and gaps in care -

Develop and implement solutions based on feasibility, resource intensity, and

impact

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Our medical

center comprises an inpatient hospital with primary and specialty care, and

multiple community-based outpatient clinics. Task force members include

representation from hospital executive leadership; clinicians; mental health;

social work; and occupational therapy. We defined "complex patients" as those

with ongoing or recurring barriers to health in multiple domains leading to

ineffective use of health care resources. We developed a high-level "transitions

map" to visualize care transitions (for instance, hospital to long-term care

facility), and then used detailed workflow mapping to review specific gaps in

care with these transitions. We also used affinity mapping based on review of

20 complex patient charts to elicit 7 key themes: 1. Staff and patients may be

unaware of complex care resources available at our medical center 2. There is

no systematic method to follow complex patients as they transition between

care settings 3. Patients sometimes fall through cracks, often due to ineligibility

or long waiting lists 4. Communication is limited between VA and

non-VA entities 5. There is limited proactive outpatient identification

and management of "rising risk" patients 6. There is no consistent

communication of behavioral health recommendations across health

care settings 7. Patient and caregiver perspectives are rarely included

in efforts to improve transitions in care

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): - Process oriented measures, namely

implementation of multiple interventions outlined below. - Decreased frequen-

cy of ER visits and hospitalizations for known high resource utilizers - We are

developing further quantitative and qualitative metrics to assess success of

individual projects.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATE FINDINGS

WILL BE DISCUSSED): Completed interventions to date based on the task

force's work include: - New documentation in electronic health record to reflect

conservatorship status - "Warm handoff" protocol by social work to care

facilities at time of discharge - Communication to skilled nursing facilities of

VA points of contact - Integration of behavioral discharge plan into health

record - Monthly interdisciplinary outpatient complex care conference -
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Interdisciplinary high-user VA monthly meeting - Expansion of existing out-

patient intensive primary care management team

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): - Interdisciplinary stakeholder input and in-depth institutional

knowledge were key to our approach - Realistic prioritization of goals was

challenging but critical in determining which interventions could be imple-

mented and sustained

MANAGING TEST RESULTS - COMMUNICATION AND DOCU-

MENTATION IN THE 21ST CENTURY Mohammad S. Ansari; Carolyn

Hilliard; Katherine Chenoweth; Elizabeth Bowen; Waynekid Kam; Erin

Schlenker; Desire Gijima. University of Iowa, Iowa City, IA. (Control ID

#2946768)

STATEMENT OF PROBLEMOR QUESTION (ONE SENTENCE): No

large-scale evaluations of the "best" modality of communication from either

patient, or provider point of view have been conducted, including one of

satisfaction.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): 1) Identify the ways Internal Medicine residents

communicate and document non-urgent test results to patients. 2) Quantify the

percent of non-urgent lab results communications that are documented and

retrievable in EMR. 3) Determine resident and staff physician satisfaction with

the current modalities available

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Our team iden-

tified residents from each Y week (n=18). We audited their patient charts

(n=311) to determine if tests were ordered, when the results were communi-

cated to the patient, and how this communication was completed and

documented.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): We surveyed Internal Medicine res-

ident and staff physicians about their current satisfaction with results commu-

nication, as well as any inefficiencies or areas they identify as needing im-

provement.We also surveyed residents from other specialties to determine how

they communicate and document non-urgent results to their patients, and how

they alerted staff that communication has occurred. We plan to survey staff and

patients once again after developing and implementing a results communica-

tion protocol.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): We identified 5 ways non-urgent results were

communicated to patients: result letter, result note, a secure electronic message

to the patient's EMR-linked "MyChart", telephone call, and documentation of

discussion during the clinic visit. 188 patients had tests ordered and 155 (82%)

of the results communication was documented in the EMR. Across the R1 and

R2 years, all of the available modalities for results communication and docu-

mentation were used. Result letters were the most common modality of

communication at 45%. On average it took less than 5 days for nonurgent

results to be communicated to the patient. 79% of respondents stated there was

no clear policy regarding resident communication of non-urgent results to

patients. Only 4 respondents indicated they routinely ask their patients how

they would like to receive nonurgent results. Data from a survey of resident and

staff in Internal Medicine indicates 67% of respondents are slightly to moder-

ately satisfied, while 33% are neither satisfied nor unsatisfied to extremely

unsatisfied. No respondents were extremely satisfied.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Overall, we found the most utilized methods of communicating

non-urgent results in resident continuity of care clinics was via letter and

telephone. Residents from both Internal Medicine and other departments

agreed that there is no clear protocol regarding results communication. We

theorize standardization of results communication expectations for residents

would improve effective communication of test results, efficiency and retriev-

ability of results communication documentation, and patient/physician satis-

faction. We found that it was uncommon to elicit patient preference regarding

communication of non-urgent results, and our next step includes patient

surveys.

MANAGING THE INFLUX OF REMOTELY OBTAINED PATIENT

DATA: THE PROVIDER'S PERSPECTIVE Elizabeth B. Kirkland1;

Thomas E. Miller1; William P. Moran2. 1MUSC, Charleston, SC; 2Medical

University of South Carolina, Charleston, SC. (Control ID #2942219)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Patients are increasingly tracking their own health metrics, yet it is unclear

how medical professionals should handle the onslaught of remotely obtained

data.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): Acknowledge the growing trend of patient-

initiated health tracking. Examine results of a statewide remote monitoring

program in South Carolina that has been introduced into a resident continuity

clinic. Investigate provider perspectives on the utility of remotely obtained

data, with specific attention to levels which trigger treatment change.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): The Technolo-

gy Assisted Case Management-2 program was initiated at our academic

medical center in 2016 as a method of engaging rural, underserved patient

populations in chronic disease management through telemedicine. Patients are

selected to participate based on an A1c of 8% or higher and agreement to

monitor blood glucose and blood pressure with a 2-in-1 automated wireless

device. To date, the program has enrolled 236 patients across the state of South

Carolina for remote monitoring of diabetes and hypertension. In November

2017, this program was first introduced to a clinic affiliated with an Internal

Medicine residency program. Faculty and upper level resident providers are

responsible for overseeing remotely obtained data from patients of their con-

tinuity clinic. PGY3+ residents monitor the remote data on a biweekly basis

and then make changes to diabetes and/or hypertension treatment plans based

on those values, with faculty supervision.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): To answer the question of the utility

of the remote data, we will measure the number of enrollees and the number of

medication titrations recommended each week in the resident practice based on

the remotely obtained data. Additionally, we will assess the provider's behavior
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with respect to this data. Specifically, what severity and frequency of abnormal

values are deemed meritorious of triggering a change in treatment?

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): Within the first six weeks of introduction of the

program to the resident clinic, 38 patients were enrolled. Of the enrolled and

actively transmitting patients, an average of 75% were recommended to have

medication titrations at the biweekly data review. Results from the survey of

providers are currently being aggregated for statistical analysis. Preliminary

data suggests that severely abnormal results trigger immediate change to

treatment, while less aberrant results require several abnormal data points

before triggering a change.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): The influx of remotely obtained data will continue to grow in the

coming years. Patterns of provider response to this data have not been studied.

We attempt to characterize the severity and frequency of abnormal data points

that lead providers to alter the treatment plan based on out-of-office health

metrics. This information will help guide development of triage tools and

flagging algorithms which will be imperative in the future, as the breadth of

incoming data will overwhelm the individual provider's ability to review in

real-time.

MAPPING AWARENESS: THE USE OF GIS TECHNOLOGY TO IM-

PROVE HEALTHCARE INSTITUTION RESPONSIVENESS TO

SOCIOBEHAVIORAL RISK FACTORS Shreyas Bharadwaj1; Rachel

Schwartz2; Donna M. Zulman1, 3. 1Stanford University School of Medicine,

Stanford, CA; 2Stanford University, Stanford, CA; 3VA, Palo Alto, CA.

(Control ID #2942254)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE): As

healthcare institutions attempt to better understand the role of social and

environmental factors in determining health outcomes, systems-level informa-

tion technology could potentially provide a dynamic view of elements affect-

ing their target patient populations.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): In this proof-of-concept study, we explore how a

Geographic Information System (GIS) tool that integrates population-level

information about environmental and sociological health determinants (e.g.,

transportation coverage, exposure to harmful pollutants, income, food security)

may be used to guide systems-level resource allocation decisions to better

serve diverse patient populations.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): By integrating

datasets from publicly available sources (e.g., California Open Data Portal)

with Python geospatial packages, the GIS tool pictorially delineates geographic

variation in determinants of health affecting the patient population of an

academic health center in Northern California. Our stand-alone tool, when

implemented at a systems-level, may aid in optimizing resource allocation by

providing administrators with a means of quickly and accurately understanding

prominent social and environmental challenges affecting the population of

interest.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO

EVALUATE PROGRAM/INTERVENTION): The success of our tool

may be measured by its (1) capacity to generate novel, clinically-useful

findings (2) ease of implementation into existing health IT infrastructure and

work flows and (3) utility in guiding decision-making regarding systems-level

resource allocation in a manner that reduces costs and promotes positive health

outcomes.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATE FINDINGS

WILL BE DISCUSSED): Preliminary maps depict the geographic variation

in environmental and sociological challenges affecting patients from a single

healthcare system. For example, patients in different regions experience vari-

ation in 1) environmental concerns, e.g. traffic-related air pollution differen-

tially affecting neighborhoods; 2) access to public transportation, e.g. number

of public transit routes needed to traverse a fixed distance; and 3) access to food

retailers; e.g. density of non-convenience store food retailers within a given

neighborhood.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): GIS tools can offer health systems valuable information about

the needs of their patient populations across different geographic regions.

These tools have the potential to help institutions with decision-making re-

garding the effective allocation of existing resources and deployment of

targeted, contextualized health promotion efforts.

MAXIMIZING COLONOSCOPY COMPLETION RATES AND

QUALITY: EFFECT OF DIRECT PRIMARY CARE PROVIDER

VERSUS GASTROENTEROLOGY REFERRAL IN COLORECTAL

CANCER SCREENING AND SURVEILLANCE Anjanet Perez-Colon1;

Ana I. Velazquez2; Nina Nguyen2; Jaime Deseda2; Angelica Tufino2; Alan

Tso1. 1Icahn School of Medicine at Mount Sinai Beth Israel, New York, NY;
2Mount Sinai Beth Israel, New York, NY. (Control ID #2946459)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE): A

retrospective review of CRC screening rates in our inner-city community

health clinic identified our screening rate was 37%, significantly below the

New York City average of 70%.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): This study provides a general overview of which

intervention will provide a better CRC screening outcome in an inner-city

community health clinic. We aimed to determine if referral origin, PCP vs

Gastroenterologist (GI), impacts completion rates and quality of bowel

preparation.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING

ORGANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPA-

TIENT, PRACTICE OR COMMUNITY CHARACTERISTICS):

To improve our screening rate, direct colonoscopy referral by Primary

Care Provider (PCP) was added to our EMR's order set. We identified

all referrals for colorectal cancer screening with colonoscopy made at

our outpatient facility during a period of 14 months. We reviewed the

electronic medical records of a total of 334 patients. We checked if

the origin of the referral came from patient's PMD as direct referral

for a screening colonoscopy or if the PMD referred the patient to

Gastroenterology for evaluation for CRC screening with colonoscopy.

Patients >50 years old were included and those on which colonosco-

pies were performed for symptomatic diagnosis were excluded. For
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those with colonoscopy done, we reviewed the endoscopy reports, the

description of the bowel preparation and the pathology of the tissue

biopsied.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): A retrospective chart review was

conducted. We identified 313 patients referred for CRC screening and surveil-

lance colonoscopy. We calculated clinical significance and odd ratio.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): We identified 313 patients referred for CRC

screening and surveillance colonoscopy. Of these, 50.5% were referred by GI

and 49.5% by PCP. Baseline characteristics were compared among groups.

60% of our patients (N=188) completed their colonoscopy. Patients referred by

GI were more likely to complete their colonoscopy compared to those with

direct PCP referral, 72.8% vs 47.1% respectively (p < 0.0001). Also, the GI

referral group was more likely to have better bowel preparation compared to

the direct PCP referral group (p=0.0017).

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): This study is part of the quality improvement endeavors under-

taken at our clinic to improve our 37% CRC screening rate. Despite providing

direct PCP referrals for colonoscopy, patients referred by GI were more likely

to complete their colonoscopy and to have better bowel preparation. We

theorize that multiple factors contributed to our findings, including PCP's

knowledge of procedure's details and confidence answering questions. Hence,

the approach of our PCPs towards CRC screening and surveillance should be

explored. Further studies are needed to evaluate interventions as ours and their

impact in improving CRC screening rates.

MAXIMIZING HEALTH OUTCOMES FOR ADULTS WITH DEVEL-

OPMENTAL DISABILITIES THROUGH A UNIQUE MEDICAL

HOME Jessica Gold1; Rita Rossi-Foulkes2; Kamala Gullapalli Cotts1. 1Uni-

versity of Chicago Medical Center, Chicago, IL; 2University of Chicago,

Chicago, IL. (Control ID #2943766)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE): A

medical home dedicated to adults with developmental disabilities is a novel

model that may led to improved outcomes.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREEOBJECTIVES):To characterize the patient population of the Adults

with Developmental Disabilities Clinic (ADDC) at the University of Chicago

including their comorbidities, resource usage, and completion of age-

appropriate screening. To compare medical and social outcomes for patients

seen in the ADDC to patients with similar diagnoses seen within the greater

Internal Medicine clinic at the University of Chicago.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): There are ap-

proximately 4.5 million people in the US with developmental disabilities - a

chronic physical or mental impairment that appears before age 22. These adults

tend to have poorer health, higher healthcare utilization, and many barriers to

care including lack of appropriate provider training. Most documented inter-

ventions for people with developmental disabilities are targeted to pediatric

populations. Additionally, there are few adult providers prepared to accept

these patients. The ADDC at the University of Chicago is a unique medical

home that provides specialized care for this population. This clinic is housed

within the larger internal medicine Primary Care Group (PCG). It is staffed by

an IM-trained physician who has been caring for this population for 20 years.

Primary diagnoses include cerebral palsy, autism, intellectual disability, and

Down syndrome. Currently, the ADDC serves 286 patients. Specific accom-

modations are made for this population including longer appointment times,

wheelchair scale, durable mechical equipment evaluations, and close referrals

to therapy services. Patients also benefit from seeing an experienced provider

with social, legal, and financial expertise.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): A chart review was conducted for

ADDC patients seen during an 21 month period from June 2015 to

March 2017. We also assembled a patient population with similar diagnoses,

but seen by other PCG providers, by screening representative ICD-10 codes. A

general characterization of each patient's health, social needs, and age-

appropriate screening was performed. Our goal is to compare the outcomes

of patients within the ADDC to patients in the PCG to determine the impor-

tance of an experienced provider and dedicated medical home.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): Analysis of the ADDC shows complex patients,

each with several co-morbidities. Most patients transferred their care to the

ADDC in their teens (52%). Almost all patients (98.6%) are referred for

subspecialty care with each patient seeing an average of 4.1 specialists. The

majority of patients (59%) have durable medical equipment needs. Guardian-

ship was documented for 92.7% of ADDC patients. Our results demonstrate a

complex population with complicated medical needs.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): The ADDC is a unique model that aims to optimize health

outcomes for adult patients with complex chronic diseases of childhood.

Practices from this novel medical home are transferable to other primary care

practices and may lessen barriers to care.

MEASURING AND ADDRESSING BURNOUT IN AN ACADEMIC

PRIMARY CARE PRACTICE Rupel Dedhia; Daniel Dunham. Rush Uni-

versity Med Center, Chicago, IL. (Control ID #2936900)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Burnout is increasingly being appreciated as a problem among primary care

physicians.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): 1.Initiate a cultural appreciation for the stressors

faced by primary care physicians. 2. Establish metrics to assess the level of

burnout, depersonalization, job satisfaction and turnover within a primary care

practice. 3. Engage primary care physicians to address issues contributing to

burnout.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): For the past 3

years we initiated a program to identify and address issues of physician

burnout, depersonalization and professional satisfaction through establishing

metrics of burnout. A physician wellness committee comprised of leaders
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within our institution including physicians, psychologists, nurses and staff

members are taskedwith identifying practices that are contributing to physician

burnout. In an effort to promote awareness of this issue and further seek

possible solutions to fostering physician wellbeing, conferences and work-

shops were offered to faculty emphasizing returning joy to clinical practice by

reviewing evidence-based clinical improvements to improve practice efficien-

cy, while maintaining a positive workplace culture.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Improvement or stabilization of

scores on Maslach Questionnaire Minimal Faculty Turnover Minimizing Fac-

ulty going to part-time practice

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BEDISCUSSED):Over the past 3 years, we initially saw a worsening

of burnout as measured by the Maslach Questionnaire, but this was followed

by gradual improvement. During the initial implementation in 2015, 35 phy-

sicians completed the survey of which 11% experienced moderate to high

levels of burnout, 40% experienced moderate to high levels of depersonaliza-

tion, and yet 94% felt a sense of personal achievement or job satisfaction. In

2016, approximately 25 physicians completed the survey of which 32%

experienced moderate to high levels of burnout, 70% experienced moderate

to high levels of depersonalization and 65%, and 92% felt a sense of personal

achievement. In 2017, 14% experienced moderate to high levels of burnout,

65% experienced moderate to high levels of depersonalization, and 97% felt a

sense of personal achievement. From 2015-2017, we have had only one faculty

member out of sixty physicians leave our practice, and only 3 faculty members

have gone from full-time to part-time.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Primary care practices need to prioritize addressing and

preventing burnout in order to maintain a viable workforce. It is important to

have reasonable metrics to assess the mental health of a practice, and to create

appropriate programs to address areas of concern to foster physician well-

being. From our study, over 50% those completing the survey experienced

depersonalization or a loss of empathy, which as other studies show

can result in a high level of overall burnout. Prioritizng physician

well-being as much as a physician's quality of care may help to

address these concerns. Expanding interventions to not only include

individual interventions, but broadening these to organizational inter-

ventions may lead to more effective change.

MEDICAL RESPITE: IMPROVING HEALTHCARE UTILIZATION

IN VULNERABLE POPULATIONS Divya Venkat1; Patrick Perri1; Eliza-

beth Cuevas2; Heather Richards2; Bruce Ling2; Danielle L. Dipre2; Patricia

Park2; Katherine Deutsch2; Courtney Watson2; Stuart Fisk2. 1Allegheny Gen-

eral Hospital, Pittsburgh, PA; 2Allegheny Health Network, Pittsburgh, PA.

(Control ID #2942204)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Patients experiencing homelessness or unstable housing have higher rates of

acute care utilization due to complex medical problems.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREEOBJECTIVES):Describe the implementation of a Respite Program

designed to facilitate transition of care for vulnerable patients from acute care

hospitalization to recuperative care; evaluate the level of health service utili-

zation after completion of respite

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Respite Pro-

gram admissions are determined by a inpatient team comprised of a physician,

nurse practitioner, social worker, respite nurse, substance use social worker and

behavioral health consultant. The team helps coordinate the transitions-of-care

process with the hospital and home healthcare teams. The program is housed

within two community based shelters consisting of a on-site daytime nurse, care

coordinator, and social worker. Patients have access to the housing and other

social coordination services offered by the homeless services partner organization.

Patients are directly navigated to the appropriate hospital-based or community-

based care resources including primary care and mental health services. The

majority of the direct patient care is provided by community-based home health

services. While abstinence from substance use is strongly encouraged, it is not

required to participate. For opioid users, navigation to medication-assisted treat-

ment options is readily available and strongly encouraged in order to maximally

reduce the risk of relapse and medical treatment interruption.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATEPROGRAM/INTERVENTION): Success wasmeasured by comparing

patient resource utilization in the six months prior to and following their respite

course.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATE FINDINGS

WILL BE DISCUSSED): The Respite Program was initiated on January 1,

2016 with 49 admissions over its first 15 months. At the time of admission,

most of the patients were homeless or unstably housed (78%), male (59%),

Caucasian (78%), and Medicaid/Medicare insured (69%). Most patients were

admitted with an acute infectious process (60%), complicated by mental health

disorders (70%) and substance use disorders (82%). The goal of acute care

utilization reduction was achieved, with an estimated 949 inpatient days

avoided for the 49 patients. The degree of health service utilization for the 6-

month period pre-respite was compared to the 6-month post-respite period. The

data reveals a 22% reduction in ER visits and a 771% increase in outpatient

primary care and/or mental health visits post-respite. Out of these patients, 44%

had new follow ups with both primary care and mental health.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Medical respite provides marginalized patients with a way to

engage in health care that is appropriate to each of their problems. This estab-

lishment not only provides recuperative care outside of the hospital setting but is

associated with a decrease in overall acute and expensive healthcare utilization.

This system not only benefits patients who are often marginalized with signifi-

cant morbidity and mortality but gives health care systems a possible method to

further reduce costs in the acute care environment.

MOBILIZING VETERANS AFFAIRS IT TO AUGMENT RESIDENT-

DRIVEN QI EFFORTS Thomas J. Walk1; Erika L. Hoffman2. 1VAPHS/

University of Pittsburgh, Pittsburgh, PA; 2VAPHS/Univeristy of Pittsburgh,

Pittsburgh, PA. (Control ID #2944786)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Patient-level quality metrics regarding colon, breast, and cervical cancer
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screening were unavailable to resident physicians in our VA continuity clinic in

Pittsburgh, Pennsylvania.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): 1. To provide residents with patient-level quality

metrics regarding colon, breast, and cervical cancer screening for their personal

patient panels. 2. To examine individualized metrics, as a component of the

annual QI curriculum, in effort to improve age-appropriate cancer screening

rates.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Patient-level

metric data is integral to successful quality improvement efforts. Our patient-

aligned care teams (PACT) at the VA Pittsburgh Healthcare System outpatient

Primary Care clinic include an attending physician and several resident physi-

cians. Each academic year, residents select an area of focus for their annual

outpatient quality improvement project. For 2016-2017, residents aimed to

improve screening rates for colon, breast, and cervical cancers. At the time of

project selection, no individualized resident provider data was accessible via

the VA electronic health record (CPRS) or panel management databases.

Residents desired provider-specific patient level quality reports as a key

component of their intervention. To meet this goal, clinic staff meticulously

dissected through large scale outlier reports to create lists linked to resident

providers. During this time, regional level IT support was mobilized to auto-

mate the generation of these lists which were previously unavailable. With

dedicated IT support, residents received monthly personalized outlier lists

which were vital to their quality improvement efforts. While the QI focus for

this academic year has changed, residents continue to receive automated outlier

lists for cancer screening in effort to sustain their prior work.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): IT-generated individualized outlier

reports were a key component of the ambulatory residents' QI project. Trends

in rates of colon, breast, and cervical screening over the academic year and

beyond are used to evaluate this intervention.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): 100% of residents received IT-generated personal

outlier reports. Different goals were set for each type of cancer screening as

baseline rates differed. Screening rates over the 2016-2017 academic year will

be presented in graphical format. For example, one PACT team increased colon

cancer screening from 81.9% in July 2016 to 94.3% in January 2017, after this

intervention. Other teams had similar results.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Provider-specific patient metric data is essential to successful QI

projects and provider engagement. Generating these reports can be an

onerous task for clinicians. By reaching out to Veterans Affairs IT and

outlining the potential for improvement, their team was able to auto-

mate report generation to support QI efforts in our outpatient resident

clinics.

MOVING BEYOND METRICS: INTENSIVE INTERVENTIONS FOR

THE HIGH AND RISING RISK PATIENT Sire Sow2; Maria Duenas1;

Bernard Ortega1; Norma Lopez1; Ania Wajnberg2. 1Mount Sinai, New York,

NY; 2Mount Sinai Hospital, New York, NY. (Control ID #2942064)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

High risk and high utilizer patients present a challenge to a fractured health

care system ill-equipped to adequately deal with multiple medical and psycho-

social comorbidities.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): 1. Identify patients who are likely to benefit from

an intensive outpatient interdisciplinary intervention. 2. Address the social

determinants of health leading to inappropriate system utilization. 3. Reduce

over dependence on emergency and inpatient care.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): PEAK Health

is a short-term outpatient intensive program for high risk and high utilizer

managed care patients. It is a transitional and goal based care model with a

multidisciplinary team consisting of a primary care provider (MD or NP), a

care coordinator and a licensed clinical social worker. Candidates are referred

or pulled from claims data. Each patient is at the center of a cohesive unit that

works to address their medical, psychosocial, and legal barriers. Under this

care model, providers are afforded more time to see new and established

patients, as well as the opportunity to see each patient more frequently. In the

event that social challenges impeding the progression of care arise, teams are

empowered to make home visits as deemed necessary. They are also encour-

aged to form relationships with community based organizations to address

specific patient needs. Each week, all candidates and active patients are

extensively discussed at a disposition review session that mimics inpatient

rounds. Readiness for graduation for active patients is also assessed during this

session. Once a patient is thought to be more stable from a medical and

psychosocial perspective, their care is transitioned to a more suitable level of

care.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): 1. Measurement of the amount of

preventable ED utilization before and after PEAK Health enrollment. 2.

Measurement of the amount of preventable inpatient utilization before and

after PEAK Health enrollment. 3. Measurement of the net promoter score for

PEAK Health.

FINDINGS TO DATE (IT IS NOT SUFFICIENT TO STATE

FINDINGS WILL BE DISCUSSED): Analysis of the utilization

patterns of our high risk and high utilizer patients up to 3 months

before and after PEAK Health enrollment shows a significant reduc-

tion in both ED visits (54%) and hospitalizations (66%) post interven-

tion. PEAK Health's care model has achieved a Net Promoter Score of

73 in a high risk, high utilizer patient population that has often had

negative encounters with an increasingly complex health care system.

The findings represented above have limitations, namely in that they

stem from internal rather than claims data, and thus do not take into

account ED or inpatient utilization at outside facilities. Furthermore, it

is difficult to assess higher utilization appropriateness without analyz-

ing each ED or inpatient visit.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): A comprehensive, dynamic and transitional model of care that

can provide support for high risk and high utilizer patients in their most critical

time of need can help reduce inappropriate care utilization 3 months after the

intervention all the while reaching high patient satisfaction.
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MOVING TOWARDS PRACTICE-WIDE BLOOD PRESSURE

SCREENING Jeana Holt; John Meurer; Julie L. Mitchell; Katherine Wil-

liams; Rodney Sparapani. Medical College of Wisconsin, Milwaukee, WI.

(Control ID #2944348)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Should all specialty clinics measure blood pressure?

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): To assess achievement in meeting a population

health quality metric. To describe the resistance to, support for, and perceived

alternatives to practice-wide changes in health care delivery to improve blood

pressure (BP) screening.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Medicare Ac-

cess and CHIP Reauthorization Act (MACRA), passed in 2015, changed the

way Medicare pays physician practices. Now, population health quality mea-

sures are based on who the practices touch, regardless of specialty. To comply

with the new regulations, a large academic medical center sought to improve

BP screening across their enterprise, which has approximately 500,000 visits

annually. Eight-five percent of annual visits occur within specialty practices.

Before the implementation of the BP program, baseline BP checks screening

widely with 4-100% compliance across the academic medical center. The

variation leads to missed opportunities to identify and treat nearly 20,000

patients annually. The BP program is first practice-wide population health

clinical innovation. Many clinical innovations fail to be fully implemented

into practice, where the desired patient outcomesmay be actualized. To support

the successful implementation and sustainability of the BP program, the

Consolidated Framework for Implementation Research (CFIR) was used to

develop a survey of the providers, management, staff, and leadership percep-

tions of the BP program.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): The measures of success are to

achieve compliance of the BPmetrics (e.g., 50 - 64% of new patient encounters

and 75 - 84% of all patient encounters with a physician or advanced practice

provider); and identification of provider, management, staff, and leadership

identified barriers and facilitators to the implementation and sustainability of

the BP program.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): Two months after the implementation of the BP

program, two out of five clinics met their BP compliance metrics for new

patient encounters (range 11%-61%) and 20 out of 41 clinics met their BP

compliance metrics for all patient encounters (range 32%-100%). The Depart-

ment ofMedicine achieved compliance in 73% of its clinics (range 42%-97%),

while less than half of departments new to BP screening achieved compliance.

Significant improvements occurred the hypertension control quality metric

yielding a projected 10 decile Merit-based Incentive Payment points. The

employee survey yielded isolated and robust resistance to the BP program in

the CFIR domains of Tension for Change, Compatibility, Goals & Feedback,

and Relative Priority.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Clinic-level data is key to inform stakeholders of progress

towards metrics and to identify clinics in need of attention and accolades.

Incentives are necessary to motivate and sustain change. Some clinical depart-

ments need extra assistance to implement and sustain the BP program. Dis-

tributing an anonymous employee survey assisted in identifying clinical de-

partments requiring additional support.

MULTI-DISCIPLINARY CLINIC FOR KNEE AND HIP OSTEOAR-

THRITIS: A NOVEL APPROACH TO A CHRONICMEDICAL CON-

DITION Katie Miller1; David Feldstein2; Linda Baier3; David Rabago2.
1University of Wisconsin, Madison, WI; 2University of Wisconsin School of

Medicine and Public Health, Madison, WI; 3f Medicine and Public Health,

Madison, WI. (Control ID #2939970)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Patients with knee and hip osteoarthritis (OA), a disabling condition affecting

more than 50% of US adults over 65, often do not receive guideline-

recommended non-surgical care.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): Using an innovative multi-modal care clinic for

patients with knee or hip OA, we aim to: 1. Describe the development of this

clinic and provide initial data; 2. Decrease the gap between recommended and

actual OA care; 3. Improve self-reported and objectively assessed outcomes in

patients with hip or knee OA.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): The University

of Wisconsin Knee and Hip Comprehensive Non-surgical Osteoarthritis Man-

agement Clinic uses a novel multi-modal approach. Input from diverse stake-

holders guided clinic development, including patients, physical therapy, dietary

science, health psychology, internal medicine, industrial engineering, and

administrative leadership. Care is provided by a general internist, physical

therapist, and dietitian. Patients receive: OA evidence-based therapies chosen

by shared decision-making; in-clinic PT plus home exercise program or an

exercise prescription based on functional status, goals, and previous treatment;

nutrition counseling toward a goal BMI; pain control recommendations; and

education about injection and procedural care. Expedited referrals are available

to a health psychologist, and for ultrasound-guided injections, nerve blocks,

and rheumatologic or orthopedic care. Patients are seen up to five times over 12

months; they receive a comprehensive care plan upon discharge.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): At each visit, we will assess out-

comes using recommended measures: Overall quality of life: Veterans Rand

12-Item Health Survey (VR-12); Disease-specific quality of life: Hip/Knee

Osteoarthritis Outcome Score (HOOS/KOOS); five 0-100 subscales. Objec-

tively assessed function: Timed Up and Go (TUG), 30 second chair rise, and

single-leg balance. Medication use by self-report.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATE FINDINGS

WILL BE DISCUSSED): The Clinic opened in July 2017. Baseline data on

the first 50 patients (age 59±10.5, 18 male) show that 26 (52%) were referred

from primary care, 16 (32%) from orthopedics, 5 (10%) self-referred, and 3

(6%) other specialties; 24 (48%) had symptomatic OA in more than one joint

(hip or knee). Most were obese: 40 (80%) had BMI ≥30 kg/m2 and 11 (22%)

had BMI ≥45 kg/m2. Ten (20%) were taking opioids and 6 (12%) tramadol.

OA severity was moderate to high; the mean HOOS/KOOS Pain score was

47.22±15.40. General health was moderate to low; the mean VR-12 Mental
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Health score was 45.44±13.77. The clinic filled quickly; there is a 2-month

wait for new appointments. 38 of 50 (75%) patients have been seen for a

second visit. Anecdotally, patients have lost weight and improved function.

Longitudinal data collection is ongoing and of high quality.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Multimodal care for OA is promising; patient response to such

has been positive. Ongoing data collection will allow assessment of whether

the gap between recommended and received care is narrowed using this

approach, and whether patient outcomes improve.

NURSE AND RESIDENT PHYSICIAN PERCEPTIONS OF COLLAB-

ORATIONWITH IMPLEMENTATION OF GEOGRAPHIC LOCALI-

ZATION Roseanne Raphael2; Tony Kurian2; Sameer Qazi1; Sarah Hussain3.
1Loyola university medical center, Chicago, IL; 2Loyola university medical

center, Maywood, IL; 3Millikin University, Decatur, IL. (Control ID

#2926155)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE): To

asses RN and housestaff communication/collaboration prior to and after geo-

graphic localization

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): Our Medical Center has implemented geographic

localization of patient care teams in order to better facilitate communication

and collaboration between physicians and nurses and to deliver optimal patient

care. In order to identify the efficacy of this change, the level of perceived

collaboration was compared before and after the initiation of colocalization.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Nurse and phy-

sician survey tools were developed using validated questionnaires to evaluate

nurse and physician attitudes towards collaboration and communication on the

general medicine floors. Surveys were distributed among nursing staff and

internal medicine housestaff at the end of consecutive general medicine rota-

tions before and after implementation of geographic localization of patient care

teams. Data was compared by two sample t-test using usingMedCalc statistical

software.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Survey data was collected from 23

residents pre-localization and 27 residents post-localization, 29 nurses pre-

localization and 37 nurses post-localization over a period of 16 months both

before and after implementation of geographic localization. Comparison of

data both before and after co-localization noted changes in perception of

communication and collaboration amongst both nurses and doctors. Analysis

of the data shows that nurses felt as though there was better and more open

communication of patient plans and communication in general post-

localization (p = 0.0023 and p = 0.0344 respectively). Both nurses and

physicians agreed that after localization information was better relayed (p =

0.023). It should be noted that nurses and physicians had differing perceptions

as to whether they functioned as a team; with physicians believing that nurses

and physicians work well as a team post-localization whereas nurses post-

localization were not in agreement as to the level at which they did function as

a team with physicians (p = 0.005).

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): Our data demonstrates that resident physician and

nurse perceptions on inter-disciplinary collaboration and communication is

generally improved after implementation of geographic co-localization of

patient care teams on inpatient general medicine wards. Additionally, as there

was not congruency between RN and resident physician perceptions regarding

team functionality it would be important to implement changes to our current

system to determine how this could be changed for the better. Further inves-

tigation is to be completed as to whether these findings can be applied to the

attending physician - RN co-localization model

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Our data demonstrates that resident physician and nurse percep-

tions on inter-disciplinary collaboration and communication is generally im-

proved after implementation of geographic co-localization model.

OPIOID THERAPY RISK REPORT: LEVERAGING BIG DATA FOR

REAL-TIME CLINICAL DECISION SUPPORT OF OPIOID SAFETY

A. L. Burgo-Black. VAConnecticut Healthcare System,West Haven, CT; Yale

School of Medicine, New Haven, CT. (Control ID #2946959)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Need for real-time access to opioid safety parameters at point of care that is

patient focused, actionable and specific for safely managing Veterans on long

term opioid therapy and support guideline concordant chronic pain care

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): 1. Leverage opioid safety data in real-time to

transform chronic pain care and mitigate opioid risk from a PACT/population

health perspective 2. Support guideline concordant chronic pain care 3. Satisfy

federal, state and workplace regulations and policies

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING

ORGANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPA-

TIENT, PRACTICE OR COMMUNITY CHARACTERISTICS):

Systems level approaches leveraging big data in population health

registries are key to improving outcomes in clinical care. Improving

chronic pain care and assuring safe opioid prescribing requires ready

access to reliable data by healthcare teams. The VHA CPRS ( Com-

puterized Patient Record System) provides data for diabetes, lipid and

hypertension panel management now includes the Opioid Therapy Risk

Tool. This tool dramatically reduces the time for data collection by

providing a point of care medical record dashboard that helps identify

higher risk patients receiving long term (> 90 days) opioid therapy,

accessible by clinical care teams and used to assess treatment mile-

stones adherence to clinical practice guidelinesand key variables that

influence patient risk. . This includes average morphine equivalent

dosage and pain score tracking, relevant diagnosis( PTSD, depression

SUD, OSA, ), clinic visits (primary care,mental health, SUD, palliative

care), benzodiazepine use, last urine drug screen, signed informed

consent, naloxone kit, date of last state PDMP access. The nightly

updates permit proactive management of opioid renewals, assess com-

pliance with the treatment plans and adherence to clinical practice

guidelines. Data can be printed and utilized as a visual during a face

to face visit to facilitate a conversation around pain management It is

also used as a recurrent tracking tool as adjustments or tapers are
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being made and provides visual graphics of the relationship between

doses of opioids and pain scores.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): VA OSI usage reports monitor

PDMP queries, annual UDS, and gathering of signed informed consents,

naloxone distribution and prevalence of unique opioid users.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): The percentage of patients on long-term opioid

therapy with a Urine Drug Screen (UDS) completed in the last year (365 days)

to help guide treatment decision has increased from 36.6 percent (Q4 FY 2012)

to 88.1 percent in Q4 FY 2017 The number of patients who received a VA-

issued opioid prescription that were required to have a PDMP checked who

had a PDMP checked is currently at 51.7. percent The number of patients on

long-term opioid therapy with a completed informed consent is reported

nationally as 86.8 percent, as of 12/28/2017

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): 1.Requires ongoing socialization and orientation of healthcare

teams ( usage spikes following national trainings) 2.Important to include all

team members in training and orientation not just prescribers 3.Usage data

feedback with targeted training of sites or teams

OPTIMIZING THE ELECTRONIC MEDICAL RECORD (EMR) TO

PROMOTE COST-CONSCIOUS CARE Oluwasayo Adeyemo5; Rachna

Rawal1; Paul Kunnath2; Hala Saad3; Ara Vartanyan4; Jennifer Schmidt5. 1St.

Louis University, St. Louis, MO; 2Saint Louis University School of Medicine,

University City, MO; 3Saint Louis University Hospital, Saint Louis, MO;
4Saint Louis University School of Medicine, St. Louis, MO; 5Saint Louis

University, Saint Louis, MO. (Control ID #2946012)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE): Is

the electronic medical record a barrier to cost-conscious care?

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): Understand how the EMR can promote cost con-

scious care Utilize the EMR to change ordering habits and generate a culture

change

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Repetitive lab-

oratory orders of hospitalized patients is a known cause of unnecessary

healthcare spending. The EMR often uses order sets in an attempt to facilitate

efficiency. Internal Medicine residents identified our EMR as a barrier to cost-

conscious care, noting limited lab frequency options (including "daily", "AM

draw") in the admission order set as a barrier to cost conscious lab ordering.

The study team worked with IT to implement additional lab (CMP, BMP,

CBC) frequency options including: "Q48H", "MWF", and "TuThSa". In

addition, the organization of labs was changed so that BMP appeared before

CMP and the CBC without differential appeared prior to the CBC with

differential.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Subjects were Internal Medicine res-

idents rotating on the general medicine inpatient service. In post-intervention

weeks 1-16 residents were not notified of the admission order set changes.

Starting at week 16, residents were provided regular reminders via email,

posters, and oral presentations of the new EMR options. Pre and post-

surveys involving free response, Likert scale, and multiple choice questions

were collected. Data on resident use of each option in the order set was

gathered from the EMR.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATE FINDINGS

WILL BE DISCUSSED): Pre-intervention data showed 92% of residents

relied on the Medicine admission order set to order labs. EMR data showed a

statistically significant increase in the use of the "AM draw" from 3.15% at

baseline to 8% after 16 weeks to 21% after 32 weeks (p<0.05). Overall, the

most frequently used option was Q48H, followed by MWF and TuThSa, with

MWF and TuThSa utilized more with CBCs than metabolic panels. 28% of

residents reported that additional order set options were more helpful reminders

to practice cost-conscious care compared to emails, presentations and team

room posters. 50% of residents reported placing CBC without differential

higher than CBC with differential and BMP higher than CMP affected how

they ordered. 85% of residents used the new EMR ordering options "some-

times" to "always". After 32 weeks, 0% of residents identified the EMR as the

major barrier to cost-conscious care compared to 40% pre-intervention.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): The increased use of "AM draw" shows residents are changing

their practice of ordering daily labs on hospitalized patients. Additionally,

choosing a lab option that requires re-ordering shows they are thinking about

what labs are indicated for each patient. Our data suggests residents were

inappropriately using the "daily" option—the AM draw option was not a

new option, but its use significantly increased, implying lack of resident

awareness of mindful lab ordering as the cause. These results show that the

EMR can be optimized to promote high-value care. We believe that these EMR

changes are generating a cultural change in our program towards more cost-

conscious care.

ORTHOSTATIC VITAL RECORDINGS FOR DUMMIES - APP

WHICH WILL MAKE YOUR LIFE EASY! JITESH K. KAR1; Carolina

Temple2. 1UNIVERSITY OF ALABAMA AT BIRMINGHAM, HUNTS-

VILLE, AL; 2University of Alabama at Birmingham, Birmingham, AL. (Con-

trol ID #2928499)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Dizziness and syncope are two of the top 10 symptoms patients presents to

emergency room. Orthostatic Hypotension is one of the etiology for it but

measurement of orthostatic vitals are confusing, time consuming and

overwhelming.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): 1. Create an app which will do orthostatic mea-

surements in standardize way as per American Autonomic Society guideline 2.

To make recording easy and interpret data so result is consistent and accurate 3.

Reduce health care cost

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Introduction:

Health care cost of diagnostic work up for dizziness and syncope is outrageous.

Recording blood pressure and heart rate in different positions is always
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challenging to health care professionals (HCP) and overwhelming for patients

and their family members. Accurate diagnosis depends on correct way of

recording and interpreting results. Pre-intervention Analysis: We have pre-

pared a survey with 18 questions and multiple choice answers. 124 health care

professionals at Huntsville Hospital have filled out this survey as of now.

Based on the results, only 6 % answered correctly on how to record orthostatic

vitals based on current guidelines. Only 5.7% of HCPs knew the correct

sequence and time interval for recording orthostatic vitals. Only 14.6% of

physicians could correctly interpret abnormal result/positive result. 83.5% of

HCPs reported that orthostatic vitals recording is overwhelming because of

multiple reasons including monitoring cuff position, timer and doing multiple

recordings without interruption. Top 3 challenges reported based on survey are

time consuming, confusing time interval and risk of patient passing out.

Intervention: We have created an app which will conduct orthostatic vitals

based on current guidelines, with detail visual and voice instructions and

automatic interpretion.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Post Intervention Analysis (Current-

ly ongoing): We are currently conducting survey for post intervention analysis.

88.5% of people we conducted survey on earlier have reported that they like

the app which does things automatically.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): Finding of preintervention analysis, clearly shows

challenges and errors with orthostatic recordings. We are currently working on

post intervention survey. 88.5% of people have reported that this technology

have helped them to get correct recording and interpretation of orthostatic

vitals measurement.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): American Academy of Neurology and American Autonomic

Society have guidelines for correct way of recording orthostatic vitals. Many

HCPs may not be updated with current guidelines for recording and

interpreting orthostatic vitals which can alter the result and may give

false negative results. Cost of dizziness and syncope work up is

outrageously high. We have created technology to help HCPs, patient

and their family. It will not only help to save the time but also will

help to standardize way of recording, interpreting correct diagnosis

and providing clear and consistent result.

PCP-LEDADVANCECAREPLANNINGGROUPVISITSKaren J. Kim;

Rhonda Polzin; Heather B. Schickedanz. Olive View-UCLA Medical Center,

Sylmar, CA. (Control ID #2945120)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Limited awareness of advance care planning (ACP) amongst care teams and

patients, discomfort with the topic, and medical comorbidities leading to

competing priorities often create an unfavorable environment for addressing

ACP in the primary care setting.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): 1. Create an ACP group visit model in which the

Primary Care Provider (PCP) leads a group visit embedded in their usual clinic

session. 2. Educate patients and families about ACP and assist them in

completing an Advance Directive (AD) during a group visit. 3. Assess whether

a group visit can improve knowledge of ACP and positively impact patient and

provider satisfaction.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): We launched

an ACP group visit model in our LA County Department of Health Services

primary care clinic where the PCP and a palliative care-trained social worker

facilitate a one-hour group visit embedded in a regular clinic session.We aimed

to schedule at least three patients for the group visit to match usual clinic

productivity. We trained nine PCPs on group visit facilitation skills and ACP

counseling. Providers identified appropriate patients, who then received a

description of the session, invitation to bring a guest (caregiver/family), and

provided informed consent.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATEPROGRAM/INTERVENTION): Patients and their guests completed a

pre- and post-survey to assess ACP knowledge and satisfaction with the group

visit, and AD completion was tracked. PCPs and care team members also

completed a post-pilot survey to assess ACP knowledge, feasibility, and

satisfaction with ACP group visits.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): Nine ACP group visits were held from July to

December 2017, with 27 patients attending (average age=69.1 years). Seven-

teen patients and 4 guests attended 7 English sessions, and 10 patients and 3

guests attended 2 Spanish sessions. The average number of patients per PCP in

a one-hour group visit was 2.7, comparable to usual clinic productivity. ACP

knowledge gains were reported by 63% of all patients after the group visit

(90% of Spanish-speaking patients and 47% of English-speaking patients). To

date, 26% of patients who attended ACP Group visits have returned a com-

pleted AD. All patients and guests who completed the post-visit survey agreed/

strongly agreed they would recommend the ACP group visit to other patients,

and 94% (17/18) of care teammembers agreed/strongly agreed that ACP group

visits are a means to provide higher quality care and improve relationships with

patients.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): The ACP group visit is a novel approach which addresses the

Quadruple Aim, engaging primary care teams to promote ACP education and

AD completion, and supporting high quality care for our aging patients in the

healthcare safety net. Our study demonstrates ACP group visits yield knowl-

edge gains and high patient and provider satisfaction, while maintaining

productivity. Additionally, convening an interprofessional team to implement

ACP group visits has sparked enthusiasm and information-sharing between

team members and patients.

PICKING OFF PICCS Christopher Shamburger1; Jeremy Hua2; Geoffroy

Fauchet2; Erin Bredenberg1; Tyler Anstett2. 1Univeristy of Colorado, Denver,

CO; 2University of Colorado SOM, Denver, CO. (Control ID #2945242)

STATEMENT OF PROBLEM OR QUESTION (ONE SEN-

TENCE): The University of Colorado Hospital (UCH) fails to meet

the National Healthcare Safety Network (NHSN) benchmarks for cen-

tral line utilization rates and central line-associated bloodstream infec-

tions (CLABSI).
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OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): 1. Reduce peripherally-inserted central catheter

(PICCs) utilization rates and number of PICC lumens ordered at UCH to

achieveNHSNbenchmarks for central line utilization and CLABSI. 2. Educate

and guide providers on the appropriate IVaccess usage via educational sessions

and the electronic medical record. 3. Promote the use of midlines, when

appropriate, to reduce unnecessary use of PICC lines.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Our team un-

dertook an inpatient, quality improvement project to address this major patient

safety issue. A needs assessment was conducted by chart review (n=43) and

provider surveys (n=50). This demonstrated that PICCs are overused and

misused at UCH and that most providers have a knowledge gap regarding

appropriate line use. The first intervention was an educational rollout on

appropriate line use based on the Michigan Appropriateness Guide for Intra-

venous Catheters (MAGIC)[1]. The second intervention was a new order set

within the electronic medical record (EMR) to guide providers toward appro-

priate PICC and midline use based on the indication for IV access. The target

audience for this project is physcians andmidlevel providers. [1] TheMichigan

Appropriateness Guide for Intravenous Catheters (MAGIC). Ann Intern Med.

2015;163:S1-S39.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): The primary outcomes include cen-

tral line utilization rates, CLABSI rates, and PICC-associated venous thrombo-

embolism rates. Other variables include process measures of PICC utilization

rates (stratified by number of lumens) and midline utilization rates, as well as

balancing measures of midline complication rates and midline to PICC conver-

sion rates. Baseline primary outcome data for 2016 demonstrated 60,071 central

line device days, 63 CLABSIs, and 78 PICC-associated DVTs. Our baseline

process measures for 2016 showed that 2,565 PICCs were placed (33% single

lumen, 58% double lumen, and 9% triple lumen) and 159 midlines were placed,

highlighting that midlines and single lumen PICCs are underutilized.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): The educational intervention had minimal impact

on outcomes. The second intervention involving the EMRwas implemented in

late November 2017. Post-intervention data will be available in the coming

months prior to the SGIM conference.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): There is a major knowledge gap among providers regarding

appropriate line use. Educational interventions alone are insufficient to create

change in provider habits. We anticipate that incorporation of decisional tools

in the EMR via a well-designed order set will reduce inappropriate IV access

use. While this project had a complex needs assessment, the cost was low and

and could be easily generalized to major academic centers and many commu-

nity hospitals as well. We hope that this model can be replicated in other

hospitals and EMRs to address this underrecognized problem.

POST-DISCHARGE VIRTUAL VISIT WITH THE HOSPITALIST - A

NOVELTELEMEDICINE PROGRAM TO IMPROVE THE TRANSI-

TION FROM HOSPITALTO HOME Paul Martin. NewYork-Presbyterian

- Weill Cornell Medicine, New York, NY. (Control ID #2946760)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Does a routine telemedicine video visit by the discharging hospitalist added

to the home care nursing intake visit improve patient care?

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREEOBJECTIVES): Identify and correct errors in discharge medication

reconciliation Identify significant clinical changes in the immediate post dis-

charge period Improve the information flow between hospitalist, patient, and

post-acute care providers

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): This program

is a collaboration between the section of hospital medicine at a 862-bed urban

academic medical center, the hospital's IT group, and two large home

care nursing agencies serving all of New York City. We are using a

proprietary version of a commercially available app utilized by the

hospital's telemedicine urgent care program. All patients discharged

from the adult hospitalists inpatient services are potentially eligible

for the program if they signed up with home care services with one of

the two agencies and if they agreed to a telemedicine follow-up visit.

Enrollment and visits are limited to occur in the same week. In order

to bring the technology to the patients, the video visits are conducted

using the home care nurses' smartphones. Phone calls are optional in

case of barriers using the technology. Physicians we asked to routinely

inquire about issues with discharge medications, clinical changes since

discharge, and follow-up plans.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Primary process measures are

connection rates and wait times. Once the process is robust and

sustainable, we will assess the impact on patient care as well as

patient as well as user experience. To assess the impact on quality

of care, we will track the number of video visits leading to changes in

medication reconciliation or changes in the plan of care. We will also

track ED visits and readmission rates. We will survey patients' and

providers' perception of the visits via surveys.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATE FINDINGS

WILL BE DISCUSSED): Over an eight-month period, 182 visits were

scheduled with 42 hospitalists via the app; this includes visit with nurse who

did and didn't have the app on their devices. Nurses attempted to contact the

hospitalist via the app 28 times; being able to connect with clinicians 10 times

(35% connection rate). Average visit time was 4:59 minutes; average wait time

by the nurse was 7:15 minutes; removing two outlier visits with >20 minutes

wait time, average wait time was 2:47 minutes. In interviews conducted with

clinicians after they had conducted visits, physicians' opinions ranged from

neutral to positive; nurses generally viewed the visits as positive. At least three

of the ten video visits were deemed to improve patient care and/or patient

experience by the conducting hospitalists.

KEY LESSONS FOR DISSEMINATION (WHAT CAN OTHERS

TAKE AWAY FOR IMPLEMENTATION TO THEIR PRACTICE

OR COMMUNITY?): Post-hospital care telehealth visits with the

discharging physician have the potential to improve quality of care

and patient experience. Although telemedicine tools are becoming

more user friendly, integration of these technologies is still challenging

and requires careful adjustment in current processes and the diligent

addition of new workflows.
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POST-INTERVENTION SURVEY ON SCALING BACK CONTACT

PRECAUTIONS FOR MRSA AND VRE Kay Negishi2; Carolyn Fisher1;

Lou Ann Bruno-Murtha2. 1Institute for Community Health, Malden, MA;
2Cambridge Health Alliance, Cambridge, MA. (Control ID #2934119)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

How did the discontinuation of contact precautions (CP) for methicillin-

resistant Staphylococcus aureus (MRSA) and vancomycin-resistant Entero-

cocci (VRE) at a safety-net hospital affect staff's knowledge and comfort?

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): The goal of a staff-wide survey was to shed light

on their beliefs, comfort, and knowledge surrounding hand hygiene, standard

precautions (SP), and CP.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): A ten-minute,

38-question English anonymous online survey was designed, piloted in three

successive iterations, and deployed in February 2017 to staff who perform

clinical work in two inpatient and three emergency departments at a safety-net

organization. Four email reminders were sent. 100 respondents were randomly

selected to receive a $10 cafeteria gift card. Data were obtained and analyzed

via Google tools.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): The overall response rate, as well as

a diversity of roles, specialties, experience, and hospitals among the respon-

dents were seen as measures of success of the survey.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): Among 1804 providers, 202 (11%) completed the

survey with representation from a wide variety of staff roles, specialties,

experience, and hospitals. 90% of respondents recognize unclean hands are

the main route of cross-transmission. Most (54%) incorrectly believe VRE

requires CPs, and over a third (38%) for MRSA. Half are comfortable caring

for MRSA/ VRE patients without CPs. While 29% reported previously spend-

ing less time with isolated MRSA/ VRE patients than non-isolated patients,

significantly fewer are spending less time with these patients since the change

(13%, p<0.001). 43% agree that their job efficiency has improved.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): - Staff understand the importance of hand hygiene in preventing

cross-transmission of MRSA and VRE (Independent observations by certified

hand hygiene champions show a >90% compliance with hand hygiene). -

Misconceptions over correct precautions persist for nearly all organisms sur-

veyed, especially for VRE, which most respondents (54%) still incorrectly

believe requires CPs. Further education is needed. - Only a quarter of respon-

dents (25%) feel comfortable when discordant patients share a room, which

may highlight a concern that patients may not adhere to the same level of

overall hygiene as staff to prevent cross-transmission. - As a direct outcome of

removing CPs for MRSA and VRE, staff are spending more time with patients

who were previously isolated. This may account for increased perceived job

satisfaction and efficiency. - Cases of hospital-acquired MRSA and VRE did

not increase since discontinuation of CPs. - There are varying beliefs across

professional roles, which are also reflected in the Beth Israel Deaconess

Medical Center's (BIDMC) survey conducted within a year of their interven-

tion. More CHA trainees agree that CPs prevent cross-transmission than

BIDMC trainees, although two-thirds of them were not at CHA during the

change implementation, suggesting the need for reinforcing rationale for new

hires.

PRIMARY CARE PROVIDER EXPERIENCES WITH ECONSULTS

AT ACADEMIC HEALTH CENTERS ACROSS THE UNITED

STATES Stefanie Deeds1, 2; Lisa Chew4; Sara L. Ackerman3. 1University of

Washington, Seattle, WA; 2Veterans Affairs Puget Sound Health Care System,

Seattle, WA; 3University of California, San Francisco, San Francisco, CA;
4University of Washington - Harborview Medical Center, Seattle, WA. (Con-

trol ID #2906504)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE): As

electronic consultation (eConsult) programs are becoming more widespread,

measures are needed to ensure successful provider uptake and program imple-

mentation at academic centers.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): We sought to identify aspects of the primary care

provider (PCP) experience with electronic consultation (eConsult) programs to

understand (a) common barriers and facilitators to the successful adoption of

eConsults and (b) impacts of eConsult integration into routine clinical practice.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Electronic con-

sultation is becoming increasingly prevalent in multiple health care systems to

improve patient access and the interface between primary and specialty care.

The AAMC formed a collaborative to support the implementation of a referral

optimization program across Academic Health Centers (AHCs). The program

incorporates 2 EMR-based innovations into the clinical workflow: 1) Smart

Referrals: specialty- and problem-specific templates that provide pre-referral

decision support to the PCP and (2) eConsults: which involve PCP-to-

specialist asynchronous messaging.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): To understand the PCP experience,

we conducted semi-structured interviews and focus groups of a range of

primary care providers at 6 AHCs who participated in the AAMC collabora-

tive. Interviews and focus groups were recorded and transcribed and/or de-

tailed field notes were taken. We used the constant comparative method to

identify recurring themes within and across sites, and resolve interpretive

discrepancies.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): We identified four major themes related to the

eConsult program: 1) eConsults increase the comprehensiveness of primary

care. PCPs take on an increased role in the management of patients' full range

of needs, and feel a greater sense of ownership of a patient's care, when using

eConsults as compared to traditional consults; 2) eConsults help to fill knowl-

edge gaps of PCPs through patient-based learning. PCPs incorporate the new

knowledge gained and apply it to the care of other patients; 3) Factors that

influence PCPs to order an eConsult over a traditional referral include patient

preference, patient medical complexity, prior challenges with specialty access,

experience with the quality of the specialty eConsult response, and the need for

help interpreting results or triaging; 4) Barriers to eConsult adoption by PCPs

included challenges related to EMR workflow, increased workload for PCPs
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associated with eConsults, and lack of awareness of the service. Interviews and

focus groups revealed a need for ongoing education about the program for

PCPs and mechanisms for feedback to participating clinicians in order to

maintain and improve the program.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Our findings demonstrate that eConsult programs have the

potential to increase PCP knowledge and enhance the comprehensiveness of

primary care. For these benefits to be realized, however, program implemen-

tation requires sustained efforts to educate PCPs about the service and over-

come technical and other barriers to use.

PROJECT REDUCE: BEYOND THE BRIEF INTERVENTION.

BUILDINGAMODELFORTREATINGALCOHOLUSE DISORDER

WITHIN A PATIENT CENTERED MEDICAL HOME - EARLY LES-

SONS Jeanne Morley1; Svetlana Levak2; Sandeep Kapoor3; Melanie K.

Ritter1; Megan O'Grady4; Jonathan Morgenstern2; Joseph Conigliaro1. 1North

Shore University Hospital, Northwell Health, Great Neck, NY; 2Northwell

Health, Great Neck, NY; 3Northwell Health, New Hyde Park, NY; 4National

Center on Addiction and Substance Abuse, New York, NY. (Control ID

#2939927)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Alcohol Use Disorders (AUDs) are largely untreated in primary care. Although

some studies have shown success for brief treatment in primary care for mild to

moderate AUDs, we have limited knowledge of applying such treatments

across more severe groups.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREEOBJECTIVES):We adapted the Collaborative Care (CC) model for

depression to treat AUDs in a Patient Centered Medical Home (PCMH)

primary care site that services a largely diverse group of patients across Long

Island and areas of New York City. We expected that participants with mild to

moderate severity AUDs who received medication management and/or behav-

ioral treatment would reduce their drinking, and this reduction would be greater

compared to individuals who received standard care.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): To develop a

CC model, we identified 4 key components: standardized assessment; evi-

dence based risk stratified treatment algorithms; flexible stepped care/treat-to-

target protocols to accommodate patient preferences; and a patient-centered

team including PCP, Health Coach(HC), Behavioral Health(BH) clinician with

access to specialty back-up. All patients in the primary care site receive

Screening Brief Intervention and Referral to Treatment (SBIRT) as standard

care. Participants were recruited into the study through SBIRT. Recruited

patients were risk stratified into 4 groups using Composite International

Diagnostic Interview-alcohol module (CIDI-SAM) and Time Line Follow

Back(TLFB): At Risk, Problem Drinkers (PD), AUD with Physiological

Withdrawal (AD-W), and AUD with a complex presentation (AD-CMPLX).

Participants in the PD and AD-W groups were offered to choose between

medication management with naltrexone and/or a behavioral intervention (mix

of motivational interviewing and cognitive behavioral treatment). The other

two groups received standard SBIRT. Participants were also assessed at 4, 8,

and 12 weeks. Stepped care was offered based on treatment response at week 4.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Drinking outcomes were assessed

using the Timeline Follow Back (TLFB). Drinking data from the TLFB were

used to calculate drinks per drinking day for analyses.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATE FINDINGS

WILL BE DISCUSSED): To date we enrolled 18 patients: 16 active or

completed (28.6% AR, 35.7% PD, 28.6% AD-W, 7.1% AD-cmplx). Two

were lost to follow up. Preliminary analyses included a paired samples t-test

to compare drinks per drinking day four weeks prior to treatment to four weeks

of drinking after eight weeks of treatment for study completers. There was a

significant difference in drinks per drinking day at four weeks prior to treat-

ment (M = 2.7; SD = 1.3) and four weeks after eight weeks of treatment (M =

1.4; SD = .9): t (10)=2.93, p < .05.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Although a small sample has been collected thus far, there is

promise of success in treating mild to moderate AUDs using a CC model in

primary care with brief medication management and/or behavioral treatment.

Longitudinal analyses will be conducted to further evaluate the efficacy of this

model once recruitment is completed, and effect sizes can be reached.

QUALITY IMPROVEMENT INTERVENTIONS TO IMPROVE AN-

NUALDIABETICRETINOPATHY SCREENING INTHE INTERNAL

MEDICINE CLINIC Thanh-Tam T. Le2; Christina McMillan1; Jamie

Cavanaugh1; Shana Ratner1. 1UNC Chapel Hill, Chapel Hill, NC; 2UNC

School of Medicine, Chapel Hill, NC. (Control ID #2946692)

STATEMENTOF PROBLEMORQUESTION (ONE SENTENCE): The

rate of annual retinal screening among established diabetic patients at the UNC

Internal Medicine Clinic (UNC IMC) is below target with a screening rate of

36% at the outset of the project.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): Increase the rates of annual retinal screening

among established diabetic patients at UNC IMC Increase patient-provider

communication for preventative screening.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): The UNC

IMC is an academic outpatient clinic in Chapel Hill, North Carolina that cares

for 12,500 patients and approximately 2,045 active diabetic patients aged 18-

75. In March 2017, a multidisciplinary team of over 90 providers of faculty,

residents and ancillary staff at UNC IMC began a quality improvement (QI)

project to improve the rates of DRS exams. This QI project involved three

interventions: (1) a new Health Maintenance Records Request (HMRR) to

receive external preventive screening records, (2) an outreach letter via US

mail or the electronic patient portal, and (3) telephone calls to facilitate care.

The outreach letter was written with a 7.0 average grade reading level in

English and Spanish. Standard work documents were created. Training ses-

sions with area supervisors and nurses on HMRR use was performed 2 weeks

prior to launch. Telephone calls were made by one medical student to assess

barriers to care and the need for care coordination. The caller communicated

with patient's providers to move care forward including HMRR and referral

requests.
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MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Process measures include counts of:

HMRR, outreach mailings, engagement with outreach mailings, outreach

phone calls, and outcomes of the calls. Outcome measure is the percent of

diabetic patients aged 18-75 with completed DRS exams.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): On June 30, 665 letters were sent by mail and an

additional 574 by the electronic patient portal. Of these, 284 were viewed and

40 of the viewers requested assistance with eye exam referrals. Two-hundred

and five HMRR have been submitted since April 2017. Telephone encounters

were conducted fromOctober 2017 to present and performed on an updated list

of 1,185 patients with overdue eye exams. Calls were successful 9% (71/785)

of the time. Of the responders, 21% (15/71) recently completed an eye exam

and 14% (10/71) had an upcoming appointment for which an HMRR was

submitted. Of responders without appointments, 76% (35/46) accepted help

with referrals. Only 2 patients (2.8%) of all responders recalled receiving an

outreach letter, but 100% of patients report communication through the patient

portal as their preferred form of communication. Overall, rates went from

36.3% to 44.4% over 8 months with consistent increase in screening rates

every month since the start of the project.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): This multi-faceted approach led to consistent improvement in

DRS rates. This is likely a result of a more streamlined records collection

system, systematic reminders, and adding care coordination. Current steps

include efforts to ensure sustainability of this program.

QUIET AT NIGHT Vijay S. Duggirala. The Ohio State Wexner Medical

Center, Columbus, OH. (Control ID #2941323)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Vital signs are obtained every 4 hours for hospitalized patients, which in turn

leads to interruptions in patient sleep, increased morbidity, and reduced

HCAHPS quiet at night scores.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): To investigate the effects on HCAHPS quiet at

night scores in low-risk hospitalized patients in a modified vital signs check

model compared to usual care.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Patients who

are admitted to the hospital (inpatient or observation status) are monitored

every 4 hours with vital sign collections. Vital sign checks are often indiscrim-

inately continued at the frequency set during admission, regardless of patient

stability, thus requiring nursing staff to wake patients from sleep. The sleep

disturbances in turn, can lead to increased prevalence of delirium and morbid-

ity. Modified Early Warning Score (MEWS) is a validated tool to help identify

patients who are at-risk for clinical deterioration. Ranging from zero to 14,

patients with low MEWS have reduced rates of clinical deterioration, transfer

to higher levels of care, or death. Actions Taken: A 2-month initiative was

performed on 4 medical nursing units at a single tertiary care center. Medical

patients who had two or more vital signs within 24 hours after admission

resulting in a MEWS of ≤ 1 were eligible to participate. If the patient agreed to

participate, the patient's vital sign checks were changed from every 4 hours to

every 8 hours. For safety, nursing was expected to still perform bedside

assessments every 2 hours, but did not wake the patient if they were partici-

pating in the intervention. If MEWS ≥2 or nursing assessment resulted in

concern, the patient's vital sign checks were changed to at least every 4 hours.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): 1.) At least a 5% improvement in

HCAHPS quiet at night scores for all participating units 2.) Zero delays in care

or escalation for patient deterioration

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILLBEDISCUSSED): 592 patients were enrolled in the intervention.

133 patients were removed from the study: 125 for abnormal daytime

vital signs (resulting in MEWS ≥2), 7 for abnormal evening vital signs

(resulting in MEWS ≥2), and 1 for decline in clinical status. No

delays or escalation in care were noted. For all participating nursing

units, the composite national percentile for HCAHPS quiet at night

score increased by 10.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): 1.) Frequency of vital sign checks can be tailored to patients'

illness severity. 2.) Utilization of validated tools (like the MEWS score) can

help identify patients at low-risk of clinical deterioration. 3.) In patients at low-

risk for clinical deterioration, a modified vital signs check resulting in at least 8

hours of uninterrupted time may result in improved patient sleep and superior

HCAHPS quiet at night scores.

REDUCING UNNECESSARY PHYSICAL THERAPY REFERRALS

IN THE HOSPITAL Sarah Rosenberg-Wohl; Raymond Gylys; L. Maurine

Coco; Christopher Holland; Ari Hoffman. UCSF, San Francisco, CA. (Control

ID #2939456)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Unnecessary referrals to physical therapy (PT) limit skilled therapists' capacity

to evaluate and treat the patients who most need their services.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): 1. Define and describe unnecessary utilization of

PT 2. Reduce unnecessary utilization of PT

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING

ORGANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPA-

TIENT, PRACTICE OR COMMUNITY CHARACTERISTICS):

This program is based at an 800-bed academic teaching hospital in

an urban setting and utilized electronic health record (EHR) data. We

identified all hospitalized adult patients referred for PT between Oc-

tober 2016 and March 2017 (n=3,714). Our institution uses a mobility

score as an objective measure of patient mobility, assessed on a scale

of 0 (no activity) to 10 (able to walk >400 feet without assistance).

We defined potentially unnecessary referral volume by the percentage

of initial PT evaluations with a mobility score of 10 (16% in the study

period). We changed the electronic order for PT referrals such that

nonspecific indications were replaced with language specifically

targeting appropriate reasons for referral, aiming to change behavior

through clinical decision support embedded in the order itself. The

new order was launched on March 16, 2017.
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MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): The primary outcome is the percent-

age of total PT referrals that are potentially unnecessary. We targeted a

reduction from 16% to less than 10% using unpublished data from other

academic medical centers as a benchmark. Secondary outcomes include total

referral volume and the percentage of patients not seen due to staffing limita-

tions (18% in the 12-month period prior to our intervention). Our balance

measure is the rate of falls per 1,000 patient-days.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): During the 6-months post-intervention, the aver-

age percentage of patients receiving an initial mobility score of 10 was 15.2%,

a non-significant reduction from our pre-intervention number. However, when

we refined our criteria to those patients for whom a PT referral was most likely

to be unnecessary - those with an initial mobility score of 10 who were only

seen once and who were discharged home, we did see a statistically significant

reduction after our intervention, from an average of 27 per month to 7.25 per

month (p < 0.001 by two-sided Student's t-test). The total visit volume,

percentage of patients not seen due to staffing limitations, and rate of falls

were not statistically changed.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Passive clinical decision support was insufficient to change our

primary or secondary outcomes, but post-hoc analysis showed a significant

decrease in a subset of the potentially unnecessary PT referrals. Gap analysis

revealed many root causes of PT overuse–including culture, knowledge gaps,

and others–that are not addressed by informatics interventions like ours.

Although much work remains to optimize use of skilled PT as a valuable

hospital resource, a definition of the problem, reliable data, and identification

of barriers to a more effective process are critical first steps.

REFINING A MOBILE CLINICAL DECISION SUPPORT SYSTEM

FOR NURSING HOME STAFFASSESSMENTOF URINARY TRACT

INFECTION USING GOAL-DIRECTED DESIGN Blaine Reeder3;

Mustafa Ozkaynak3; Cynthia Drake1; Barbara Trautner2; Heidi Wald1. 1Uni-

versity of Colorado School of Medicine, Denver, CO; 2BCM/ VA Hospital,

Houston, TX; 3University of Colorado College of Nursing, Aurora, CO.

(Control ID #2929144)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Unique characteristics of nursing homes (NHs) as care delivery settings

contribute to high rates of inappropriate antibiotic use for asymptomatic

bacteriuria (ASB).

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREEOBJECTIVES): Amobile clinical decision support system (CDSS)

potentially assists NH staff in differentiating urinary tract infections (UTI) from

ASB and reducing antibiotic days. We refined a web-based prototype of

UTIDecide CDSS using a model of healthcare information technology adop-

tion to better understand NH workflow, and goal-directed design methods.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): NHs have a

mandate to implement antimicrobial stewardship activities as of January

2018. UTI is the most commonly diagnosed infection in NHs. Many of these

cases may in fact be ASB. UTIDecide mobile CDSS was designed to facilitate

the use of evidence-based guidance in NHs by: 1) accommodating the unique

workflows in NHs in which nurses play a key role in recognizing infection and

communicating with offsite providers, and 2) providing an inexpensive dis-

semination platform across a large number of NHs with limited infectious

disease expertise and high workforce turnover. UTI Decide successfully incor-

porates a validated paper-based algorithm in a mobile application informed by

information needs identified by staff in NHs. Goal directed design iterations

were conducted in 2 NHs. Further design refinements were informed by a

workflow study (observations and interviews) of staff in NHs providing

enhanced requirements for UTIDecide beyond the early prototype web-based

app. Successful functional and usability testing of the native application in lab-

and field-based settings was conducted.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Implementation measures of success

will include user outcomes of: number of registered users, number of uses/per

user, user-rated utility, ease of use, and user-rated change in plan of care.

Clinical measures of success will include rates per 1000 resident-days of: 1.

urine cultures sent, 2. new antibiotic starts for UTI, 3. appropriately and

inappropriately treated UTIs.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATE FINDINGS

WILL BE DISCUSSED): During the development process, key design

considerations were elicited at the level of the clinician-HIT system,

the workgroup-unit, and the structural-organizational levels. A

workflow for staff assessment of changes in a NH resident's condition

was examined. A heuristic evaluation using a novel tool identified key

design features of the UTI Interface in ten domains. Subsequent

usability and field testing by end users yielded additional design

recommendations. End users reported good perceived usability/

technology acceptance.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Goal-Directed Design informed the development of a mobile

CDSS supporting participant-identified information needs for UTI assessment

and communication in NHs. Future work will include iterative deployment and

evaluation of UTIDecide in NHs to decrease inappropriate use of antibiotics

for suspected UTI.

REVIVING AVENTILATOR BUNDLE TO REDUCE VENTILATOR-

ASSOCIATED EVENTS Maryanne M. Chumpia1, 2; Evelyn T. Chang3, 2;

David Ganz4, 2; Shelly S. de Peralta1. 1VA Greater Los Angeles, Los Angeles,

CA; 2University of California Los Angeles, Los Angeles, CA; 3VA- Greater

Los Angeles, Los Angeles, CA; 4VA Greater Los Angeles Healthcare System,

Los Angeles, CA. (Control ID #2936855)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE): In

October 2016, the ventilator-associated event (VAE) incidence at VA Greater

Los Angeles (GLA) was 8.8 events per 1,000 ventilator days, exceeding the

national benchmark of zero events and putting GLA in the worst performing

decile of VA medical centers.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREEOBJECTIVES):We believed decreasing ventilator exposure would

lead to fewer VAEs; thus, our aim was to reduce average mechanical
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ventilation (MV) duration of patients with acute respiratory failure (ARF) to

less than three days by July 1, 2017.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Our improve-

ment team of physicians, nurses, respiratory therapists (RTs), and infection

control staff convened in October 2016. Our investigation showed residents

underused the existing ventilator bundle order set; residents have brief rotations

at GLA, and the order set was hard to navigate because of its repetitive screens.

Even when residents used the order set, which included orders for spontaneous

awakening trials (SATs) and spontaneous breathing trials (SBTs), the lack of

established protocols caused variation in actual SAT and SBT practices by

nurses and RTs. In our first intervention, when on service, attending staff

trained residents to use the order set (November 2016). In our second inter-

vention, RT leaders physically stationed RTs in the ICU around the clock

(March 2017) to ensure success of an updated order set that streamlined order

entry and incorporated new nurse- and RT-driven SAT and SBT protocols

(April 2017).

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Our outcome measures were the

average MV duration of patients with ARF and the number of calendar days

between VAEs. Our process measures were the proportions of patients eligible

for SATs and SBTs who had corresponding orders. We used run charts and

SPC charts to analyze our measures.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): As of November 2017, we found statistically

significant and sustained improvements in both process measures following

our intervention in November 2016. SATand SBTorder entry rose from 29.9%

and 51.2% over an 18-month baseline to 67.3% and 77.4%, respectively.

However, we have not seen statistically significant changes in average MV

duration (baseline median of 6.5 days) or number of calendar days between

VAEs (baseline mean of 31.4 days). Bedside audits showed RTs consistently

performed indicated SBTs, but there were missed opportunities for SATs due to

ICU staff uncertainty about using the SAT protocol in certain situations.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Although care processes improved, outcomes did not; our inter-

ventions may have not sufficiently addressed communication barriers among

ICU staff or their discomfort using the protocols, leading to incomplete order

set actualization. Our next step is a daily goals sheet, which may enhance

communication and clarify ICU providers' responsibilities for uncommon

processes related to rare events like VAEs. Given the relatively small popula-

tion of ventilated patients at GLA and infrequency of VAEs, moving the needle

on MV duration and VAE incidence is especially challenging without

hardwiring systemic and cultural changes to promote collaboration.

ROLES FOR "CRITICAL CARE GENERAL INTERNAL MEDICINE

(GIM)" OUTSIDE THE INTENSIVE CARE UNIT (ICU) IN JAPAN

SATOSHI MATSUNAGA. Aso Iizuka Hospital, Iizuka-shi, Japan. (Control

ID #2934207)

STATEMENT OF PROBLEM OR QUESTION (ONE SEN-

TENCE): General Internal Medicine (GIM) department should have

its own critical care team outside the ICU in terms of patient care,

education, and management.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREEOBJECTIVES): To illustrate the features of "Critical Care GIM" To

describe the benefits of "Critical Care GIM"

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): "Critical Care

GIM" team, which consists of GIM staff and residents, is in charge of "middle-

level severe" patients outside the ICU. In addition, we focus on critical care

diseases requiring internal medicine such as septic shock.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Qualitative metrics

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILLBEDISCUSSED): "Critical Care GIM" team cared 372 patients in one

year (fromOct 3, 2016 to Oct 1, 2017). The average age of "Critical Care GIM"

was 71.8 (±16.1). Major conditions of"Critical Care GIM" were septic shock

(14.7%), urinary tract infection (3.4%), aspiration pneumonia (2.6%), Post-

Cardiac Arrest Syndrome (2.6%), hyponatremia (2.6%), acute respiratory

failure (2.1%), pneumonia (1.8%), adrenocortical insufficiency (1.8%), cho-

ledocholithiasis with cholangitis (1.8%), acute pyelonephritis (1.8%),

hyperosmolar hyperglycemic state (1.6%), alcoholic ketoacidosis (1.6%), Di-

abetic ketoacidosis (1.3%), pyelonephritis with urolithiasis (1.3%), and chronic

heart failure (1.3%). In contrast, 646 patients were cared in the ICU in one year.

The average age of the ICU was 70.9 (±14.3). Major conditions of the ICU

were septic shock (6.3%), abdominal aortic aneurysm (4.9%), Post-Cardiac

Arrest Syndrome (4.3%), Stanford type A aortic dissection (2.7%), acute

exacerbation of chronic heart failure (2.7%), unstable angina (2.1%), thoracic

aortic aneurysm (2.1%), esophageal cancer (1.8%), pneumonia (1.8%), aspi-

ration pneumonia (1.8%), chronic renal failure with hemodialysis (1.5%), and

hepatocellular carcinoma (1.5%).

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): "Critical Care GIM" contributes to patient care improvement,

critical care education, and quality improvement. "Critical Care GIM" team

consists of skilled GIM stuff and senior residents, which enables high-quality

care for the patients. "Critical Care GIM" provides senior residents with the

opportunity for critical care management and procedures, such as central

venous catheter insertion. Moreover, our collaborative teamwork with other

medical stuff leads to inter-professional education. "Critical Care GIM" plays a

buffer role between ICU and Internal medicine, which handles heavy work-

loads.

SAFER, MORE EFFECTIVE CARE TRANSITIONS BY INCREAS-

INGNON-VADISCHARGESUMMARYAVAILABILITYTOVAPRO-

VIDERS Robert Miller2, 1; Logan Davies2, 1; Michelle M. Guidry2, 1. 1Tulane

University Health Sciences Center, New Orleans, LA; 2Southeast Louisiana

Veterans Healthcare System, New Orleans, LA. (Control ID #2916447)

STATEMENT OF PROBLEMOR QUESTION (ONE SENTENCE): VA

Virtual Inpatient (VIP) discharge summaries were inconsistentlymade digitally

available to VA outpatient providers, increasing risk of adverse post-

hospitalization events.
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OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): 1. Determine reason discharge summaries are not

being uploaded. 2. Design intervention to address deficit. 3. Increase discharge

summaries availability to VA providers.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICEORCOMMUNITYCHARACTERISTICS): Practice Setting:

After Hurricane Katrina devastated the Gulf Coast, many patients were left in the

precarious situation of a dynamic, under-resourced healthcare landscape. The tens

of thousands ofU.S.Veterans served by the Southeast LouisianaHealthcare System

(SLVHCS) were no exception - while the outpatient clinics were reopened Spring

2006, the inpatient VHA hospital remained closed. Thanks to a pre-existing

relationship with Tulane University, a temporary VAVirtual Inpatient (VIP) service

was opened at TulaneUniversityMedical Center (TUMC) in 2007, operated byVA

Hospitalists in a non-VA setting. Veterans served by SLVCHS were at risk due to

their necessary inpatient care atmultiple non-VA facilities. Veterans cared for by the

VIP service in a non-VAhospital carried a risk of post-discharge adverse events due

to non-communicating electronic medical record systems. VA VIP Hospitalists

recognized good, dependably available discharge summaries were an invaluable

tool to close this inherent communication gap between non-VA hospitalists and VA

outpatient providers. Intervention: The admission and discharge process for a VIP

patient was reviewed. Using RCA methodologies and an Ishikawa diagram of the

process of uploading a non-VA discharge summary to CPRS, inaccurate VAVIP

census lists were identified as a primary etiology of missing discharge summaries.

An interdisciplinary team huddle, during which all four wards teams would meet

and directly review current patient census, recent discharges, and anticipated

discharge needs with VAUtilizationManagement (UM) nurses and social workers,

was implemented.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Percentage of discharge summaries

available and length of time until availability in VA CPRS measured.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BEDISCUSSED): In three months of pre-intervention data, only 56%

of discharge summaries were available to post-discharge, non-VA providers.

Average length of time it took for available discharge summaries to be

viewable in the VA CPRS was 3.3 days after discharge, with a range up to

21 days. Post-intervention, 91% of discharge summaries were available, on

average 1 day after discharge with a range of up to 6 days.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Implementation of a VA inpatient huddle clearly improved

accessibility of non-VA health records to outpatient VA providers. Standard-

izing the analog communication between wards and UR teams directly lead to

this digital increase. Reflecting on our interdisciplinary huddle in an open

survey, hospitalists and residents alike reported the huddle fostered improved

relationships with the UM team, leading to a more collaborative atmosphere. It

improved the trainees' understanding of VA resources and access.

SCREENING AND INTERVENTION FOR INTIMATE PARTNER VI-

OLENCE WITH A NEW EMR IN AN ACADEMIC GENERAL IN-

TERNAL MEDICINE PRACTICE: RE-IMPLEMENTATION AND

ITS DISCONTENTS Karen Kimel-Scott1; Colleen Barclay2; Sarah C. Lan-

dis3; Kaitlyn Rogers5; Amy Weil4. 1UNC Chapel Hill, Durham, NC;

2University of North Carolina at Chapel Hill, Carrboro, NC; 3University of

North Carolina Chapel Hill, Chapel Hill, NC; 4UNC Chapel Hill School of

Medicine, Chapel Hill NC, NC; 5UNC Chapel Hill, Chapel Hill, NC. (Control

ID #2936767)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Routine screening for intimate partner violence (IPV) in the UNC-Chapel Hill

General Internal Medicine (UNC GIM) practice was discontinued in the

transition to a new electronic medical record (EMR) in 2014; yet identifying

patients exposed to IPV remains a safety goal.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES):We aimed to (1) launch re-implementation of IPV

screening, using a mix of low- and high-tech approaches, in the UNC GIM

practice; (2) connect screen-positive women to resources, and (3) assess

barriers to screening and intervention.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): The study team

at UNC-GIM outpatient practice worked with (and around) the EMR to re-

create an IPV screening protocol. Staff first identified and flagged women aged

18-65 for yearly screening; then nurses administered screening with a paper

survey [Humiliation-Afraid-Rape-Kick (HARK) questionnaire] which cued

providers regarding intervention; and EMR documentationwas facilitated with

a SmartPhrase. For positive screens providers offered counseling and time with

an in-clinic social worker to talk about resources and options, including referral

to UNC Hospital's Beacon Child and Family Program.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): We collected data on the following

measures: (1) percentage of eligible patient population screened; (2) completed

screening; (3) positive screens; (4) EMR documentation of positive screens; (5)

hand offs to an IPV responder; (6) facilitated referral to Beacon; (7) nurse and

provider satisfaction with process.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATE FINDINGS

WILL BE DISCUSSED): Between May-November 2017, screening was

completed at 48% (900/1871) of flagged visits; 16% (145/900) of screens

were documented in the EMR. 51 patients (6.7%) screened positive; chart

review revealed that 11 were new identifications. Of patients who screened

positive for IPV, 78% (40/51) were offered referral, but only 18% (9/51) of

eligible patients were handed off to the social worker, and of these patients,

only 3 were referred to the Beacon Program.

KEY LESSONS FOR DISSEMINATION (WHAT CAN OTHERS

TAKE AWAY FOR IMPLEMENTATION TO THEIR PRACTICE

OR COMMUNITY?): Our project used the EMR and hand-collected

data. Challenges related to the EMR include the presence of previous

less-sensitive questions, absence of recording flowsheet and no re-

minder for screening. Our rates of positive screening were similar to

national averages; we had a low number of hand-offs to the social

worker and lower numbers of referrals to community resources. How-

ever, these low rates may have been due to prior provider awareness

of IPV exposure in these patients. Potential partner access to disclo-

sure, in the patient portal, EMR problem list or After Visit Summary

(AVS) was a safety concern for providers, creating obstacles to doc-

umentation and tracking in the EMR. Next steps include creating

EMR tools to provide reminders for screening, a flowsheet for
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recording validated screening system wide, and output to patient

portals and summaries that does not endanger patients.

SO WHAT DO I DO NOW?!?! IMPROVING CONTROLLED SUB-

STANCE PRESCRIBING PRACTICES ONE MONTHLY CASE RE-

VIEWATATIME Irina Kryzhanovskaya. UCSF, San Francisco, CA. (Con-

trol ID #2946758)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

How does an academic clinic continue to improve its relationship centered

care and controlled substance prescribing practices?

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREEOBJECTIVES): -To allow faculty and resident physicians to present

complex cases of primary care patients prescribed controlled substances -To

facilitate inter-professional discussion of the patient cases geared to improve

the ongoing clinical care -To use video conferencing technology to break down

distance and schedule barriers to allow for subspecialty and inpatient team

participation in discussion

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Monthly meet-

ings in an academic General Internal Medicine outpatient clinic with partici-

pation from faculty and resident physicians, nurse practitioners, front desk

staff, psychiatry, social work, pain management physicians, and inpatient

team. One member of this group, the Controlled Substance Review

Committee (CSRC), presents a patient case with relevant history, exam,

procedure, and laboratory findings along with questions they would like

answered (I.e. is this pattern of behavior showing that the risks outweigh

the benefits? Should I taper their medications? Are there signs of a

substance use disorder?) by the group. The summary of the group

discussion is compiled into a standard educational template document,

emailed to the presenter, and entered into the medical record in a care

coordination note as recommendations from the CSRC.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): The committee is in its fourth year,

and the goals which we have set out to meet and measure are clinical and

logistic. Clinical: -Reduce the amount of patients in our primary care practice

on high dose opioids where the risks of prescribing outweigh the benefits

-Increase the number of naloxone prescriptions for patients on chronic opioids

-Identify the patients who meet criteria for and increase access to treatment of a

substance use disorder, specifically opioid use disorder -Provide the educa-

tional value of regular rich discussions that improve the care provided to

patients receiving controlled substances Logistic: -Increase the size, member-

ship, and experience diversity in the group in terms of residents, front line staff,

and subspeciality providers

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): In looking back at the last 14 months of cases, at

least 4 have been referred to opioid use disorder treatment (maintained within

our clinic, prescribed by the "in-house" buprenorphine prescribers), 8 have

been identified as patients where risks of continued medication prescribingn

outweigh benefits and have initiated a taper, 8 have been educated on and

prescribed naloxone, and 9 have been linked to clinic-affiliated mental health

or pain management clinics.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?):The power of multidisciplinary discussion and perspectives from

non-MD staff and/or subspecialty care providers on management of patients

who are prescribed controlled substances. The role of iterative review of cases

and raising awareness of this group in our clinic has allowed various providers

to present patient cases and obtain feedback and guidance from the extensive

experience in the group.

SOCIAL DETERMINANTS OF HEALTH SCREENING AND COM-

MUNITY RESOURCE REFERRAL IN A SAFETY-NET RESIDENT

PRIMARY CARE CLINIC Johana Rodriguez1; Arash Nafisi1; Colin Rob-

inson2; Elvis Arteaga3; Logan D. Pierce2; Liliana Sunn1; Karen J. Kim1. 1Olive

View-UCLAMedical Center, Sylmar, CA; 2UCLA, Los Angeles, CA; 3David

Geffen School of Medicine at UCLA, Westwood, CA. (Control ID #2942581)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Though the impact of social determinants on patient health has been well-

studied, it remains unclear how to best screen for such determinants in safety-

net primary care teaching clinics and link patients in need to community

resources.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): A. Conduct a needs assessment to identify social

determinants that impact the health of our safety-net patients. B. Create a

community resource packet to help address these needs. C. Implement a

sustainable social determinants screening workflow in our clinic with success-

ful linkage to resources.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): In an effort to

learn more about and address the social needs of our primary care patients, we

adapted a Health Leads social needs screening tool to create a 10-question

survey to screen patients. Surveys were conducted in English and Spanish

during routine resident continuity clinic visits at an LA County safety net

hospital. Patients were surveyed about food, utilities, housing, child care,

healthcare cost, transportation, literacy, safety needs and whether such needs

were deemed urgent. Patients who expressed interest in receiving assistance

were given a community resource packet. This packet was developed based on

known clinic and community resources, and The People's Guide to Welfare

Health and other Services (Hunger Action LA 37th Ed.), with input from

providers, social work staff, and community health workers.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Patients who were surveyed and

received a community resource packet were contacted by phone after their

clinic visit to determine how effectively this intervention addressed their needs.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): Between June-August, 2017, 108 patients were

surveyed (60 in Spanish, 48 English), with an average age of 61 years (range

31-92). 68% of patients indicated having at least one unmet social need and

44% reported more than two needs. Of the 73 patients who reported having an

unmet social need, the most common needs were housing, food, and literacy

(52%, 51%, and 45%, respectively). Roughly half of all survey participants

endorsed interest in receiving assistance, and were provided with a community
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resource packet. Six to ten weeks after the initial needs assessment, 67% of

patients were successfully contacted by phone to follow-up on utilization of

resources; 8% of these patients reported having attempted to obtain services.

Patients reported inadequate time as the primary barrier for not utilizing the

provided resources.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Integrating interventions to address social determinants of health

is a critical component of healthcare delivery for our safety-net population.

While a significant proportion of patients reported having multiple social

needs, the majority did not successfully access available resources. Additional

study and iterative QI work is required to further characterize and overcome

barriers to accessing resources, and create sustainable workflows for ongoing

screening and effective linkage to resources.

STANDARDIZATION OF MEDICATION RECONCILIATION AT

TRANSFER Siddharth Bhesania; PARAG MEHTA; Anil Rathi; Stephen

Peterson. NewYork-Presbyterian Brooklyn Methodist Hospital, Brooklyn,

NY. (Control ID #2944294)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Medication reconciliation has been shown to improve outcomes for patients

and decrease hospital spending. There is evidence suggesting that 46% to 56%

of all medication errors occur at transfer points of care.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): Medication reconciliation is crucial at transition

points to reduce the high incidence of medication errors. At NewYork-

Presbyterian BrooklynMethodist Hospital, an initiative was taken to standard-

ize the process of medication reconciliation at transfer points using Electronic

health record.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Developing

EHR tool was the first step. Cerner EHR is equipped with a ‘transfer

reconciliation' link that can be accessed at points of transition during a

patient's hospital stay. This was very similar to the process which all

users are familiar which is the admission and discharge medication

reconciliation. Selection of the unit: All patient from critical care units

to step down unit were tracked for the medication reconciliation. Later

all transfer from the critical care unit were tracked reaching their

destination irrespective of the floor or unit. Education and instructions

were given to all residents how to perform medication reconciliation.

They were also informed that they will be monitored by chief resi-

dents for the medication reconciliation on all patients transferred from

critical care unit.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): The resident's compliance with

Cerner EHR was monitored for completeness and accuracy. Appropriate

feedback from the chief residents was given to all residents about. The

residents were evaluated and educated on their use of Cerner EHR at transfer

points of care. The study lasted 21 weeks and electronically tracked on Cerner

EHR 102 patients that were downgraded from the ICU to the Pulmonary Step-

Down Unit.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATE FINDINGS

WILL BE DISCUSSED): All downgrades from the ICU to the Pulmonary

Step Down (PSD) were reviewed. From a total of 51 patient charts, 24 were

reconciled appropriately in week 1 to 11. The average percentage of compli-

ance was 47%. Upon intervention from the Chief Residents, 49 of the 51 charts

were reconciled in weeks 12 to 21. Compliance with transfer medication

reconciliation increased to 96%.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Overall, transition points in healthcare are vulnerable times for

patients. It is important to organize smooth transitions to ensure proper conti-

nuity of care for patients. Prior to this study it was known that NYPBMH

implemented medication reconciliation upon patient admission and discharge.

What was not known was the level of compliance with medication reconcil-

iation during transfers of care.We presumemedication reconciliation happened

at the time of the transition. This study also highlighted an easy improvement

in the organization of transfers of care that may likely decrease medication

discrepancies and improve patient safety. Medication reconciliation process at

transfer was standardized and now it is implemented hospital-wide.

STANDARDIZING THE ASSESSMENT OF INPATIENT ADULTS

WHO LACK CAPACITY: DEVELOPING THE "SAFER DC"

FRAMEWORK Kaitlin Willham1; Marta Kochanska1; Francisco Medrano

Coronado1; Meghan T. O'Brien1; Molly Anderson1; Jack Chase1; Joseph

Clement2; Gabriel Ortiz1; Sumant Ranji3; Todd A. May1; Anna H. Chodos1.
1UCSF, San Francisco, CA; 2San Francisco Department of Public Health, San

Francisco, CA; 3University of California San Francisco, San Francisco, CA.

(Control ID #2946195)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE): At

our urban safety net hospital, 15% of hospitalized adults do not have an acute

care need and many remain hospitalized due to impaired capacity.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): 1. Understand barriers to discharge for adults with

capacity impairments. 2. Standardize an interprofessional approach for evalu-

ating and managing adults with capacity impairments to promote patient-

centered care and discharge.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Using an A3

approach, we identified barriers to care planning and discharge of inpatient

adults without acute care needs, particularly those lacking capacity. We per-

formed a chart review of these patients in April-May 2017 to describe process

and patient factors leading to delay in clinical management and discharge. We

conducted, recorded, and transcribed interviews with hospital staff, adminis-

trators and other stakeholders in June-August 2017 to understand challenges

around caring for adults lacking capacity. We engaged relevant stakeholders

(e.g. social work, risk management, hospital medicine, etc) to inform devel-

opment of a framework for assessing adults at-risk for impaired capacity.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): 1) Feasbility of framework and as-

sociated clinical documentation. 2) Number of patient days without an acute

care need per month.
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FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): Chart review of adults (n=102) without an acute

care need in April-May 2017 showed that the principle barrier to discharge for

51 (50%) adults was impaired capacity. Of those with impaired capacity, 30

(59%) had impaired cognition, most due to dementia (22, 65%). By the end of

the hospitalization, half did not have a surrogate decision maker and one third

were in the process to receive a conservator. Having a surrogate decisionmaker

increased the likelihood of returning home. Interviews (n=20) revealed that

there are often lengthy searches for potential surrogates and variable processes

for assessing medical decision-making and function or independent-living

capacity. Additional barriers to discharge included provider concern over

patient safety in the community, unclear criteria for neuropsychological eval-

uation and inefficient communication between team members. Through an

interprofessional workgroup, we created a framework for assessing adults at-

risk for impaired capacity called "SAFER DC". The core domains are: Surro-

gates, Assessing capacity and cognition, Function, Ethics and Resources for

Discharge. It specifies evaluation tools, professional roles and potential re-

sources for care planning. It will be piloted on inpatient hospitalist services.

Next steps will be to perform small-scale testing of the framework for feasi-

bility and improvement, and then, after more widespread implementation, to

measure patient bed days without an acute care need.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): The SAFER DC framework standardizes an interprofessional

approach to assessing and caring for inpatient adults with impaired capacity,

and it may serve as a starting point for other hospitals to address similar

challenges.

SUPPORTING PEDIATRIC TO ADULT TRANSITION THROUGH

LEARNING COLLABORATIVES AND CLINICAL DECISION SUP-

PORTS Caren Steinway1; Adam Greenberg2; Katherine Wu2; Lawrence W.

Brown2; Charmaine S. Wright4; Bethany Thomas5; Dava Szalda4, 2; Zia

Gajary3; Sophia Jan1. 1Northwell Health, New Hyde Park, NY; 2Children's

Hospital of Philadelphia, Philadelphia, PA; 3The Children's Hospital of Phila-

delphia, Ardmore, PA; 4University of Pennsylvania School of Medicine,

Philadelphia, PA; 5University of Pennsylvania, Philadelphia, PA. (Control ID

#2944805)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Alerts, reminders, patient data reports and reference supports are some of the

tools for clinical decision supports (CDS) which can be effective for improving

quality of care in many clinical settings, but have not previously been applied

to improve transition services for pediatric-to-adult care.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREEOBJECTIVES): To test the feasibility and acceptability of electron-

ic medical record (EMR) interventions developed through a Learning Collab-

orative (LC) to support pediatric-to-adult healthcare transition services for

adolescents and young adults (AYA) with epilepsy.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Learning col-

laboratives (LC) are measurement-based efforts that allow groups working

toward the same goal to learn from and assist one another during implemen-

tation. As part of a larger grant to improve pediatric epilepsy care, a LC of 7

clinical sites was created in September 2016 to develop and test 2 main

interventions aimed at transitioning AYAwith epilepsy from pediatric to adult

health care. Clinical sites included two pediatric neurology practices, two

pediatric primary care practices, two adult primary care practices, and one

adult neurology practice. Representatives from each clinical site attended

monthly calls, met for live sessions twice yearly, and completed annual Got

Transition Process Measurement Tools. Plan-do-study-act cycles were used to

document progress and continuous improvement.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): 1) Development of an multispecialty

LC (pediatric and adult primary care and specialty practices) and sustained

meetings of LC practice sites across study period; 2) Development of EMR-

based registry and population management tool; 3) Development of an EMR

CDS and implementation in both primary care and specialty care sites around

transition; 4) EMRCDS use; 5) Got Transition Process Measurement Tools for

clinical practices

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): LC members included physicians, nurse practi-

tioners, social workers, care coordinators, and a community health worker. 2

main interventions were developed: 1) an EMR-based registry and population

management tool with all active epilepsy patients being seen across clinical

sites (n=2893), including a transition complexity score; and 2) an EMR CDS

consisting of an alert triggered by age during a clinical encounter, order sets,

and patient educationmaterials. Acceptability and feasibility of the registry and

EMR CDS was high. EMR CDS use increased from 0% to 23% (n= 189). At

baseline, all sites reported that transition approaches varied by clinician. After 6

months of participation in the LC, 6 out of 7 sites reported that their clinicians

now follow a uniform policy for transitioning or accepting AYA patients.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): LCs that include pediatric and adult primary care and specialty

practices are a feasible and powerful mechanism to develop, pilot, and

implement transition-related activities. In addition to being feasible,

our experience demonstrates high acceptability of EMR CDS and

population health management tools to support youth transitioning

from pediatric to adult care.

SYNCHRONIZING RESIDENTAND FACULTY ROTATIONS TO IM-

PROVE THE CONTINUITY CLINIC EXPERIENCE Natalie Cohen1;

Kelly Koehn1; Nanmeng Yu2; Robert Szalewski2; Krista M. Johnson3; Ankit

R. Parikh2; Heidi Ahmed4. 1University of Iowa Hospital and Clinics, North

Liberty, IA; 2University of Iowa Hospitals and Clinics, Iowa City, IA; 3Uni-

versity of Iowa, Iowa City, IA; 4The University of Iowa Hospitals and Clinics,

Iowa City, IA. (Control ID #2934401)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE): In

our continuity clinic (CC), residents and faculty were dissatisfied with low

patient continuity, inefficient staffing, and inadequate resident education time.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): Our resident-led quality improvement project

changed the clinic staffing model to improve patient continuity, staffing

efficiency, resident education, and satisfaction of residents and attendings in

the CC.
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DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Our previous

model had a 1:1 attending-to-resident ratio in which each attending physician

saw their own patient panel and staffed resident patients between attending

patient visits. Patients were assigned only by attendings, and residents lacked

independent patient panels. After seeking feedback from residents and attend-

ings, we proposed a new model with a 1:3-4 attending-to-resident ratio in

which residents have their own patient panel and attendings staff only the

resident patients during resident CC. To accomplish this, attending physicians

adopted the same "x+y" schedule as residents. We assigned attendings to see

their own patients for four weeks followed by one week assigned to the same

resident team.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Attending and resident physicians

completed surveys before and 6 months after implementation of the new

staffing model. Survey data was converted to Likert scales and analyzed using

Mann-Whitney U-testing. Thirteen attendings completed the pre-change fac-

ulty survey, and 11 completed the post-change survey. Twenty-six residents

completed the pre-change resident survey and 13 completed the post-change

survey. We calculated the time residents wait to staff a patient (time-to-staff)

before and after the staffing model change. We analyzed this data with the

student's t-test.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BEDISCUSSED):Attending physicians reported more efficient work

flow (2.08 to 2.91 out of 4, p<0.001); improved patient care (2.33 to 2.89 out of

4, p=0.007); and an increase in overall satisfaction (2.38 to 3.00 out of 4,

p=0.018). Residents identified improved continuity with their patients (1.58 to

3.23 out of 5, p<0.001) and better educational value (2.72 to 3.77 out of 5,

p=0.004). The average time-to-staff per patient decreased from 7.41 (n = 27) to

4.70 minutes (n =103), p=0.01 .

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): The change in our staffing model improved attending and

resident satisfaction, perceived patient care, and educational value . Addition-

ally, the average time-to-staff also improved significantly and had the potential

to save each senior resident 27 minutes per clinic day , contributing to clinical

efficiency. This is one of few studies that evaluates a specific staffing model,

and the only one to our knowledge that evaluates attendings adopting an "x+y"

schedule in the outpatient clinic. This project may serve to guide other

programs interested in implementing staffing model changes or adopting an

"x+y" schedule for faculty preceptors .

TEAMWORK PREVAILS - CONSTRUCTING A DEPRESCRIBING

PROCESS FOR PROTON PUMP INHIBITORS WITH AN INTER-

PROFESSIONAL TEAM AT AN ACADEMIC CLINIC Claire

Popplewell1; Lauren Block2; David Hirschwerk2; Nancy A. LaVine1; Celia

Lu3; Nissa Mazzola4; Christine Chim3. 1Northwell Health, Manhasset, NY;
2Northwell Health, Lake Success, NY; 3St. John's University College of

Pharmacy & Health Sciences, Lake Success, NY; 4St. John, Queens, NY.

(Control ID #2938890)

STATEMENT OF PROBLEM OR QUESTION (ONE SEN-

TENCE): Proton pump inhibitors (PPIs) are frequently over-

prescribed, & long-term use, partially due to lack of deprescribing

strategies, can cause patient harm.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): 1. Educate patients & professional team about the

appropriate use & duration of PPIs 2. Utilize an interprofessional team to

initiate evidence based PPI deprescribing in an academic clinic

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): In order to fa-

cilitate the deprescribing of PPIs, we created a unique workflow

incorporating multiple members of an interprofessional care team in

Northwell Health's IMPACcT (IMproving Patient Access, Care, and

Cost through Training) clinic, a program funded by a HRSA Primary

Care Training Enhancement grant. The approximately 600 patients

receiving care in the IMPACcT clinic are served by an interprofes-

sional team including medical students, resident and attending physi-

cians, pharmacists, pharmacy students, behavioral health professionals,

PA students, a medical assistant, and patient access coordinator. Each

clinical session commences with a team huddle. Pharmacy students

identified patients who were currently prescribed a PPI and performed

an evaluation to determine the appropriateness of the prescription.

These patients were reviewed during the morning huddle to identify

candidates for deprescribing based on medical needs. When eligible

patients presented for their scheduled visits, the students discussed PPI

deprescribing, including discussion of the risks of long term PPI

usage. The resident physicians then answered any patient questions

and a final shared decision was enacted. Pharmacy students contacted

patients after 4-6 weeks to assess their condition.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Biweekly data included number of

patients on PPIs seen, number of patients deemed deprescribing candidates,

and number of patients who had a change in their prescription (decreased

dosage, change to H2 blocker, or discontinuation of PPI). Data is acquired

every 3 months to calculate the total percentage of patients on PPIs. Staff is

being queried via a developed tool to assess knowledge of PPI indications and

its change through education.

FINDINGS TO DATE (IT IS NOT SUFFICIENT TO STATE

FINDINGS WILL BE DISCUSSED): At baseline, 56 of 549 patients

(10.2%) in the clinic were prescribed a PPI (July 2017). As of

December 2017, 46 patients prescribed a PPI have been evaluated.

27 were candidates for deprescribing and 21 of those (78%) had a

change affected. No adverse events have occurred.

KEY LESSONS FOR DISSEMINATION (WHAT CAN OTHERS

TAKE AWAY FOR IMPLEMENTATION TO THEIR PRACTICE

OR COMMUNITY?): Recognizing that long term PPI use can lead

to adverse events and that patients taking these agents often remain on

them beyond the indicated period, we successfully created a process to

optimize PPI deprescribing. Our approach leveraged an interprofes-

sional care team to identify patients on PPIs, assess indications,

educate staff and patients, and engage in evidence-based deprescribing.

The process has been widely embraced by staff and patients. More

than half of the patients on PPIs were deemed to be candidates for

deprescribing and the majority of patients accepted a recommended

change, with no safety concerns identified to date.
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THEDIABETESDISTRESSSCREENING INSTRUMENT:WHATWE

MAY BE MISSING Lauren S. Gorog; Dr. Lynn Haley. Presbyterian/St.

Luke's Hospital, Denver, CO. (Control ID #2934338)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Diabetes related distress has been shown to have a significant impact on

medication adherence and glycemic control in patients with Type I or Type II

Diabetes Mellitus.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): 1. Improve ability to detect diabetes-related

distress using the Diabetes Distress Scale-2 ( DDS-2) and Diabetes

Distress Scale 17 (DDS-17). 2. Make relevant referrals to specialists

on healthcare team (i.e. Diabetes Educator, Behavioral Health, and

Pharmacist) and provide brief interventions aimed at decreasing

diabetes-related distress. 3. Improve health outcomes as measured by

medication adherence and/or glycemic control.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICEORCOMMUNITYCHARACTERISTICS): This is a quality

improvement intervention that could be used in both inpatient and outpatient

medical settings. In the current study, medical assistants are administering the

2-itemDiabetes Distress Scale to our patients in a primary care setting. Patients

that screen positive (>3) on the DDS-2 are referred to the psychology fellow

who administers the DDS-17 tool. Scores on the DDS-17 are composed of 4

subscales: Emotional burden, Physician-related Distress, Regimen-related Dis-

tress, and Interpersonal Distress. Based on cutoff scores for each domain, the

psychology fellow makes appropriate referrals to the pharmacist, diabetes

educator and/or behavioral health, to address barriers impacting diabetes

management.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): 1) We will be tracking number of

patients who screen positive on the DDS-2 and successfully complete

the DDS-17. 2) We will track whether patients follow through with

specialist appointments to which they are referred. 3) As part of their

medical care, Hemoglobin A1C levels will be documented in patient

charts at regular intervals. We will track the change in A1C levels

over the course of the study. 4) At the end of the study we will

attempt to re-administer the DDS-17 scale to determine whether

Diabetes-related distress has decreased.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): We have identified 5 patients who screened pos-

itive on DDS-2 and administered the DDS-17 to 2 patients. We have made 2

referrals to the following specialists: Pharmacy and behavioral health. Patients

have followed through with 2 specialist appointments and received specific

interventions to treat medication interactions and psychosocial barriers to

diabetes management.

KEY LESSONS FOR DISSEMINATION (WHAT CAN OTHERS

TAKE AWAY FOR IMPLEMENTATION TO THEIR PRACTICE

OR COMMUNITY?): 1. Providers can learn about the benefits of

using the DDS-2 and DDS-17 screening measures to identify patients

who experience clinically significant distress with having diabetes. 2.

Providers will learn how to implement a tracking and referral system

that will improve patient care, interprofessional collaboration, and

diabetes health outcomes.

THE EFFECT OF MEDICAL SCRIBES ON PATIENTAND PROVID-

ER EXPERIENCES AND PRODUCTIVITY IN ACADEMIC PRIMA-

RY CARE: A PILOT STUDY James A. Heckman; Kenneth J. Mukamal;

Adam R. Christensen; Eileen E. Reynolds. Beth Israel Deaconess Medical

Center, Boston, MA. (Control ID #2945471)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE): Do

medical scribes improve provider or patient visit satisfaction or provider

productivity?

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): Measure the effect of scribes on patient and phy-

sician satisfaction, and provider productivity.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Healthcare As-

sociates (HCA) is the ambulatory internal medicine practice at Beth Israel

Deaconess Medical Center and cares for 40,000+ patients in greater Boston. In

a pilot study, we introduced twomedical scribes to four intervention physicians

and compared patient and physician satisfaction and provider productivity

before and after scribe introduction to nine control physicians using a

difference-in-differences approach. We first evaluated physician and patient

outcomes for four weeks prior to scribe introduction. We then implemented

scribes in a transitional two-week ‘honeymoon' period in which scribes were

provided but no change to standard visit lengths was made. Last, for 11 weeks,

intervention physicians used scribes with their visit lengths shortened from 20

to 15 minutes and from 40 to 30 minutes, increasing the number of appoint-

ments available in each 4-hour session. Control physician visit lengths were

not changed. We analyzed all results with generalized estimating equations to

account for clustering by provider.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Productivity was assessed as

wRVUs/hour and visits/hour. Provider satisfaction was assessed with the

AMA Steps Forward 5-item physician satisfaction surveys completed by the

provider at the end of each session. Patient satisfaction was assessed with the

corresponding 4-item patient satisfaction survey completed by the patient at the

end of each visit.

FINDINGS TO DATE (IT IS NOT SUFFICIENT TO STATE FIND-

INGS WILL BE DISCUSSED): There were increases in both visits/hour

(+0.18) and wRVUs/hour (+ 0.46) among providers working with scribes.

In contrast, small declines occurred in both patients/hour (- 0.12) and

wRVU's/ hour (-0.42) among control providers (p<0.001 for comparison

of control and intervention providers). Among 6202 patient visits, we

collected 2130 surveys (response rate 34%). Patients reported a high level

of satisfaction in both groups, with mean scores of approximately 4.7 out

of 5. We observed no statistically significant differences between the

groups, even after introduction of scribes and shortened visit duration

(all p>0.25). Providers worked 664 sessions and returned 547 surveys

(response rate 82%). In general, scores improved more in the intervention

group than among controls, although these differences were statistically

significant only for the single item of feeling that work for the encounter

would be completed during the visit (+0.07 vs +0.45 for control and

intervention providers respectively; p=0.04). Perceptions of being rushed

and staying on schedule did not statistically differ despite the shorter

template among intervention participants (all p>0.48).
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KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?):Medical scribes allow providers to increase productivity without

negatively affecting provider or patient experiences.

THE ELEPHANT IN THEROOM: EXAMINING SOCIAL DETERMI-

NANTS OF HEALTH IN AN URBAN RESIDENCY CLINIC Mary C.

DeVane3, 1; Iris S. Cheng1, 2. 1UNC School of Medicine, Charlotte Campus/

Carolinas HealthCare System, Charlotte, NC; 2Carolinas HealthCare System,

Charlotte, NC; 3Carolinas Healthcare System, Charlotte, NC. (Control ID

#2910066)

STATEMENTOF PROBLEMORQUESTION (ONE SENTENCE):Our

project implemented validated screening questions that explored a number of

social and economic domains which contribute to poor health.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): The social environment in which patients live can

determine whether a patient develops chronic health conditions and whether

interventions for these conditions are effective. –We aimed to identify the SDH

(including emotional health, housing, food availability, transportation avail-

ability, education level or literacy, social support, neighborhood safety and

employment or income) affecting our patient population at an urban under-

served clinic through a quality improvement (QI) project. –Our goal was to

increase encounters addressing these social barriers during patient visits and

understand whether the patients who screened positive wanted help.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Myers Park

IM is an outpatient internal medicine clinic for underserved patients and serves

as a training site for IM resident physicians of Carolinas HealthCare System in

Charlotte, North Carolina. We performed an initial chart review of randomly

selected patients to determine the frequency of documentation of the domains

of the SDH. We used the documentation of SDH as a surrogate marker for

frequency of discussion between the resident physician and patient. We then

implemented an SDH questionnaire that was adapted from the Institute of

Medicine recommendations for SDH evaluation over 4 weeks of resident

clinic. The questionnaire contained a final question asking if the patient desired

a social work referral for assistance with any of the areas queried.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): We evaluated the frequency of pos-

itive screening for 8 SDH domains and how likely these positive screens

resulted in a social work referral. We determined how receptive our patient

were in discussing SDH through qualitative measures.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): The questionnaire was administered to patients

attending residency clinic on selected days and 23 % of those patients who

screened positive requested social work referral. Patients who completed the

questionnaire were open and receptive to discussing the ways SDH impact

their health. And further, the project allowed us to collect data regarding the

specific SDH that impact our patient population most commonly.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Understanding the SDH that impact patient populations is

imperative to effectively practice medicine in an urban underserved primary

care practice. While assessing the social factors of health seems like a very

daunting task, we believe it can be done well with SDH questionnaires and

with proper assistance and social work resources. In the future, we aim to bring

SDH awareness to young physicians while providing patient care. We hope to

streamline a documentation process in our electronic medical record so that

these factors can be tracked and addressed with the goal to connect patients to

community resources. Screening for and capturing the SDH in the EMR could

ultimately help us better understand correlations between SDH domains and

poor health outcomes.

THEHOSPITALDISCHARGECARE PROGRAM (HDCP): A NOVEL

POST DISCHARGE TRANSITION PROGRAM UTILIZING VIRTU-

AL HOME VISITS Geoffrey C. Lamb1; Catherine English1; Stacy Wolf2.
1Medical College of Wisconsin, Milwaukee, WI; 2Froedtert Hospital, Milwau-

kee, WI. (Control ID #2945905)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Approaches beyond usual primary care can be necessary to manage highly

complex patients following hospital discharge to prevent readmission

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): - Reduce 30 day readmissions among patients at

very high risk - Provide intensive care in the ambulatory setting while allowing

patients to stay at home

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): We developed

a novel program to intensely manage patients identified as very high risk (>

40%) for readmission using home video visits, home nursing, and pharmacy

co-management. The HDCP is staffed by an RN coordinator, an advanced

practice provider, a pharmacist and a scheduler with physician oversight.

Patients are identified at the time of hospital admission using the Hospital

Admission Readmission Risk Discriminator (HARRD), a custom built risk

tool which was internally validated. Inpatient case managers interview patients

flagged by the tool and refer them for enrollment. Upon discharge, a care plan

is created, a home nurse visits within 24 hours, and a video visit with the APP

and pharmacist is scheduled in 3-4 days. Patients are followed for 4-6 weeks

with visits at least weekly.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): The primary outcome is 30 day

readmissions. Secondary outcomes include direct costs 90 days prior and 90

days after the index hospitalization and ED visits. Medication related interven-

tions are tracked by the program pharmacist using a standardized recording

system. Patients eligible for participation but missed because of failure to refer

served as a control population for estimation of baseline readmission rate.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATE FINDINGS

WILL BE DISCUSSED): The program began in June 2016. As of October

23, 2017 there were 169 unique individuals enrolled in 228 distinct episodes.

The 30-day readmission rate for enrolled patients was 18% versus 40% in the

comparison group. Comparing the 90 days prior to hospitalization to the 90

days post enrollment in the program, direct costs per patient declined from

$22,718 in to $6429 (- 71.7%) and ED visits declined from 2.95 to 0.91 per

patient (- 69.2%) while outpatient visits increased from 3.4 per patient to 5.2
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per patient (+ 52.7%). Interventions ranged from home administration of iv

fluids to education in self-management skills and simple emotional support.

The pharmacist has identified an average of 4 drug related problems per

patient. Patients appreciate staying at home and avoiding the stress of returning

to the hospital or clinic for follow up visits. The HARRD score has identified

an average of 50 patients per month of whom 45% have been enrolled, 30%

declined and the remainder missed. Patients missed have been because of

failure to refer, timing of the admission/discharge or inability to gain permis-

sion from the PCP.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): The novel features of the program include the use of video to

conduct virtual visits in the patient's home, the close collaborative work with

the home care agency, and the active engagement of pharmacy. The reduction

in readmissions and cost savings for the population managed have been

substantial. However, enrollment can be challenging and patient volumes

small.

THEMULTI-CENTERMEDICATIONRECONCILIATIONQUALITY

IMPROVEMENT STUDY 2 (MARQUIS2): METHODS AND IMPLE-

MENTATION Amanda S. Mixon1; G. R. Smith2; Anuj K. Dalal3; Stephanie

Rennke4; Deonni P. Stolldorf5; Stephanie Mueller3; Anirudh Sridharan6; Eu-

gene Chu7; Jeffrey L. Schnipper3. 1VA Tennessee Valley Healthcare System

and Vanderbilt University, Nashville, TN; 2Northwestern University, Chicago,

IL; 3Brigham and Women's Hospital, Boston, MA; 4University of California

San Francisco, San Francisco, CA; 5Vanderbilt University, Nashville, TN;
6Johns Hopkins, Columbia, MD; 7UT Southwestern, Dallas, TX. (Control ID

#2945715)

STATEMENTOF PROBLEMORQUESTION (ONE SENTENCE): The

first Multi-Center Medication Reconciliation Quality Improvement Study

(MARQUIS1) demonstrated that implementation of a medication reconcilia-

tion best practices toolkit decreased unintentional medication discrepancies

with potential for harm in five hospitals; therefore, we sought to implement the

toolkit in a more diverse sample of hospitals.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): The objectives of MARQUIS2 are to: 1) imple-

ment the refined, evidence-based medication reconciliation toolkit at 18 di-

verse healthcare systems; 2) evaluate the effect of theMARQUIS2 program on

unintentional medication discrepancies; and, 3) evaluate program implemen-

tation using the RE-AIM framework.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): MARQUIS2

is a real-world, mentored implementation QI study in which we are collecting

clinical and implementation outcomes as sites implement the modified toolkit,

which includes: 1. Training materials with standardized cases and role-playing

to enhance learning and verify competency in taking a "best possible medica-

tion history" (BPMH). 2. Emphasis on the value of trained pharmacy techni-

cians to obtain and document accurate medication histories early in the hospital

admission. 3. Increased emphasis on patient and caregiver engagement with

input from a patient-family advisory council. We used a rigorous application

process in selecting 18 of 72 health systems to participate. From prior experi-

ence, we chose sites as close to the time of implementation as possible,

conducted mentor site visits in the first 6 months, encouraged sites to utilize

dedicated, trained history-takers, and directed site leaders to secure institutional

buy-in and support throughout the project.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Eight hospitalists mentored the sites

via a site visit and monthly phone calls over the 18-month intervention period.

With mentor guidance, each site's local QI team assessed opportunities to

improve and implemented one or more of the 17 toolkit components. Sites

were provided with an implementation manual, instructional videos, presenta-

tions, return-on-investment calculators, quarterly webinars, peer-to-peer learn-

ing sessions, an interactive online community, and regional training

workshops.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): The 18 participating sites vary in size, teaching

status, location, and electronic health record. Sixteen sites have implemented 3

to 15 toolkit components, with 14 sites implementing dedicated BPMH takers

and 13 providing audit and feedback on the specific roles and responsibilities

among clinical staff.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): A multi-center medication reconciliation quality improvement

initiative using a best practices toolkit and mentors was successfully imple-

mented across 18 medical centers. The most commonly implemented compo-

nents were incorporating dedicated BPMH takers and defining the roles and

responsibilities among clinicians. Different personnel may be needed if sites

wish to implement community-based interventions.

THE VA PITTSBURGH EMERGENCY DEPARTMENT-RAPID AC-

CESS CLINIC (ED-RAC) PROGRAM: IMPROVING POST-ED SPE-

CIALTY CARE ACCESS FOR VETERANS Kristina M. Cordasco1, 2;

Davis Lewis3; Kelli Lee3; Terrence L. Hubert3; Lauren S. Penney4; Susan

Kirsh5; Adrian D'Amico3, 6. 1VA Greater Los Angles Healthcare System/, Los

Angeles, CA; 2VA Greater Los Angeles/UCLA, Los Angeles, CA; 3VA

Pittsburgh Healthcare System, Pittsburgh, PA; 4South Texas Veterans

Healthcare System, San Antonio, TX; 5veterans health administration, Pepper

pike, OH; 6University of Pitsburgh, Pittsburgh, PA. (Control ID #2939043)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Ensuring patients have access to specialty follow-up care after an emergency

department (ED) visit is important because patients may need further diagnos-

tic or management interventions, or re-assessment of symptoms or markers of

response to treatments initiated in the ED.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): The Veterans Administration (VA) Pittsburgh

Emergency Department (ED) Rapid Access Clinic (ED-RAC) program is

designed to enhance Veterans' access to urgent specialty care follow-up after

Veteran ED visits.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): In most VA

EDs, if a Veteran needs specialty care following an ED visit, ED providers

place a specialty consultation request in VA's Computerized Patient Record

System (CPRS), and then in the following days, specialty clinic staff review the
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request and contact the Veteran to make an appointment. This process may

result in delays in follow up care for Veterans who need timely specialty care.

Although understudied, literature suggests that providing patients with follow-

up care appointments prior to leaving EDs may improve receipt of needed

follow-up care. VA Pittsburgh Healthcare System has initiated a process which

enables the ED to directly schedule follow-up care for patients seen in the ED

who also meet criteria pre-agreed uponwith the specialty services. Veterans are

provided with confirmed specialty care follow-up appointment times, dates

and locations prior to being discharged from the ED.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATEPROGRAM/INTERVENTION):Number of specialties with ED-RAC

availability; utilization of ED-RAC appointment slots; wait times between ED

visit and specialty care follow-up; stakeholder reports of facilitators, barriers

and key features for implementation and maintenance.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): Since fiscal year 2015 ED-RAC appointments

have been scheduled for 1,932 Veterans in 16 specialty care clinics at VA

Pittsburgh. Orthopedic Surgery is the specialty service most commonly-used

for ED-RAC appointments, with 419 appointments having been scheduled

over 3 years. In FY 2017, Veterans were provided with ED-RAC orthopedics

appointments that were, on average, 5.7 days following their ED visits.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Scheduling care follow-up appointments prior to Veterans leav-

ing VA EDs is feasible for providing Veterans with rapid access to needed

specialty care after VA ED visits.

THERE'S NO PEE (PREVENTION OF FALLS THROUGH EARLY

INTRAVENOUS ANTIBIOTIC ADMINISTRATION AND ELIMINA-

TION) IN FALLS: AN INTERDISCIPLINARY INITIATIVE TO RE-

DUCE NIGHTTIME FALLS Leslie L. Seijo1; Krystle Hernandez1; Ana I.

Velazquez1; Jeffrey K. Lio1; Jenny S. Placido-Disla1; Kevin Andujar1;

Sandeep Soman1; Rajbir Sidhu1; Diana Raymond2; Jason Babby2; Herb Per-

ry2; Alfred Burger3; Amanda J. Anderson2. 1Mount Sinai Beth Israel, NY, NY;
2Mount Sinai Beth Israel, New York, NY; 3Mount Sinai Beth Israel, Icahn

School of Medicine at Mount Sinai, New York, NY. (Control ID #2944767)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Intravenous (IV) fluid and high volume IV medication administration may

increase nocturnal micturition, which is associated with increased risk of falls

in the elderly leading to injuries, functional decline, and an increased length of

hospital stay.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREEOBJECTIVES): 1. Reduce the number of inpatient falls by decreas-

ing late night intravenous (IV) antibiotic administration and implementing a

standardized nighttime toileting regimen. 2.Educate hospital staff and residents

of the importance of collaboration to decrease inpatient falls.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): In October

2016 we instituted a centralized nursing-led multidisciplinary falls review

program. A systematic review of our falls revealed a trend towards nighttime

events among our patients. Our medication administration and antibiotic

infusions were standardly administered at 10:00AM and 10:00PM leading to

late night high volume IV infusions, possibly increasing nocturnal micturition.

After several root cause analysis discussions, a new electronic medical record

order for early timed IVantibiotics administration at 6:00AM and 6:00PMwas

created. A new patient care associate (PCA) structured work flow including

toileting rounds at 11:00AM and 11:00PM was instituted. Additionally, phar-

macy work flow was restructured for early preparation and delivery of all

antibiotics (4:00AM - 4:00PM). Residents, nurses, and PCAs received

provider-specific educational materials describing the study goals and inter-

vention. Informational posters were placed on all medicine resident and nurs-

ing staff workrooms. By avoiding late IV antibiotics administration and

implementing toileting rounds, we aim to reduce falls associated with late

night ambulation to the bathroom.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): The number of inpatient medicine

nighttime falls per quarter of intervention will be counted as the outcome

measure.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATE FINDINGS

WILL BE DISCUSSED): A retrospective review of inpatient falls from

January to June 2017 revealed that 59% (n=32) of inpatient medicine falls

occurred during nighttime. Thirteen patients, 40% of nighttime falls or 24% of

all falls, listed bathroom use as the reason for fall. Among those 13 patients,

85% (n=11) had received intravenous antibiotics. By implementing our early

antibiotic administration and toileting intervention, we target to reduce the

number of inpatient medicine nighttime falls by 15% over 6 months.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): By highlighting the effect of late IV medication administration

on nocturnal micturition and falls, we hope to provide a valuable approach for

reducing inpatient nighttime falls.

TURN NO PATIENT AWAY: ADOPTING ADVANCED ACCESS

SCHEDULING IN PRIMARY CARE Suhavi Tucker1; Rui Jiang1; Arlene

Beharry3; Anoop Raman2, 3; Lindsay E. Jubelt2. 1The Mount Sinai Hospital,

New York, NY; 2Icahn School of Medicine at Mount Sinai, New York, NY;
3Mount Sinai UHH Health Center, Atlantic City, NJ. (Control ID #2943810)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Timely access to primary care is challenged by variability in patient arrival

time and complaint complexity; novel scheduling models, such as advanced

access, aim to accommodate the variability of patient requested care.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREEOBJECTIVES): To perform qualitative and quantitative analysis of

advanced access implementation (1) to provide timely access to scheduled

appointments, (2) to accommodate all patient requests for same day access, and

(3) to understand facilitators and barriers to promoting uptake.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): An advanced

access model was implemented at a union-sponsored worksite clinic in Atlan-

tic City, New Jersey to increase same-day availability. Early feedback from the

patient advisory council indicated that while there was increased availability

for same day requests, some patients felt frustrated with limited ability to book
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appointments in advance. The model was adjusted to accommodate 100% of

patient visit requests by incorporating 5 components: (1) reserving 40% of visit

slots for same day access, (2) allowing appointments to be made up to 2 weeks

in advance, (3) utilizing the EHR to ensure follow up reminders for chronic

conditions, (4) promoting staff collaboration through cross training, (5) mea-

suring provider, staff, and patient experience.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): The researchers measured access to

care by the percent of walk-in patients accommodated, time to next appoint-

ment, no show rate, and ER utilization rate pre (Oct 2016 to Feb 2017) and post

(after Feb 2017) implementation. The researchers evaluated barriers and facil-

itators to advanced access implementation with the 100% accommodation

policy via analysis of semi-structured interviews with provider and staff post

implementation. Patient experience was measured by the validated CG-

CAHPs questionnaire and net promoter score post implementation.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): Since implementation, 100% rate in walk-ins have

been accommodated. The next available appointment time decreased from

7.28 to 0.40 days. The no show rate improved from 18.66% to 6.46%.

Emergency room visit rate decreased from 239 to 187 visits per 1000members

per year. In measuring experience, 61% of patients waited less than 10minutes

to be seen, and 93%would recommend this health center to friends and family.

Facilitators for implementation included empowering front desk staff, cross

training staff, and optimization of appointment assignment. The main barrier

was a high-rate of appointment requests for in-person visits that were not

necessary. Preliminary data indicates positive staff and provider perception

overall.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Though limited as a single center QI project in response to real-

time clinical needs, this study found that sustaining advanced access requires

empowering the front desk staff and fostering a culture of improvement

through formal and informal feedback with patients and staff. Qualitative

analysis illustrated a need to decrease unnecessary visits by increasing use of

telemedicine between visits.

USE OF INTERACTIVE TABLETS TO IMPROVE COLORECTAL

CANCER SCREENING EDUCATION IN PRIMARY CARE Rachel S.

Silva; Carla Schultz; Fiorela Calderon Sandoval. Hennepin County Medical

Center, Minneapolis, MN. (Control ID #2944909)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Does use of interactive tablet-based education for colon cancer screening

improve education quality and improve screening rates?

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE

THAN THREE OBJECTIVES): 1) Use of tablet-based education

for colon cancer screening regarding general education and fecal

immunochemical testing preparation to improve consistency and qual-

ity of education provided 2) Use of tablet-based education for colon

cancer screening will reduce the need for additional use of interpreters

for specific language groups 3) Use of tablet-based education for

colon cancer screening will improve overall return rate of fecal im-

munochemical testing

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Our internal

medicine clinic at a county hospital in Minneapolis, Minnesota created an

interdisciplinary team including providers, nurses, medical assistants, and

community health workers. Together we collaborated to develop modules to

educate about colon cancer screening using an interactive tablet device called

Phrazer. The use of the tablets for education occured at the time of the clinic

visit.. Within the educational module, teach back and opinion questions were

asked using both binary and Likert scale variables. Shared decision making

was also used, when appropriate, to help patients select preferred screening

methods.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): We will measure the overall rate of

patients who are able to engagewith Phrazer and howmany of the patients who

engage with Phrazer complete their colon cancer screening as compared to the

general clinic rate.Wewill also calculate howmuch interpreter time is saved by

use of the Phrazer device for education as compared to standard in-office

education. We are also measuring whether patients felt like use of the device

changed their willingness to complete their testing.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): To date, 13 patients completed education in

English. 85% of patients felt that colon cancer screening is important after

use of the respective module. 15% felt that they would be more likely to

complete their chosen testing after completion of the educational module. 92%

of patients found the device easy to use. Screening rates of those patients using

tablet-based education have significantly changed compared to the clinic as a

whole with rates of approximately 60%. We have not yet begun education in

Spanish or Somali to date.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Our interdisciplinary team has been able to use innovative

information technology to improve awareness about colon cancer and the need

for screening. Patients have participated in their own care by watching

interactive modules, answering teach back questions and, when appro-

priate, choosing their preferred screening test. The Phrazer device is

easy to use and has the potential to provide interactive education in

many languages on a variety of medical topics. Our project suggests

that tablet-based educational technology can decrease barriers to com-

municating and engaging with patients and can increase patients'

ability to take part in their healthcare and disease prevention.

USING PATIENT-REPORTED AND MOBILE HEALTH DATA IN

PRACTICE: FOCUS ON HYPERTENSION AND DEPRESSION

Meghana D. Gadgil1; Nick Anderson4; Dan Gillette3; Mitchell D. Feldman2;

Albert Riedl4; Madan Dharmar4; Jason Satterfield1; Amy Lozano1; Michael

Lehman4; David Haddad5; David Lindeman3; Ida Sim1. 1University of Cali-

fornia, San Francisco, San Francisco, CA; 2UCSF, San Francisco, CA; 3Uni-

versity of California, Berkeley, Berkeley, CA; 4University of California, Davis,

Davis, CA; 5Overlap Health, San Francisco, CA. (Control ID #2911634)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Demonstrate a standards driven and patient-centric data platform for the

JGIM ABSTRACTS S835



integration of patient-reported mobile health and clinical data for patients with

hypertension or depression.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE

THAN THREE OBJECTIVES): Objective 1: Design and implement

a mobile health application and dashboard to integrate patient-reported

blood pressure and mood data and clinical prescription data. Objective

2: Assess adherence and participant engagement with the mobile

health application.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING

ORGANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPA-

TIENT, PRACTICE OR COMMUNITY CHARACTERISTICS):

We are conducting a 6-month single arm feasibility study of 200

outpatient men and women with either hypertension or depression

who are primary care patients at either UCSF DGIM clinics or UC

Davis Folsom Clinic. Technology development for this protocol has 3

components: 1) a mobile phone application called PERCEPT allowing

for notification, reporting, connecting to 3rd party apps and devices

(i.e. iHealth and Moves) and visualization; 2) a dashboard for study

coordinators to monitor and modify tracking plans; and 3) decision

rules to detect medication transitions within the EPIC EHR system,

and to push notifications of transitions to the dashboard. Participants

are asked to track their mood, blood pressure, and medication adher-

ence data through the PERCEPT app once weekly, or daily for a 1-

month period after disease or medication transitions. They will also be

asked to track their location and physical activity. These data are then

accessible to participants in real time for self-monitoring.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO

EVALUATE PROGRAM/INTERVENTION): Feasibility of accrual:

number of potential participants screened relative to the number en-

rolled. Retention: number of participants who complete the final study

visit at the conclusion of the intervention period. Mobile app usage by

the following: visits to the PERCEPT app per day/week/year, time

spent on each page of the app. We will determine participant compli-

ance with monitoring targets based on participant frequency of blood

pressure or mood measurement compared with frequency of notifica-

tions at each study point.

FINDINGS TO DATE (IT IS NOT SUFFICIENT TO STATE

FINDINGS WILL BE DISCUSSED): Designed a mobile phone

application allowing for notification, reporting and visualization of

blood pressure and mood and a dashboard view for study coordinators

to modify tracking plans. Successfully detected medication transitions

within the EPIC EHR system, and communicated with the dashboard.

To date, we have enrolled 25 participants at the UCSF site and

identified barriers to user adoption of our mobile applications.

KEY LESSONS FOR DISSEMINATION (WHAT CAN OTHERS

TAKE AWAY FOR IMPLEMENTATION TO THEIR PRACTICE

OR COMMUNITY?): 1. It is critical for the software development

team to be familiar with clinical data for care and research. 2. Most

current mHealth apps and devices cannot be set up by patients without

dedicated assistance due to problems with usability, telecommunica-

tions networks, and hardware. 3. Workflow integration of mobile

health data into daily clinical care is a challenge that can be mini-

mized by identifying and implementing only the key design features

that require connection to the electronic health record.

USING QUALITY IMPROVEMENTAS RESIDENT EDUCATION TO

IMPROVE HEALTHCARE TRANSITION Jessica Gold1; Sofija D.

Volertas2; Rita Rossi-Foulkes3. 1University of Chicago Medical Center, Chi-

cago, IL; 2University of Michigan, Ann Arbor, MI; 3University of Chicago,

Chicago, IL. (Control ID #2940199)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Healthcare transition (HCT), the process of preparing adolescents for an adult

model of healthcare, is lacking among adolescent patients of an Internal

Medicine/Pediatrics practice.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): To improve HCT practices for adolescent patients

in the University of Chicago's Internal Medicine/Pediatrics clinic To increase

resident knowledge of and attitude towards healthcare transition

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): We created a

longitudinal QI project based on GotTransition's Six Core Elements of

Healthcare Transition. These elements include writing and disseminating a

transition policy, creating a registry of all adolescent patients, scheduling

patients for transition visits, and assessing patients for transition readiness.

Med/Peds residents are expected to spend ten hours working on this QI project

during their ambulatory education block. Their activities include inviting at

least four adolescent patients for transition visits and completing portable

health summaries for these patients. Additionally, Med/Peds residents receive

inpatient consults on adolescent patients to assess transition readiness.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): We used two measures to evaluate

this intervention. Chart audits were conducted on our adolescent patients prior

to project implementation and repeated on an annual basis. Audits examined

HCT discussions and completion of portable healthcare summaries. Med/Peds

residents also completed surveys that tested their knowledge of basic HCT

concepts, how frequently they address HCT, and use of clinical tools to assess

transition readiness.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATE FINDINGS

WILL BE DISCUSSED): Residents were surveyed one year after initiating

this QI project. They demonstrated increased HCT knowledge. Resi-

dents correctly identifing the ages to introduce HCT, begin transition

planning, and prepare for transfer increased by 8%, 21%, and 8%,

respectively. They were able to identify specific tools for HCT includ-

ing the clinic transition policy and transition registry. After one year,

42% of residents surveyed stated that they addressed transition read-

iness often, up from 18%. All residents reported counseling on HCT,

improved from the previous year when 38% of residents stated they

never addressed HCT. Residents reported more frequent guidance on

education, insurance, registering for adult services, guardianship as-

sessment, and identifying adult providers. They demonstrated profi-

ciency in using transition readiness surveys and creating portable

healthcare summaries via inpatient consultation.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Our QI project has successfully improved resident practice and

knowledge of HCT in an integrated Med/Peds clinic. The framework of this

project could be generalized to any primary care or subspecialty clinic that
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serves adolescent patients. Our transition consult service extends our reach to

inpatient adolescents and can instituted in any hospital system.

USING THE ELECTRONIC HEALTH RECORD TO IDENTIFYAND

TAILOR CULTURALLY APPROPRIATE INSTRUCTIONS FOR FE-

CAL IMMUNOCCULT TESTING (FIT) Neil A. Pasco2, 1; Gabriela

Montes Aldana2; Erika M. ReateguiSchwarz1; Adrianna D'Mello2; Christo-

pher Magliulo1; Isaac Dapkins2, 1; Finn D. Schubert2. 1NYU Langone Health,

NewYork, NY; 2NYULangoneHealth, Brooklyn, NY. (Control ID #2945556)

STATEMENTOFPROBLEMORQUESTION (ONESENTENCE):Will

tailoring patient instructions to the appropriate language via EHR prompts

increase the compliance rate of FIT ?

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): Objectives of the intervention was to see whether

providing FIT instructions in spanish increases the return rate of FIT kits

dispensed to patients.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): The Family

Health Centers at NYU Langone (NYUFHC), a network of federally qualified

health centers in Brooklyn, NY, serves a large Latino immigrant population of

over 41,000 patients, as well as a substantial proportion of patients who are

200% below the federal poverty level. In 2016 we observed a colorectal cancer

screening rate of 38.4%. Recognizing that current FIT kits had instructions in

English, we piloted a new program to have the EHR identify that Spanish-

speaking patients receive Spanish-language written instructions with their FIT

kit. The EHR generated an alert to the medical assistant at discharge to

dispense a Spanish-language FIT kit based on demographic data regarding

preferred language. Tests dispensed were tracked to compare follow up for the

standard FIT kit, which had instructions in English, versus the Spanish lan-

guage version in two different practice sites within the same catchment area.

One site was a standalone diagnostic and treatment center, the other a hospital-

based clinic.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): For purposes of this quality interven-

tion, we had captured the return rate of FIT tests prior to the intervention in a

comparable time period post intervention. Success was defined by a meaning-

ful increase in the return rate pre versus post intervention.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): During the pilot period of September and October

2016, 161 Spanish-language FIT tests were distributed to patients, with a return

rate of 68.9%. This compares favorably to the overall FIT test return rate at the

two clinics, which was 64% for the October 2016 trailing year. Among the

Spanish-language FIT tests, the standalone clinic had a significantly lower

return rate (52%), as compared with the hospital-based clinic (77%, p<.01).

Similar differences were not observed for the overall trailing year data at the

two clinics (62% vs 67%).

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): In an era where patient centered outcomes in quality serves as a

new paradigm in tailored delivery, simple utilization of EHR triggers can

promote greater levels of patient engagement. EHR data can be leveraged in

a process to address health disparities seen in patients where language serves as

the barrier of care. Albeit an efficient, culturally sensitive method of providing

equitable healthcare screening in the hospital based clinic setting, this inter-

vention is not sufficient alone to effect greater change in all clinical settings.

UTILIZATION OF ELECTRONIC HEALTH RECORD PREFER-

ENCE LISTS TO IMPROVE EFFICIENCY, CONSISTENCY AND

SATISFACTION AMONG PROVIDERS IN THE AMBULATORY

CARE SETTING Shreya Shah1; Paden Angelo1; Winifred G. Teuteberg1;

Baldeep Singh2. 1Stanford University, Mountain View, CA; 2Stanford Univer-

sity, Palo Alto, CA. (Control ID #2945432)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

There is a need for improvements to the current ordering process in the

Electronic Health Record (EHR) at our ambulatory care clinics.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): Improve provider satisfaction and efficiency with

ordering process for tests (labs and other diagnostic tests) and medications.

Improve consistency and correct order placement for providers when placing

orders for similar workups or conditions.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): The interven-

tion involves customizing the default preference lists currently available in the

EHR for primary care clinics. The revised preference lists are organized into

clinically relevant categories that are based on common visit diagnoses, such as

preventative care, anemia, weight loss, diabetes, etc. These preference lists

would also include specific order defaults. These specifications are currently

not available - for example the "Chlamydia/GC, NAAT" order currently

requires the provider to fill in the "specimen type" and "specimen source" each

time this test is ordered. Our updated preference list creates separate orders

with pre-defined defaults (ie. urine test, vaginal swab, etc). Similar defaults are

lacking for medication orders (ie. albuterol inhaler order currently requires the

provider to input the following each time: dose, frequency, dispense and refill;

the new order has pre-defined these with "2 puffs every 4-6 hours as needed

(SOB, wheezing), Disp-1 Inhaler, R-3". The intervention is currently being

piloted at one of the Stanford Health Care primary care clinics, with future

plans to implement this at other clinics as well.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO

EVALUATE PROGRAM/INTERVENTION): Pre and post-

intervention provider surveys that contain quantitative metrics. (ie.

On a scale of 1 to 10 with 10 being the highest, how often do you

enter consistent orders for similar workups or conditions?). Other

measured metrics include: provider satisfaction with current process

to order tests and medications and provider satisfaction with current

amount of time spent placing orders.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): Current pre-intervention provider surveys at the

pilot clinic shows the majority of physicians are dissatisfied with current

ordering process: average satisfaction of 3.6 for ordering labs, 3.4 for medica-

tions, and 1.8 for time spent (1-10 scale with 10 being the highest.) Surveys

showed an average of 5.4 for frequency of consistent orders for similar

workups or conditions.
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KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Providers spend a significant amount of time placing orders in

the EHR in ambulatory care settings. Improving the standard workflow for this

with optimized preference lists can not only improve provider satisfaction and

efficiency, but also improve correct ordering. Additionally, our goal is to give

providers access to a consistent and comprehensive list of orders that they can

utilize when pursuing a workup or when managing similar conditions.

UTILIZING A PRIMARY CARE TRANSITION TEAM TO TRANSI-

TION PATIENTS BACKTOPRIMARYCAREUSINGELECTRONIC

CONSULTS AND DIRECT CONTACTATAN URBAN SAFETY NET

HOSPITAL (USNH) Yakira David1, 2; Rajshi Akruwala1, 2; Andrew A.

Chang1, 2; Melissa S. Lee1, 2; deomattie singh1; Shedline F. Pierre1; Glenda

Perez1. 1Health + Hospitals/Kings County, New York, NY; 2SUNYDownstate

Medical Center, Brooklyn, NY. (Control ID #2945459)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE): As

ineffective transitions of care of patients from the inpatient to the outpatient

setting can result in adverse patient outcomes, higher readmission rates and

healthcare costs, will implementation of a Primary Care Transition Team

(PCTT) improve care transitions?

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): To reduce readmission rates following hospital

discharge to home To improve communication between inpatient and outpa-

tient providers To engage a Primary Care Transition Team to facilitate hospital

discharges

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): We included

patients discharged from the inpatient Internal Medicine service at an urban

safety net hospital (USNH) between July- November 2017 who had primary

care providers (PCP) or were interested in establishing care at our hospital

based practice. Patients with PCP's elsewhere or those discharged to a skilled

nursing facility were excluded. Interventions were done in two phases. In

Phase 1 (Direct Contact (DC)) the PCTT identified patients from admission

logs and discussed anticipated follow up needs with both inpatient providers

during daily discharge planning rounds and the PCP. The PCTT met with

patients prior to discharge to discuss the health issues managed during the

admission, indications to return to higher level care and the outpatient follow

up plan. In Phase 2 an Electronic Consult (EC) was instituted allowing

inpatient providers to initiate communication with the PCTTabout the patient's

discharge plan through the EMR. Outpatient follow up recommendations and

appointments were then communicated back to the inpatient team via the EC.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION):At the end of the study period patient

charts were reviewed for a scheduled primary care appointment at

discharge[CA1] , show rate at PCP appointment or hospital readmission within

30 days. This was compared to the standard discharge process (SDP) which

included clerk/call-center issued appointments and limited communication

between inpatient and outpatient providers.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): 91 patients met inclusion criteria: 42 had DC, 23

had EC had and 26 had SDP. All patients with DC or EC had appointments

prior to discharge compared to 23.1% in the SDP group (p<0.001). Of those

who had clinic appointments 50% of DC and SDP patients kept their appoint-

ments compared with 33% with EC (p<0.001). 30 day readmission rates were

26.9% for SDP compared with 5.8% and 9.5% in EC and DC respectively

(p<0.0001).

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): In this study a PCTTwith DC was most effective in ensuring a

definitive follow up plan. EC and DC were both more effective in reducing

readmission rates than SDP. DC was effective in identifying and engaging all

eligible patients but was labor and time intensive and dependent on a member

of the PCTT always being present. The EC was limited by variable use by

rotating inpatient providers leading to missed identification of eligible patients

and discharge prior to receipt of the PCTT recommendations. Further studies

should be done to evaluate the synergistic effect of these strategies and to

assess patient and provider satisfaction with the process.

UTILIZING THE ELECTRONIC MEDICAL RECORD TO ASSESS

LESBIAN, GAY, BISEXUAL (LGB) PATIENTS' DISEASE BURDEN

AND HEALTH MAINTENANCE AT AN ACADEMIC MEDICAL

CENTER'S PRIMARY CARE NETWORK Timothy Tiutan1; Michelina

D. Stoddard2; Daniel R.Wang2; Nelson Sanchez3, 2. 1NewYork Presbyterian -

Weill Cornell Medical Center, NewYork, NY; 2Weill Cornell Medical College,

New York, NY; 3Memorial Sloan Kettering Cancer Center, New York, NY.

(Control ID #2942268)

STATEMENTOF PROBLEMORQUESTION (ONE SENTENCE):Can

the electronic medical record be used to monitor health disparities and health

outcomes among patients in the LGB community?

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): To use SO/GI (sexual orientation and gender

identity) data to describe disease burden and health maintenancemetrics within

the LGB community. To promote collection of sexual orientation data through

the electronic medical record, which can promote cultural competency among

health providers and support future health research. To ensure that the quality

of care provided towards LGB patients approaches standards reflected in the

general population.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Weill Cornell

Medicine introduced standardized sexual orientation data fields in the outpa-

tient EMR in 2014. This project will likely be the first published study that

utilizes the EMR to describe disease prevalence (eg: diabetes, hypertension,

HIV) and health maintenance metrics (eg: cancer/HIV screenings, vaccination

rates) within an academic medical center's LGB community.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Descriptive statistics (i.e., mean, sd,

median, frequency, percent) will be reported for relevant demographic infor-

mation and all exploratory outcomes including disease burden and health

maintenance measures. To assess the difference in proportion of discrete

exploratory endpoints between LGBT patients (n=3,801) and straight/

heterosexual patients (n=61,975), a chi-square or Fisher's exact test will be
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used as appropriate. To assess the difference in continuous exploratory end-

points, the t-test or Wilcoxon rank-sum test will be used, as appropriate.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): Between January 1, 2015 and December 31, 2016,

69,173 patients had documented sexual orientation data: heterosexual

(61,975;89.6%), LGB (3,801;5.5%), and don't know/declined (3,522;5.1%).

No statistical difference was detected in BMI between LGB and heterosexual

patients (26.45 vs 26.42; p=0.085). LGB patients and their heterosexual peers

had similar rates of hypertension (n=601;15.8% vs n=9515;15.4%; p=0.122)

and diabetes (223;5.9% vs 3795;6.1%; p=0.095). LGB patients had higher

systolic blood pressure recordings than their heterosexual peers (122.08mmHg

vs 119.59mmHg; p<0.001), and higher diastolic blood pressure (76.56mmHG

vs 74.77 mmHg; p<0.001). Among diabetic patients, LGB patients had sig-

nificantly better control than their heterosexual peers when measured by a

hemoglobin A1c <8 (164; 73.5%; 2140;56.4%; p<0.001). LGB patients were

less likely to complete age-appropriate colorectal cancer screening than their

heterosexual peers (593;46.3% vs 10,672;54.9%; p<0.001). LGBwomenwere

significantly more likely to complete cervical cancer screening than heterosex-

ual women (376;37.6% vs 11343;30.9%; p<0.001).

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Collecting SO/GI data through use of the EMR can help eluci-

date disparities in disease prevalence and health maintenance. Such data can be

used to promote cultural competency among health providers and support

future health research. Identified failures and successes in care for LGB

communities can promote targeted initiatives to achieve health equity.

UTILIZING VIDEO TELECONFERENCING TO ENGAGE PRIMA-

RY CARE PROVIDERS IN COMMUNITY BASED PALLIATIVE

CARE Sameen Farooq1; Elizabeth H. Chuang2; Shwetha Iyer1; Nidhi Shah1;

Serife Eti3; Mary Gover4; Sabrina Esbitt2. 1Montefiore Medical Center, Bronx,

NY; 2Montefiore Medical Center/Albert Einstein College of Medicine, Bronx,

NY; 3Albert Einstein College ofMedicine, Bronx, NY; 4Montefiore, Brooklyn,

NY. (Control ID #2938211)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Primary care providers (PCPs) take care of patients with advanced chronic

and life limiting conditions, and it is important to build their primary palliative

care skill sets.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): 1) Identifying the needs of PCPs in providing

palliative care to their patients. 2) Increasing education for PCPs around

providing Palliative Care in the community. 3) Determining the feasibility of

a Palliative Care video teleconferencing case series in improving PCP self-

efficacy.

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Montefiore

Health System, located in the Bronx, New York, is home to a large outpatient

primary care practice and inpatient Palliative care service. However, there

remains a significant need around access to Palliative Care education and

consultation in the outpatient setting for PCPs. To address this need, we used

a video teleconferencing case series that connected geographically dispersed

PCPs with a group of Palliative Care specialists. Six sessions, each1-hour in

duration, focusing on 2-3 cases were provided at two urban primary care

clinics. Each session provided an interactive way for providers to connect with

Palliative Care experts and learn about management for their patient's Palliative

care needs. At this time, the 6 sessions have been completed at one site and the

project is ongoing at the second site. Preliminary data is being presented from

the general Internal medicine clinic where 12 different patient cases were

discussed over course of the intervention from March through August 2017.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): Both a pre-survey and post survey

were sent out to participating providers anonymously via Survey Monkey™.

The pre-survey included a Likert scale model which assessed provider self-

efficacy in provider competency measures identified by the American Acad-

emy of Hospice and Palliative Medicine. The post-survey focused on provider

experience with the video teleconferencing case series.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): The pre-survey (n=17) showed that while most

providers felt competent with their ability to conduct family discussion

around goals of care (70%), fewer reported competence in making

hospice referrals (29%), performing a comprehensive symptom screen

(23%) or assessing and managing pain in patients with serious illness

(12%). The post-survey (n=8) highlighted that 87% of respondents felt

that the video case conference sessions were an effective way to learn

about Palliative care treatment and management. Furthermore, 100%

felt that the sessions were an effective way to enhance expertise and

75% felt that knowledge learned in sessions could be applied to other

clinic patients.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): 1) Video teleconferencing case series provides an effective and

efficient way to enhance education around Palliative care for PCPs. 2) PCPs

are willing and able to identify and manage Palliative Care needs of their

patients with increased education and expert guidance.

VETERAN VIDEO CONNECT: TELEHEALTH CARE FOR VET-

ERANS RESIDING IN VA CONTRACTED COMMUNITY NURSING

HOMES Anne Hale1; Leah M. Haverhals2; Chelsea Manheim1; Cari Levy3.
1Veterans Affairs, Denver, CO; 2Department of Veterans Affairs, Denver, CO;
3Veterans Affairs, Aurora, CO. (Control ID #2934343)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Veterans residing in VA contracted Community Nursing Homes (CNHs)

receive primary care from their CNHs, but travel to Veterans Affairs Medical

Centers (VAs) for specialty care services; this project aims to improve access to

specialty care by substituting video visits with VA providers when feasible to

overcome barriers introduced by in-person visits.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREEOBJECTIVES): 1. Increase access to care for Veterans in CNHs by

establishing feasibility of providing video visits (when appropriate) with VA

providers, replacing in-person visits, and leading to prompter delivery of care

and eliminating travel time/costs for CNH Veterans who need specialty care

services. 2. Enhance relationships between VA and CNHs in the Denver area.

3. Systemically measure sustainability and future replication of this approach

to delivering care.
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DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): This project is

designed to connect VA specialty services to CNH Veterans via video visits

following the closure of the Denver VA Community Living Center (CLC) and

the transfer of those CLC Veterans to CNHs. Our project RNs, social workers,

and staff reviewed lists of Veterans at CNHs to identify those who had in-

person visits that could be shifted to video visits as well as others in need of

specialty care services. To meet these Veteran needs, providers from Geriatrics,

Palliative Care, Mental Health, Dementia, Wheelchair, and Psychiatry special-

ties at the Denver VA were approached to determine interest in conducting

visits with the CNH Veterans. Once they agreed, providers were trained and

equipped for telehealth. The project team developed a system in which team

RNs served as telepresenters within the CNH, while VA specialists provided

care from the VA. Visits were requested through consultations or recommen-

dations from staff. Team RNs coordinated delivery of VA specialist recom-

mendations to the appropriate CNH staff after the visits.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): The following measures will be used

or have been used to track success: Number of visits conducted; percentage of

technologically successful visits; qualitative interviews of Veterans and VA and

CNH staff; field notes from project nurses; and cost savings analyses.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATEFINDINGS

WILL BE DISCUSSED): Project roll-out began, and the first CNH video

visit occurred on, June 26, 2017.To date, feasibility has been established with

visits conducted with Veterans in eight different CNHs in the Denver area. A

total of 113 visits (Geriatrics: 83, Mental Health: 19, Palliative Care: 11) have

occurred with a 82.4% success rate (based on dropped calls). From these visits,

19 referrals to other VA specialties have been generated for 16 patients.

KEYLESSONS FORDISSEMINATION (WHATCANOTHERS TAKE

AWAY FOR IMPLEMENTATION TO THEIR PRACTICE OR COM-

MUNITY?): Cultivating buy-in from key players (i.e. providers, telehealth

staff, andCNH staff) in this type of program is the key to success. Support from

leadership in appropriate specialties, Palliative Care and Geriatrics, was gar-

nered following closure of the Denver VA CLC and has allowedVA specialists

to cultivate relationships with CNHs as well as continue to support and care for

Veterans.

YESWECAN: A PATIENT-CENTERED, RESIDENT-LEDGOALSOF

CARE INTERVENTION FOR HIGH-RISK PRIMARY CARE PA-

TIENTSMatthew Stevenson1; Najeff Waseem1; Caitlin Bell1; James Tooley1;

lorenz Karl2; Donna M. Zulman2; anna Plauth2. 1Stanford Hospital & Clinics,

Menlo Park, CA; 2Stanford University and VA Palo Alto, Stanford, CA.

(Control ID #2947228)

STATEMENT OF PROBLEM OR QUESTION (ONE SENTENCE):

Discussion about a patient's goals of care is linked with improved symptom

control and less aggressive end of life care, but most such conversations occur

late in the disease trajectory, with inpatient providers unfamiliar with patients'

values and psychosocial issues.

OBJECTIVES OF PROGRAM/INTERVENTION (NO MORE THAN

THREE OBJECTIVES): - To improve of goals of care documentation for

high risk patients by shifting these conversations to the outpatient setting - To

increase utilization of outpatient resources designed to manage the symptoms

and complications of chronic illness - To decrease the physician distress

associated with conducting goals of care conversations with acutely ill and

unfamiliar patients

DESCRIPTION OF PROGRAM/INTERVENTION, INCLUDING OR-

GANIZATIONAL CONTEXT (E.G. INPATIENT VS. OUTPATIENT,

PRACTICE OR COMMUNITY CHARACTERISTICS): Emerging sta-

tistical models that use electronic clinical (EHR) data to identify high-

risk patients can potentially facilitate proactive goals of care discus-

sions. One such model, the Care Assessment Needs (CAN) score, has

been validated to predict the 1-year probability of hospital admission

or death among VA patients. We applied this tool to guide a targeted

Goals of Care intervention for the most vulnerable patients at our

resident primary care clinic. The setting for our project was a primary

care "firm," staffed by four residents, three attendings, nurses, and

support staff. We identified patients whose risk of 1-year hospitaliza-

tion or death was in the top 25% (using the VA CAN score) (n = 55).

We reviewed these patients' charts for evidence of prior goals of care

discussions, and underwent training on conducting such discussions in

the outpatient setting. We committed ourselves to discussing and

documenting these patients' specific medical treatment preferences

and quality of life goals, including but not limited to code status

and advance care planning.

MEASURES OF SUCCESS (DISCUSS QUALITATIVE AND/OR

QUANTITATIVE METRICS WHICH WILL BE USED TO EVALU-

ATE PROGRAM/INTERVENTION): At the end of the year, we will re-

evaluate patients' charts for frequency of goals of care notes, emergency room

(ER) visits, palliative care/geriatrics consults, and utilization of home skilled

service resources. To assess changes in these values, we will compare them

with similar values among high-risk patients in other resident primary care

firms, using a difference-in-difference model. We will also solicit qualitative

feedback from physician interviews.

FINDINGS TODATE (IT IS NOT SUFFICIENT TO STATE FINDINGS

WILL BE DISCUSSED): Our intervention has increased goals of care

documentation for our high-risk patients. It has also resulted in meaningful

physician-patient interactions and increased referral to resources such as home

health services and remote vital sign monitoring. Occasionally such conversa-

tions were distressing to patients or families, who perceived to mean that a

patient was being placed on hospice or had a specific, time-limited prognosis.

KEY LESSONS FOR DISSEMINATION (WHAT CAN OTHERS

TAKE AWAY FOR IMPLEMENTATION TO THEIR PRACTICE

OR COMMUNITY?): - Training in outpatient Goals of Care discus-

sions is a worthwhile part of residency education. - EHR-based statis-

tical models can identify high-risk patients and facilitate targeted,

proactive goals of care discussions.
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